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CHLOROMYCETIN 


® 


(chloramphenicol,  Parke-Davis) 


Often  recurrent... often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1’2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes .3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 

Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Mysteclin’®,  'Sumycin'®  and  'Fungizone'®  are  Squibb  trademarks. 


Mysteclin-F 


For  fall  information. 


Squibb  rhosphate-Potcntiated  Tetracycline  (sumycin)  plus  Amphotericin  B (fungizone) 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 
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Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


60  TO 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 
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Since  1902 
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Current  Comment 

The  Month  in  Washington — 

The  Kennedy  Administration  and  other 
main  supporters  of  medical  care  of  the  aged 
under  social  security  are  preparing  to  make 
an  all-out  effort  to  push  the  legislation 
through  Congress  in  the  1962  session. 

Their  campaign  poses  a serious  challenge 
to  the  medical  profession  and  its  allies  in  the 
fight  against  such  compulsory  government 
health  schemes. 

It  is  too  early  to  evaluate  the  effect  on 
the  legislation  of  changes  in  House  Demo- 
cratic leadership  and  House  W ays  and  Means 
Committee  membership.  The  White  House 
has  been  exerting  pressure  in  an  effort  to 
have  a congressman  supporting  its  views 
named  as  a replacement  for  Rep.  Frank 
Ikard  (D.,  Tex.),  who  resigned.  Ikard  op- 
posed proposals  to  put  health  care  under 
social  security. 

Administration  officials  from  President 
Kennedy  down  publicly  gave  the  Adminis- 
tration medical  care  legislation,  the  King- 
( Continued  on  page  28- A) 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 

(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 
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3Vi  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures-Systolic  (S)  and  Diastolic  (D) 
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In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co.,Syracuse,N.Y. 


Placebo  Followed  by  Salutensin 
(22  patients) 


Salutensin  Followed  by  Placebo 
(23  patients) 
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(thiazide 

thiazide  protoveratrine  A 

thiazide  protoveratrine  A reserpine) 
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The  Month  in  Washington — 

(Continued  from  page  12-A) 

Anderson  bill,  top  priority  for  the  1962  ses- 
sion. During  the  interim  after  the  ad- 
journment of  the  1961  session,  the  Adminis- 
tration held  a political  roadshow  in  key 
cities  in  an  effort  to  build  up  public  support 
for  the  King-Anderson  bill  and  other  Ad- 
ministration proposals  that  did  not  fare  so 
well  in  Congress.  At  a number  of  the  so- 
called  White  House  Regional  Conferences, 
physicians  forcefully  expressed  the  medical 
profession’s  opposition  to  putting  health  care 
under  social  security. 

The  A.F.L.-C.I.O.  geared  for  a renewed 
fight  for  the  Administration  legislation.  A 
new  national  organization  of  the  elderly  has 
been  formed  with  the  main  purpose  of  lob- 
bying for  the  King-Anderson  bill.  It  is  the 
National  Council  of  Senior  Citizens  for 
Health  Care  Through  Social  Security.  For- 
mer Rep.  Aime  J.  Forand  (D.,  R.I.),  who 
sponsored  such  legislation  when  he  was  in 
Congress,  was  the  leading  figure  in  organ- 
izing the  group  and  is  national  chairman. 

On  the  other  side  of  the  fight,  there  also 
is  a new  organization  — The  American 


Medical  Political  Action  Committee.  It  is  a 
non-profit,  voluntary,  non-partisan,  unin- 
corporated committee  set  up  last  May  with 
the  approval  of  the  A.M.A.  Board  of  Trust- 
ees. AMPAC  — which  functions  independ- 
ently of  medical  organizations  and  societies 
whether  at  the  national,  state  or  local  level 
— was  organized  to  meet  “an  unmet  need  — 
the  need  of  providing  the  medical  profession 
with  an  opportunity  to  assume  a more  active 
and  effective  role  in  public  affairs.”  The 
A.M.A.  Board  of  Trustees  House  of  Dele- 
gates at  Denver,  in  November  urged  that 
all  physicians,  their  wives  and  interested 
friends  join  AMPAC  and  similar  political 
action  committees  in  their  states  and  com- 
munities. 

Dr.  Leonard  W.  Larson,  A.M.A.  president, 
warned  the  House  of  Delegates  that  physi- 
cians “are  engaged  in  a historic  struggle  to 
preserve  our  country’s  unique  system  of 
medical  care  and  our  stature  as  a profes- 
sion.” He  said  both  are  “seriously  threat- 
ened” by  such  legislative  proposals  as  the 
King-Anderson  bill. 

Dr.  Larson  said  that  the  A.M.A.  could  ex- 
(Continued  on  page  38-A) 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

February  27,  28,  March  1 and  2,  1962 
Palmer  House,  Chicago 

Daily  HaJf-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
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Panels  on  Timely  Topics  Teaching  Demonstrations 
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Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reserva- 
tions at  the  Palmer  House. 


appeal  in  trying  to  p u s h this  legislation 
through  the  Congress,”  Bennett  said.  “They 
have  tried  to  create  a public  image  that  the 
A.M.A.  and  any  individual  who  opposes  this 
plan  is  motivated  by  selfish  interests. 

“As  one  who  is  vigorously  opposed  to 
compulsory  Federal  medical  care,  I resent 
the  tactics  used  by  those  who  advocate  this 
system  of  socialized  medicine.  There  is  an 
answer  to  this  problem  of  meeting  the 
medical  needs  of  our  aged,  and  I frankly  be- 
lieve that  it  is  being  honestly  met  by  our 
present  voluntary  health  insurance  pro- 
grams and  by  the  cooperative  federal-state 
aid  to  our  needy  aged  who  are  incapable  of 
paying  their  own  medical  expenses. 

“I  am  opposed  to  H.R.  4222  or  other  bills 
which  would  open  the  flood  gates  to  a system 
of  compulsory  medical  care,  directed  first 
to  our  aged,  but  w h i c h,  once  instituted, 
would  surely  by  political  pressure  be  expand- 
ed to  all  of  our  population.  The  battle  over 
this  legislation  in  this  next  Congress  is 
bound  to  be  hectic  and  monumental.  It  is  a 
battle  we  can’t  afford  to  loose.”  (From 
Washington  Office,  A.M.A. ). 


The  Month  in  Washington — 

(Continued  from  page  28- A) 

pect  “even  more  bitter  attacks”  than  those 
so  far  from  Administration  and  A.F.L.- 
C.I.O.  spokesmen.  He  appealed  to  physi- 
cians to  support  medicine’s  friends  in  Con- 
gress with  money  and  personal  campaign 
assistance.  He  noted  that  AMPAC  pro- 
vides “a  national  mechanism  through  which 
physicians  and  their  families  can  channel 
funds  for  strategic  placement  where  the 
money  will  do  the  most  good.” 

A leading  congressional  opponent  of 
health  care  under  social  security  also  warned 
of  the  seriousness  of  the  fight  ahead.  Sen. 
Wallace  F.  Bennett  (R.,  Utah),  a member  of 
the  Senate  Finance  Committee  which  han- 
dles such  legislation,  told  students  at  Har- 
vard University  Medical  School  that  there 
undoubtedly  would  be  “a  determined  drive 
to  rush  H.R.  4222  (the  King-Anderson  bill) 
through  the  Congress”  in  1962. 

“The  propagandists  who  are  behind  the 
determined  drive  for  a system  of  socialized 
medicine  have  latched  on  to  an  emotional 
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sion and  anxiety,  the  normalizing  effect  of 
rREPiDONE  leaves  the  patient  emotionally 
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400  mg.  tablet,  four  times  daily.  Supplied : 
Half-scored  tablets,  400  mg.,  bottle  of  50. 
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Current  Comment 

Accredited  Hospitals  Serve  83  Per  Cent 
Of  Hospital  Patients — 

Eighty-three  per  cent  of  all  hospital  ad- 
missions are  to  hospitals  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals, according  to  the  annual  guide-issue 
of  Hospitals,  journal  of  the  American  Hos- 
pital Association. 

The  tabulation  shows  that  while  only  54.4 
per  cent  of  all  hospitals  are  accredited,  such 
hospitals  account  for: 

Some  85.7  per  cent  of  all  hospital  births; 
61.7  per  cent  of  all  beds;  60.5  per  cent  of 
the  average  daily  number  of  patients;  80.7 
per  cent  of  all  hospital  employment;  81.8  per 
cent  of  total  expense  for  operation  of  all 
hospitals;  and  78  per  cent  of  all  hospital  as- 
sets. (Journal  of  the  Mich  if/an  State  Med- 
ical Society). 

Insurance  Coverage  After  Sixty-Five — 

Men  sixty-five  years  of  age  or  older  have 
some  part  of  their  hospital  bill  covered  by 
insurance  in  53  cases  out  of  100.  For  women 
in  the  same  age  range,  the  pattern  was  sim- 
ilar with  hospital  bills  partly  covered  in  49 


cases  out  of  100.  These  figures  are  based  on 
household  interviews  for  the  period  1958- 
1960  conducted  by  the  National  Health  Sur- 
vey for  the  Public  Health  Service. 

For  men  under  65,  the  study  indicated 
that  some  part  of  the  bill  was  covered  by 
insurance  in  at  least  71  cases  out  of  100. 
These  figures  do  not  take  account  of  other 
sources  of  payment  for  hospital  bills  such 
as  disability  insurance,  veterans  or  social  se- 
curity benefits,  other  governmental  agencies, 
charitable  organizations  or  any  other  source 
of  free  care. 

The  study  indicated  that  as  the  family  in- 
come increased,  so  did  the  proportion  of  hos- 
pital discharges  for  which  some  part  of  the 
bill  was  paid  by  insurance.  In  families  with 
incomes  of  $7,000  or  more,  81  per  cent  of 
those  who  had  been  hospitalized  had  all  or 
part  of  the  bill  paid  by  hospital  insurance. 
Those  hospitalized  received  hospital  insur- 
ance benefits  more  often  if  they  lived  in  the 
Northeast  and  North-Central  regions  of  the 
country  than  in  the  South  and  West.  Resi- 
dents of  rural-farm  areas  had  less  of  their 
hospitalization  paid  for  by  their  hospital  in- 
surance than  did  people  living  in  rural,  non- 
farm, and  urban  areas. 
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Current  Comment 

Malpractice  Premiums  Increase — 

The  premiums  for  insurance  protecting 
physicians  and  surgeons  against  liability 
claims  for  malpractice  were  recently  in- 
creased in  14  states  and  reduced  in  seven. 
The  revised  scale  was  announced  by  the  Na- 
tional Bureau  of  Casualty  Underwriters  rep- 
resenting a number  of  stockholder-owned 
insurance  companies  and  published  in  the 
Wall  Street  Journal. 

The  most  marked  increase  in  rates  was 
noted  for  California  territories  outside 
metropolitan  centers.  The  changed  rates 
brought  the  level  to  that  which  had  been  in 
effect  in  large  metropolitan  areas  and  which 
represent  the  highest  premium  rates  in  the 
nation. 

States  with  the  highest  new  basic  rates 
among  the  21  with  revised  scales  include 
Washington,  Tennessee,  Oklahoma,  Wiscon- 
sin, Michigan  and  Georgia.  Nebraska  was 
not  specifically  mentioned. 

The  rate  adjustments  were  accompanied 
by  some  broadening  of  coverage  in  most 
states.  One  such  change  eliminates  a provi- 


sion excluding  from  liability  an  injury  while 
a practitioner  is  under  the  influence  of  al- 
cohol or  narcotics.  The  purpose  of  this 
(Continued  on  page  46-A) 


year  . . . Doctor’s  orders  . . . my  boss’s  doctor! 
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*^nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ~ 2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

R 1 nril  ® 4.  Sebrell,  W.  H..  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

ivtacdiui  \jUUIIU1.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a. 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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Malpractice  Premiums  Increase — 

(Continued  from  page  42- A) 
change  is  said  to  be  the  removal  of  doubt 
as  to  coverage  if  a physician  has  had  a social 
drink  or  taken  a sleeping  pill.  Another  ex- 
tension of  coverage  includes  the  case  in 
which  the  doctor  may  be  sued  because  of  his 
participation  in  a decision  made  while  serv- 
ing on  an  accreditation  committee  of  a hos- 
pital or  medical  society. 

Fewer  Ads  Cut  Medical  Journals — 

The  pharmaceutical  houses  in  the  past 
have  borne  much  of  the  expense  of  publish- 
ing medical  journals.  By  paying  for  the  ad- 
vertising of  pharmaceuticals,  income  is  made 
available  to  carry  the  cost  of  scientific  pub- 
lications. 

An  editorial  in  the  Journal  of  the  Michi- 
gan State  Medical  Society  indicates  that 
this  source  of  income  for  medical  journals 
has  been  suddenly  reduced  for  this  journal. 
Reduction  is  attributed  to  the  investigation 
of  pharmaceutical  companies  conducted  by 
Senator  Kefauver  resulting  in  the  charge 
that  high  prices  were  charged  for  drugs 
which  cost  very  little  to  manufacture.  The 
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advertising  of  pharmaceutical  preparations 
came  under  much  criticism.  This  resulted 
in  a loss  of  about  40  per  cent  of  the  adver- 
tising revenue  of  this  Journal  of  the  Michi- 
gan Medical  Society. 

The  result  was  a curtailment  in  the  size  of 
this  publication  and  an  inability  to  use  in  the 
journal  many  good  papers.  The  editor  ex- 
pressed embarrassment  because  of  the  ac- 
ceptance of  manuscripts  with  the  intention 
to  promptly  publish  had  been  based  upon 
the  usual  advertising  revenue.  Since  the  re- 
duction in  income,  a marked  reduction  in  the 
number  of  new  papers  accepted  for  publica- 
tion has  been  necessary. 

Average  Annual  Health  Costs 
Reported  at  $539 — 

For  some  12  million  persons  who  itemized 
expenditures  on  their  1958  Federal  income 
tax  returns,  their  average  medical  and  dental 
expenses  were  $539,  according  to  an  analysis 
by  Health  Insurance  Institute.  The  average 
health  expense  deduction  was  about  $330. 

The  average  expense  figure  of  $539  would 
include  premium  payments  for  health  in- 
surance policies,  drugs  and  other  medicines, 


hospital  charges  and  physicians’  and  den- 
tists’ fees. 

Persons  who  earn  more  spend  more  for 
health  care  services  and  products,  the  re- 
turns indicate.  Average  expenditures  of 
$523  were  reported  by  taxpayers  in  the 
$5,000-$8,000  income  bracket,  and  $862  in 
the  $10,000-$15,000  bracket.  (Journal  of  the 
Michigan  State  Medical  Society). 

Application  and  Enrollment  Activity 
In  Medical  Schools — 

For  six  consecutive  years  the  number  of 
students  enrolled  in  medical  schools  in  the 
United  States  has  increased.  The  increase 
last  year  was  48  and  the  total  for  the  six 
years,  682.  The  1960-1961  increase  was  due 
to  “welcoming  the  University  of  Kentucky 
College  of  Medicine  to  the  roster  of  U.  S. 
Medical  schools.”  The  Datagram  Vol.  3, 
No.  5,  Nov.,  1961  Association  of  American 
Medical  Colleges)  predicts  that  similar  in- 
creases may  be  predicted  for  coming  years. 
It  is  also  pointed  out  that  the  number  of 
applicants  dropped,  as  it  has  for  the  three 
preceding  years,  and  that  it  is  not  unlikely 
that  this  current  trend  will  continue. 


PHYSICIANS'  EXCHANGE 

FOR  SALE  — General  Electric  Model  D3-38  com- 
bination X-ray  unit  25MA  - 80  KVP.  Excellent 
condition,  used  4 years.  Complete  examining  table, 
chair,  suction  machine  and  miscellaneous  equipment. 
Write  Mrs.  H.  B.  Stapleton,  Hickman,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WANTED  BY  SURGEON-GENERAL  PRACTI- 
TIONER — With  extensive  experience  in  general 
surgery,  association,  desirable  location  or  will  pur- 
chase a good  practice.  Prefer  Nor-thwest  Nebraska 
or  Wyoming.  Doctor  is  a University  of  Nebraska 
College  of  Medicine  graduate  licensed  to  practice  in 
Nebraska.  Write  Box  11,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln  8,  Nebraska. 

SITUATION  WANTED— General  Practice.  Com- 
pleting Military  service  obligation  July  1,  1962,  age 
28,  family,  University  of  Nebraska  graduate.  De- 
sire practice  with  individual  or  group.  Contact  Box 
14,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 

GENERAL  SURGEON  AND  INTERNIST  — 
Wanted  for  the  city  of  Ogallala.  Opportunity  for 
either  solo  practice  or  association  with  established 
group.  For  further  information  contact  Nebraska 
State  Medical  Journal,  Box  15,  1315  Sharp  Build- 
ing, Lincoln,  Nebraska. 
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antibiotic  therapy  with 

ECLO 
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per  pound  body  weight  per  day  — divided  into  four  doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— divided 
into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  declomycin  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  declomycin. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idio- 
syncrasy occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
declomycin,  as  with  other  antibiotics,  and  demands  that  the 
patient  be  kept  under  constant  observation. 
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Current  Comment 


Blue  Shield  Grows  and  Grows — 

The  75  Blue  Shield  Plans  located  in  the 
United  States  and  Canada  paid  out  more 
than  $415,200,000  for  care  rendered  to  mem- 
bers during  the  first  six  months  of  1961, 
Lawrence  C.  Wells,  director  of  promotional 
services  for  the  National  Association  of 
Blue  Shield  Plans,  announced  on  October 
27. 

“The  payment  of  415,201,481  to  the  med- 
ical profession  represented  a record  high  for 
a six-month  period,  and  represented  more 
than  92  per  cent  of  the  total  income  of  all 
Blue  Shield  Plans,”  Mr.  Wells  reported. 
Meanwhile,  the  Plans  spent  less  than  10  per 
cent  of  their  total  income  for  administra- 
tive expenses. 

“The  growing  role  being  played  by  Blue 
Shield  Plans  in  helping  their  members  pay 
for  medical-surgical  care  is  borne  out  by  the 
interesting  fact  that  these  Plans  paid  out 
more  in  the  first  six  months  of  1961  than 
in  the  entire  year  of  1955,”  Mr.  Wells  said. 
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through  all  seven  ages  of  man 

STARJL’ 

effective  anxiety  control 
with  a wide  margin  of  safety 


in  the  frantic  forties'  — For  many  patients  in  their 

"frantic  forties/'  the  pace  never  slackens  — may  even  accelerate  — while 
tensions  multiply  and  physical  resources  dwindle.  Out  of  this  seedbed 
of  stresses  and  anxieties  grow  much  of  the  alcoholism,  psychosomatic 
illness,  and  sympathetic  overactivity  of  the  middle  years. 

In  each  of  these  areas,  VISTARIL  is  often  effective  alone  or  as  an  adjunct 
to  other  therapy.  For  example,  in  his  series  of  67  patients,  King1  found 
that  62  showed  remission  of  anxiety,  tension,  nervousness  and  insomnia, 
as  well  as  alleviation  of  symptoms  associated  with  various  functional  and 
psychophysiological  disturbances.  He  concludes  that  VISTARIL  is  well 
suited  for  use  in  the  practice  of  internal  medicine. 

In  the  emergent  situation, VISTARIL, administered  parenterally,  is  a valuable 
aid  to  the  physician  in  managing  patients  who  escape  psychic  conflict  via 
alcohol.  According  to  Weiner  and  Bockman,2who  obtained  beneficial  results 
in  81%  of  175  patients  studied,  hydroxyzine  (vistaril)  may  well  be  considered 
a tranquilizer  of  choice  in  the  management  of  the  acutely  agitated  alcoholic. 


ing,  ).  c.:  Int.  Rec.  Med.  172:669,  1959.  2.  Weiner,  L. 
June  26-30,  1961. 


.and  Bockman,  A.  A.:  Sci.  Exhibit,  A.M.A.,  Ann.  Meet.,  New  York 


VISTARJ  L®  CAPSULES  AND  ORAL  SUSPENSION 

HYDROXYZINE  PAMOATE 

VISTARJ L®  PARENTERAL  SOLUTION 


H YOROXYZI N E HYDROCHLORIDE 
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zer)  PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc 
New  York  17,  New  York 


,N  br,ef\vISTARJL* 

VISTARIL,  hydroxyzine  pamoate  (oral)  and  hydroxy- 
zine hydrochloride  (parenteral  solution),  is  a calm- 
ing agent  unrelated  chemically  to  phenothiazine, 
reserpine,  and  meprobamate. 

VISTARIL  acts  rapidly  in  the  symptomatic  treatment 
of  a variety  of  neuroses  and  other  emotional  dis- 
turbances manifested  by  anxiety,  apprehension,  or 
fear— whether  occurring  alone  or  complicating  a 
physical  illness.  The  versatility  of  VISTARIL  in  clini- 
cal indications  is  matched  by  wide  patient  range 
and  a complete  complement  of  dosage  forms.  The 
calmative  effect  of  VISTARIL  does  not  usually  im- 
pair discrimination.  No  toxicity  has  been  reported 
with  the  use  of  VISTARIL  at  the  recommended  dos- 
age, and  it  has  a remarkable  record  of  freedom 
from  adverse  reactions. 

INDICATIONS:  VISTARIL  is  effective  in  premen- 
strual tension,  the  menopausal  syndrome,  tension 
headaches,  alcoholic  agitation,  dentistry,  and  as  an 
adjunct  to  psychotherapy.  It  is  recommended  for 
the  management  of  anxiety  associated  with  organic 
disturbances,  such  as  digestive  disorders,  asthma, 
and  dermatoses.  Pediatric  behavior  problems  and 
the  emotional  illnesses  of  senility  are  also  effec- 
tively treated  with  VISTARIL. 

ADMINISTRATION  AND  DOSAGE:  Dosage  varies 
with  the  state  and  response  of  each  patient,  rather 
than  with  weight,  and  should  be  individualized  for 
optimum  results.  The  usual  adult  oral  dose  ranges 
from  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Usual  children's 
oral  dose:  under  6 years,  50  mg.  daily  in  divided 
doses;  over  6 years,  50-100  mg.  daily  in  divided 
doses. 

Parenteral  dosage  for  adult  psychiatric  and  emo- 
tional emergencies,  including  acute  alcoholism: 
I.M.— 50-100  mg.  Stat.,  and  q.4-6h.,  p.r.n.  I.V.— 50 
mg.  Stat.,  maintain  with  25-50  mg.  I.V.  q.4-6H.,  p.r.n. 

SIDE  EFFECTS:  Drowsiness  may  occur  in  some  pa- 
tients; if  so,  it  is  usually  transitory,  disappearing 
within  a few  days  of  continued  therapy  or  upon 
reduction  of  dosage.  Dryness  of  mouth  may  be 
encountered  at  higher  doses. 

PRECAUTIONS:  Drowsiness  may  occur  in  some  pa- 
tients. The  potentiating  action  of  hydroxyzine 
should  be  taken  into  account  when  the  drug  is 
used  in  conjunction  with  central  nervous  system 
depressants.  Do  not  exceed  1 cc.  per  minute  I.V. 
Do  not  give  over  100  mg.  per  dose  I.V.  Parenteral 
therapy  is  usually  for  24-48  hours,  except  when,  in 
the  judgment  of  the  physician,  longer-term  therapy 
by  this  route  is  desirable. 

SUPPLIED:  VISTARIL  Parenteral  Solution  (hydroxy- 
zine hydrochloride)-10  cc.  vials,  25  mg.  per  cc. 
and  50  mg.  per  cc.;  2 cc.  ampules,  50  mg.  per  cc. 
VISTARIL  Capsules  (hydroxyzine  pamoate)— 25,  50, 
and  100  mg.  VISTARIL  Oral  Suspension  (hydroxy- 
zine pamoate)— 25  mg.  per  5 cc.  teaspoonful. 

More  detailed  professional  inlormation  available 
on  request. 
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Current  Comment 

The  Month  in  Washington — 

Reports  bv  the  American  Medical  Asso- 
ciation and  the  Health,  Education  and  Wel- 
fare Department  showed  that  38  states 
have  taken  advantage  of  the  Kerr-Mills  law 
providing  medical  care  for  the  aged  with  a 
total  expenditure  of  $121  million  in  the 
first  15  months  of  the  program. 

Citing  the  program’s  wide  acceptance, 
Dr.  Leonard  W.  Larson,  president  of  the 
A.M.A.,  said  that  27  states  had  enacted 
Kerr-Mills  Medical  Assistance  to  the  Aged 
(M.A.A.)  programs  and  11  other  states  had 
expanded  Old  Age  Assistance  (O.A.A.) 
medical  benefits  under  the  new  law. 

In  addition,  he  said,  nine  states  already 
had  O.A.A.  medical  programs  on  the  books 
and  in  most  instances  they  are  considered 
to  be  adequate  to  provide  the  necessary 
health  care  for  those  over  65. 

Two  of  the  three  remaining  states  — 
Arizona,  and  Delaware  — have  excellent  as- 
sistance programs  at  the  local  level  which 
include  medical  care,  Dr.  Larson  said. 

“These  figures  certainly  contradict  state- 
ments by  Kerr-Mills  critics  who  say  that  the 
program  can’t  and  won’t  work,”  Dr.  Larson 
said. 

“In  just  15  short  months  Kerr-Mills  has 
been  widely  accepted  across  the  land  and 
with  each  passing  day  is  proving  that  it  can, 
and  if  given  the  fullest  opportunity,  will 
do  the  job. 

“Kerr-Mills  is  being  implemented  by  the 
states  as  fast,  if  not  faster,  than  any  previ- 
ous federal-state  matching  program. 

“Such  rapid  acceptance  of  this  principle 
makes  any  compulsory  health  program 
through  the  social  security  mechanism  to- 
tally unnecessary.” 

A variety  of  new  approaches  to  better 
care  for  the  chronically  ill  and  aged  will  be 
made  possible  through  the  Community 
Services  and  Facilities  Act  of  1961,  H.E.W. 
said.  The  Act  authorizes  grants  to  com- 
munity agencies  to  develop  new  and  im- 
proved home  nursing,  home  care,  and  other 
out-of-hospital  services.  The  Act  also  raises 
the  ceiling  for  grants  to  the  states  for  the 
construction  of  nursing  homes  from  $10 
million  to  $20  million  annually. 

(Continued  on  page  11-A) 
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The  Month  in  Washington — 

(Continued  from  page  8-A) 

Under  the  Hill-Burton  program,  535  hos- 
pitals, nursing  homes,  rehabilitation  cen- 
ters, and  other  facilities  were  awarded 
$146,330,000  in  Federad  funds  toward 
$468,661,000  of  construction  in  1961. 

Manufacturers  accepted  a congressional 
proposal  for  further  government  controls 
over  the  efficacy  of  prescription  drugs,  but 
stood  pat  in  opposing  patent  provisions  of 
the  controversial  drug  legislation  sponsored 
by  Sen.  Estes  Kefauver  (D.,  Tenn.). 

Eugene  N.  Beesley,  chairman  of  the  board 
of  the  Pharmaceutical  Manufacturers  Asso- 
ciation, said  that  the  P.M.A.  “fully  endorses 
the  principle  that  a drug  should  be  effective 
for  the  uses  that  a manufacturer  claims 
for  it;  and,  second,  that  the  Food  and  Drug 
Administration,  in  passing  on  new  drug 
applications  to  determine  the  safety  of  the 
new  product,  already  evaluates  — in  many 
cases  — the  evidence  of  its  effectiveness 
for  the  uses  claimed.” 

“Since  F.D.A.  has  expressed  a desire  to 
have  its  authority  clarified  with  respect  to 


its  consideration  of  the  effectiveness  as 
well  as  the  safety  of  new  drugs,  we  wish 
to  support  the  proposal  as  we  understand 
it,”  he  added. 

Beesley  said  such  F.D.A.  clearance  “would 
assure  physicians  that  a drug  effectively 
produces  certain  physiological  actions;  but 
the  physician,  not  the  F.D.A.,  would  deter- 
mine whether  these  specific  physiological 
effects  would  be  useful  or  beneficial  with 
respect  to  particular  patients.” 

Beesley  said  the  patent  restrictions  pro- 
posed in  the  bill  “would  virtually  destroy 
the  patent  system  with  respect  to  medi- 
cines.” 

“This  proposal  obviously  strikes  directly 
and  crucially  at  the  industry’s  capacity 
and  incentive  for  discovery  of  new  and  im- 
proved medicines,  and  we  vigorously  oppose 
it,”  he  said. 

Kefauver  indicated  he  might  compromise 
on  the  patent  provision,  saying  that  he  was 
“not  irrevocably  wedded  to  the  precise 
approach”  of  his  legislation. 

Kefauver  endorsed  A.M.A.’s  expanded 
(Continued  on  page  18- A) 
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V^_>loca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A— antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2'8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  &.  Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  et  al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickel),  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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For  seven  years  Sigmagen  has  been  suc- 
cessfully used  in  the  treatment  of  bursitis 
and  myositis.  Sigmagen  provides  a conser- 
vative, in-between  level  of  therapy  — far 
more  capable  than  analgesics,  yet  not 
approaching  high  steroid  dosage  levels. 
Sigmagen  will  swiftly  allay  the  pain  and 
quiet  the  inflammatory  process  in  mild 
rheumatoid  arthritis,  bursitis,  myositis 
and  fibrositis. 


Bursitis  and 
myositis 
respond  to 

Sigmagen9 

brand  of  corticoid-analgesic  compound 

Meticorten®  (brand  of  prednisone)/ 
the  classic  steroid  therapy  0.75  mg. 

Acetylsalicylic  acid/ 

for  anti-inflammatory-analgesic  action  325  mg. 
Aluminum  hydroxide/ 

buffer  for  better  toleration 75  mg. 

Ascorbic  acid/ 

anti-stress  supplementation 20  mg. 

For  complete  details,  consult  latest  Schering  liter- 
ature available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corpo- 
ration, Bloomfield,  New  Jersey. 

Bibliography:  1.  Cohen,  A.,  et  al.:  J.A.M.A.  165:225, 
1957.  2.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  3.  Moravec,  C.  L.  and  Moravec,  M.E.:  Clin. 
Med.  7:2322,  1960.  h-aig 
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A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tel.  No.:  Biuemound  8-2600  j 
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The  Month  in  Washington — 

(Continued  from  page  11- A) 
drug  information  program  which  will  put 
the  data  directly  in  the  hands  of  prescrib- 
ing physicians  in  contrast  to  new  F.D.A. 
regulations  which  place  the  emphasis  on 
distribution  of  new  drug  information  to 
pharmacists. 

“The  P.M.A.  is  supporting  and,  I trust, 
will  continue  to  support  the  new  and  broad- 
ened program  it  has  established  with  the 
American  Medical  Association  of  dissemin- 
ating to  physicians  better  and  more  accur- 
ate information  concerning  the  bad  as  well 
as  the  good  features  of  drugs.”  Kefauver 
said. 

“And  it  is  supporting,  and  again  I trust 
will  continue  to  support,  the  new  program 
of  the  U.  S.  Pharmacopoeia  and  the  A.M.A. 
in  establishing  simpler  and  more  usable 
generic  names  for  drugs. 

“These  are  important  steps  forward.” 

Federal  Estimates  Are  Too  Low — 

Estimates  by  the  federal  agencies  of  the 
cost  of  many  of  their  plans  of  medical  care 


for  the  aged  are  characteristically  low,  ac- 
cording to  Willard  C.  Rappleye,  M.D., 
President  of  the  Josiah  Macy  Junior  Foun- 
dation. Published  as  excerpts  from  the  re- 
port of  the  President  of  the  Foundation, 
Dr.  Rappleye  states  that  actuaries  of  the 
insurance  companies  have  indicated  that  the 
total  cost  of  the  King-Anderson  Bill,  for 
example,  may  be  close  to  six  billion  a year, 
apparently  six  times  the  federal  estimates. 
It  appears  reasonable  that  the  total  will  be 
in  the  neighborhood  of  at  least  four  bil- 
lion and  therefore  in  time,  money  would 
have  to  be  drawn  from  general  appropria- 
tions since  the  proposed  tax  increases  under 
social  security  would  be  inadequate  to  meet 
the  ultimate  demands.  The  experience  in 
other  countries  indicates  that  estimates  of 
the  cost  of  similar  programs  for  financing 
medical  care  are  usually  too  low  and  it  is 
noted  that  nations  seldom  profit  by  the  ex- 
perience of  others.  Dr.  Rappleye  predicts 
that  there  is  every  indication  that  the  Unit- 
ed States  will  go  through  the  process  of 
learning  the  hard  way  by  attaching  this 
program  to  the  Social  Security  System  for 
a period  of  years  until  it  learns  that  this 
mechanism  will  be  inadequate. 
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YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Put  your 
low-back  patient 
\ back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain , too 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  DOSAGE: 
1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


< carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


Current  Comment 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their 
full  page  advertisement  appearing  else- 
where in  this  issue: 

FONTANA  and  EDWARDS  - CONGENI- 
TAL CARDIAC  DISORDERS 

a vital  statistical  study  to  aid  vou  in 
a better  understanding  of  malforma- 
tions of  the  heart. 

WILLIAMS  — Textbook  of  ENDOCRIN- 
OLOGY 

a definitive  source  emphasizing  the 
effects  of  endocrine  changes  on 
body  metabolism. 

1962  CURRENT  THERAPY 

today's  best  treatments  — ranging 
from  external  cardiac  massage  for 
cardiac  arrest  through  current  use  of 
antibiotics  in  treating  bacterial  infec- 
tions. 


Splint  & Brace 
SHOP . . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 


CERT?  f:  L D 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2 1644 


Accidents  on  the  Farm — 

Farming,  due  to  increased  mechanization, 
rivals  and  often  surpasses  industry  in  the 
growing  record  of  accidents.  Introducing 
the  subject  by  reference  to  the  death  of  a 
three  year  old  boy  from  a corn  chopper,  the 
President’s  page  of  the  Wisconsin  Medical 
Journal  notes  the  unfavorable  comparison 
of  farming  safety  and  industrial  safety. 

In  the  industrial  field  great  strides  have 
been  made  in  accident  prevention  with  the 
assistance  of  the  medical  profession.  In- 
dustry has  been  aggressive  in  controlling 
the  accident  rate,  in  part  because  of  the 
growing  social  responsibility  and  in  part 
by  the  necessity  imposed  by  legislative  ac- 
tion. Time  loss,  medical-hospital  care  of 
occupational  accidents  and  their  resulting 
disability  have  influenced  production  costs. 
The  control  of  these  costs  is  a constant 
concern  to  management  and  to  the  various 
insurance  carriers  working  in  cooperation 
with  industry. 

Who  speaks  for  the  farmer  or  the  farm 
employee?  Who  is  safety  conscious  over  the 
loss  of  life  and  limb  of  babies  and  young 
farm  children?  On  farms  youngsters  8-14 
years  of  age  may  operate  tractors  and  po- 
tentially dangerous  mechanical  devices  that 
are  proscribed  in  any  other  type  of  work. 

National  Safety  Council  reports  indicate 

(Continued  on  page  36- A) 
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PRO-BANTHINE  RA. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 


Prolonged-Acting  tablets-30  mg. 
Effective  • Convenient  • Sustained  Action 

pro-banthIne s,  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthxne  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthine  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  pro-banthine  p.a.  will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 
Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthIne  p.a.  or 
standard  pro-banthine  to  meet  individual  requirements. 


e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


Accidents  on  the  Farm — 

(Continued  from  page  28-A) 
that  farming  stood  third  in  the  ranks  of 
deaths  per  100,000  workers  in  all  occupa- 
tions, being  preceded  in  importance  by 
mining  in  first  place  and  the  construction 
field  in  second  place.  More  workers,  ap- 
proximately 3,300,  were  killed  in  farm  work 
than  in  any  other  major  industry.  About 
one  million  disabling  injuries  of  farm  resi- 
dents occur  each  year. 

The  medical  profession  is  urged  to  lend 
the  same  help  and  advice  to  the  farming 
occupation  in  accident  prevention  and  safe- 
ty members  as  it  has  done  so  well  in  in- 
dustry and  other  occupations. 


Medical  Journals  and  Medlars — 

Noting  the  swelling  flood  of  medical 
literature  and  the  problem  of  its  proper 
storage  and  retrieval,  and  editorial  in  the 
New  England  Journal  of  Medicine  tells  an 
anecdote  from  The  Lancet  of  the  British 
Practitioner  who  set  aside  a special  room 
in  his  house  in  which  he  stacked  his  un- 
opened medical  journals. 


Frustration  is  compounded  because  at 
least  an  occasional  article  may  be  really  im- 
portant. The  National  Library  of  Medicine, 
aided  by  new  quarters  will  attempt  to  en- 
large not  only  its  capacity  for  storage  but 
its  facilities  for  retrieval  of  medical  articles. 
At  present  the  basic  publication  of  the  L'- 
( Continued  on  page  38- A) 


Robert,  I’d  like  you  to  meet  my  father,  Dr. 
Pinkham. 
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In  Dysmenorrhea... 


“cramps  ’ don’t  cramp  her  style... 

when  you  prescribe 

iVd  nvoprin 

Aspirin (5  grains)  300  mg. 

TranCOpal®  (brand  of  thlormezanone) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  hy  pain  which,  in  turn. 


produces  more  pain,  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


LABORATORIES, 

New  York  18,  N.Y. 


1602  M 
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Medical  Journals  and  Medlars — 

(Continued  from  page  36- A) 
brary,  the  Index  Medicus  is  a chief  guide  to 
what  is  published  concerning  medicine. 
Compiled  monthly,  the  index  lists  each  year 
over  200,000  items  representing  most  of  the 
scientific  publications  of  77  countries  in  30 
languages.  The  increasing  number  of  med- 
ical periodicals  suggests  that  this  is  a los- 
ing struggle. 

A contract  has  been  made  with  the  Gen- 
eral Electric  Company  for  the  development 
and  installation  at  the  National  Library  of 
Medicine  of  an  electronic  system  for  the  con- 
trol of  scientific  publications  within  the  li- 
brary. The  system  will  be  known  as  Medi- 
cal Literature  Analysis  and  Retrieval  Sys- 
tem, the  capitalized  initials  of  which,  per- 
haps with  the  efficiency  of  the  electronic 
system  itself,  becomes  known  as  MED- 
LARS. 

Hospital  Beds  and  Population — 

Our  population  growth  has  increased 
more  rapidly  than  hospital  construction 
since  World  War  II.  In  spite  of  the  build- 
ing of  many  new  hospitals  and  additions  to 


existing  ones,  bed-population  ratios  today 
are  no  greater  than  in  1940,  and  since  1946 
we  have  actually  lost  ground,  according  to 
the  Health  Information  Foundation.  Dur- 
ing the  past  twenty  years  our  population 
has  increased  by  almost  forty  million  or 
28.5  per  cent,  while  the  number  of  hospital 
beds  has  increased  by  about  one-quarter 
million,  or  15.5  per  cent. 

An  early  survey  of  United  States  Hos- 
pital facilities  was  conducted  by  the  Amer- 
ican Medical  Association  in  1909,  and  listed 
421,000  beds  in  4,359  hospitals.  Similar 
surveys  have  been  conducted,  first  at  ir- 
regular intervals  and  more  recently  an- 
nually, and  since  1953,  by  the  American 
Hospital  Association.  Since  the  first  sur- 
vey, the  ratio  of  hospital  beds  to  population 
increased  steadily  and  by  1940  was  almost 
three  times  as  great  as  at  the  time  of  the 
first  survey.  This  increase  was  more  rapid 
than  the  increase  in  population.  A peak  oc- 
curred during  World  War  II  because  of  the 
large  expansion  of  federal  hospitals.  Many 
of  these  hospitals  became  inactive  after  the 
close  of  the  war. 

(Continued  on  page  40-A) 
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in  alcoholism : vitamins  are  therapy 


A full  "comeback”  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished. ..from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule  daily 
or  as  directed  by  physician,  for  the  treatmem 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSGAPS 


Stress  Formula  Vitamins  Lederle 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 

Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Hospital  Beds  and  Population — 

(Continued  from  page  38-A) 

All  categories  considered,  hospital  beds 
in  relation  to  population  are  most  heavily 
concentrated  in  certain  areas  of  the  coun- 
try. The  ratio  is  highest  in  the  northeast 
region  of  the  country,  followed  by  the  mid- 
dle Atlantic  states  and  the  west  North  Cen- 
tral states.  Lowest  bed  - population  ratios 
were  in  the  west  South  Central  states,  the 
mountain  states  and  the  east  South  Central 
states. 

Interest  in  International  Research 
Continues  to  Increase — 

The  “Gray  Sheet,”  Medical  Research  Di- 
gest, (Vol.  4,  No.  11)  states: 

“N.I.H.  (National  Institute  of  Research) 
is  rapidly  expanding  the  activities  of  its  Of- 
fice of  International  Research  (O.I.R.)  . . . 
Part  of  the  immediate  staff  of  the  N.I.H. 
director,  O.I.R.  has  just  opened  offices  in 
Paris,  France,  and  Geneva,  Switzerland,  to 
work  with  European  and  international  or- 
ganizations engaged  in  medical  research 
and  research  support,  advise  recipients  of 
N.I.H.  grants,  and  help  administrators  back 


in  the  U.S.  decide  which  overseas  products 
are  most  worthy  of  N.I.H.  support.  The 
Geneva  office  is  primarily  for  liaison  with 
the  health  and  research  activities  of  the 
World  Health  Organization  (W.H.O.). 


Tobacco  Industry  Research  Committee  Adds 
S800  Thousand  for  New  Research — 

An  additional  $800,000  has  been  appro- 
priated for  new  research  grants  in  1962  by 
the  Tobacco  Industry  Research  Committee, 
bringing  the  total  to  $5,450,000  since 
T.I.R.C.  was  established  in  1954. 

The  Board  has  made  172  original  grants 
and  180  renewal  grants  to  scientists  in  80 
hospitals,  medical  schools  and  research  in- 
stitutions throughout  the  country.  The 
grantees  have  published  a total  of  218  pa- 
pers on  their  studies  in  medical  and  scien- 
tific journals. 

While  the  cause  of  lung  cancer  in  relation 
to  tobacco  smoking  has  neither  been  estab- 
lished nor  disproven,  it  is  thought,  much 
light  has  been  thrown  on  the  problem  sur- 
rounding this  issue,  and  much  more  is  need- 
ed. 
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Current  Comment 

Swiss  Company  Finds  Chemical  With 
Antileukemic  Activity — 

The  Wander  Company  of  Berne,  Switzer- 
land (U.S.  Division  is  the  Smith,  Dorsey 
Company  of  Lincoln,  Nebraska)  have  dis- 
covered a new  series  of  compounds,  the 
terephthalanilides,  that  show  what  our  Na- 
tional Cancer  Institute’s  screening  division 
calls  more  active  antileukemic  activity  than 
any  of  the  other  thousands  of  chemicals 
they  have  passed  through  their  mass-screen- 
ing program.  Unwonted  side  effects  com- 
pel a further  search  for  isomers  that  may 
have  the  beneficient  effect  without  serious 
damage  to  the  patient. 


Annual  Heart  Drive  To  Be  in  February — 

The  annual  drive  for  funds  for  support  of 
the  work  of  the  Nebraska  Heart  Associa- 
tion will  be  held  in  February,  as  usual.  The 
year  the  drive  is  to  be  headed  up  by  Mr. 
Val  Peterson,  formerly  Governor  of  Ne- 
braska and  later,  Ambassador  to  Denmark. 
Ml*.  Peterson  is  now  living  in  Hastings 
where  he  is  Vice  Chairman  of  the  Board  of 
the  J.  M.  McDonald  Company. 


The  doctor  said  I have  what  is  known  as  a 
very  evasive  heartbeat! 
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A do-it-yourself 
retirement  plan 
that  really  works 


New  features  of  United  States  Series  E and  H Savings  Bonds  can  mean 
a lot  to  you , whether  you  re  salaried  or  self-employed 


How  would  you  like  to  set  up  a retirement 
plan  that  you  can  tailor  to  your  needs, 
administer  yourself  with  no  fees  or  other 
expenses,  and  go  into  knowing  your  money 
is  absolutely  safe? 

Series  E and  H Savings  Bonds  can  pro- 
vide such  a plan.  With  15  to  20  earning 
years  ahead  of  you,  you  can  complete  a 
program  which  will  help  measurably  to 
add  security  to  your  retirement. 

Start  with  Series  E 

You  begin  by  buying  E Bonds  where  you 
bank,  or  automatically  on  the  Payroll 
Savings  Plan  where  you  work.  E Bonds 
now  earn  3/i%  interest — the  highest  rate 
they’ve  ever  paid— to  maturity  in  7/4  years. 
Then  they  have  a 10  year  extension  privi- 
lege. When  you  retire,  you  can  exchange 
your  E Bonds  for  Series  H Bonds. 

There  are  now  several  nice  features 
about  making  this  exchange.  H Bonds  pay 
interest  semi-annually  in  cash.  There’s  no 


,.******.¥ 

You  save  more  than  money  £ 20®  \ 

with  U.S.  Savings  Bonds  WZT} 

***♦♦#•*** 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine 


charge  for  trading.  And  the  interest  you 
accumulated  before  the  trade  is  not  tax- 
able until  you  cash  in  your  H Bonds. 

A riskless  plan 

A retirement  plan  with  U.S.  Savings  Bonds, 
E or  H,  is  absolutely  without  risk.  Your 
investment  cannot  decrease — it  can  only 
grow.  You  can  get  your  money  with  inter- 
est anytime  you  want.  If  your  Bonds  are 
lost  or  destroyed,  the  U.S.  Treasury  re- 
places them  free. 

What’s  more,  every  Savings  Bond  you 
buy  helps  insure  a stronger  America — as 
important  to  your  retirement  years  as  fi- 
nancial security.  Why  not  look  into  this 
plan  now? 

Send  for  free  folder 


to:  Savings  Bonds  Division 
United  States  Treasury 
Washington  25,  D.  C. 

Please  send  me  a free  copy  of,  “Now,  Build  Your  Own 
Retirement  Program  with  U.S.  Savings  Bonds.” 

Name 


Address  City  Zone  State 
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Benylin 

Expectorant 

provides  the  right  combination 
tor  effective  cough  control 

Your  patient  probably  has  a more  "down-to-earth”  occupation 
than  the  trapeze  artist,  but  persistent  coughing  can  cause  a 
comparable  drop  in  performance.  Not  so  when  you  prescribe 
benylin  expectorant.  This  outstanding  antitussive  preparation 
effectively  suppresses  coughs  due  to  colds  or  allergy  through 
its  combination  of  judiciously  selected  ingredients. 

Benadryl,®  a potent  antihistaminic-antispasmodic,  calms  the 
cough  reflex,  relieves  bronchial  spasm,  and  reduces  nasal 


stuffiness,  sneezing,  lacrimation,  other 
symptoms  associated  with  colds,  and 
coughs  of  allergic  origin.  Efficient  expec- 
torants break  down  tenacious  mucous 
secretions,  thereby  relieving  respiratory 
congestion.  And  the  pleasant-tasting, 
raspberry-flavored  syrup  provides  a 
soothing  demulcent  action  that  eases 
irritated  throat  membranes. 
benylin  expectorant  contains  in  each  fluidounce: 
Benadryl®  hydrochloride  (diphenhydramine 


hydrochloride,  Parke-Davis) 80  mg. 

Ammonium  chloride  12  gr. 

Sodium  citrate 5gr. 

Chloroform  2gr. 

Menthol  0.1  gr. 

Alcohol  5% 


Supplied:  benylin  expectorant  is  available  in 
16-ounce  and  1-gallon  bottles. 

This  advertisement  is  not  intended  to  provide 
complete  information  for  use.  Please  refer  to  the 
package  enclosure,  medical  brochure,  or  write 
for  detailed  information  on  indications,  dosage, 
and  precautions. 

PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Detroit  32.  Michigan 
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Aerial  view  of  the  dam  near  Ogallala,  Nebraska.  Behind 
the  dam  is  a view  of  a portion  of  Lake  McConaughy, 
the  largest  lake  in  Nebraska.  Lake  McConaughy  is  man- 
made, has  an  area  of  54.67  square  miles,  and  a shore 
line  of  1600  miles.  It  has  a maximum  depth  of  210  feet. 
(Photograph  by  Huffnagle,  Lincoln). 
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Current  Comment 

The  .Month  in  Washington — 

The  American  Medical  Association  again 
endorsed  a legislative  proposal  that  the  fed- 
eral government  help  finance  construction 
of  new  medical  schools  and  expansion  and 
modernization  of  existing  ones. 

Dr.  Gerald  D.  Dorman  of  New  York  City, 
a member  of  the  A.M.A.  Board  of  Trustees, 
told  the  House  Interstate  and  Foreign  Com- 
merce Committee: 

“We  believe  that  there  is  need  for  assist- 
ance in  the  expansion,  construction  and  re- 
modeling of  the  physical  facilities  of  med- 
ical schools,  and,  therefore,  a one-time  ex- 
penditure of  federal  funds  on  a matching 
basis  is  justified,  where  maximum  freedom 
of  the  school  from  federal  control  is  as- 
sured.” 

Dr.  Dorman  was  presenting  the  A.M.A. 
position  on  the  Kennedy  Administration’s 
10-year,  $932  million  program  (H.R.  4999) 
for  federal  aid  to  medical  education.  The 
legislation  also  proposed  scholarships  for 
medical  and  dental  students. 

“If  the  high  standards  of  medical  educa- 
tion are  to  be  maintained,  increased  atten- 
tion must  be  given  to  the  adequacy  of  phys- 
ical facilities,  the  availability  of  qualified 
instructors  and  the  availability  of  teaching 
material  and  patients  for  the  clinical  phases 
of  medical  education,”  Dr.  Dorman  said. 
“Any  attempt  to  increase  the  number  of 
medical  students  without  regard  to  these 
conditions  will  result  in  a lowering  of  the 
standard  of  medical  education.  At  this 
time,  priority  should  be  given  to  an  increase 
in  the  physical  facilities  available  for  med- 
ical education.” 

Dr.  Dorman  said  the  A.M.A.,  had  not  tak- 
en a position  on  the  other  sections  of  H.R. 
4999.  However,  he  reviewed  related  A.M.A. 
programs. 

“For  some  time,  the  American  Medical 
Association  has  been  aware  of  the  decline 
in  the  number  of  eligible  college  students 
seeking  adminission  to  medical  schools,”  he 
said.  “This  apparent  shift  away  from  medi- 
cine is  due,  in  part,  we  believe,  to  the  high 
cost  in  time  and  money  of  securing  a med- 
ical education.  This  trend  has  been  accen- 
tuated by  a dramatic  emphasis  on  careers  in 
science  and  engineering  . . . 

(Continue  on  page  16-A) 
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For  seven  years  Sigmagen  has  been  suc- 
cessfully used  in  the  treatment  of  bursitis 
and  myositis.  Sigmagen  provides  a conser- 
vative, in-between  level  of  therapy  — far 
more  capable  than  analgesics,  yet  not 
approaching  high  steroid  dosage  levels. 
Sigmagen  will  swiftly  allay  the  pain  and 
quiet  the  inflammatory  process  in  mild 
rheumatoid  arthritis,  bursitis,  myositis 
and  fibrositis. 


ursitis  and 

ail 

myositis 
respond  to 

Sigmagen’ 

brand  of  corticoid-analgesic  compound 


Meticorten®  (brand  of  prednisone)/ 

the  classic  steroid  therapy  0.75  mg. 

Acetylsalicylic  acid/ 

for  anti  inflammatory-analgesic  action  325  mg. 

Aluminum  hydroxide/ 

buffer  for  better  toleration 75  mg. 

Ascorbic  acid/ 

anti-stress  supplementation  20  mg. 


For  complete  details,  consult  latest  Schering  liter- 
ature available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corpo- 
ration. Bloomfield,  New  Jersey. 

Bibliography:  1.  Cohen,  A.,  et  al.:  J.A.M.A.  165:225, 
1957.  2.  Spies.  T.  D..  et  al.:  J.A.M.A.  159:645. 
1955.  3.  Moravec,  C.  L.  and  Moravec,  M.E.:  Clin. 
Med.  7:2322,  1960.  H.4ie 
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The  Month  in  Washington — 

(Continued  from  page  10-A) 

The  House  of  Delegates  of  the  American 
Medical  Association  in  November,  1960,  es- 
tablished two  programs,  the  objectives  of 
which  are  complementary  and  interrelated. 

“First,  the  House  authorized  a student 
honors  and  scholarship  program  designed 
to  focus  attention  on  careers  in  medicine, 
to  attract  a substantial  group  of  able  stu- 
dents to  prepare  for  admission  to  medical 
schools  and  to  assist  financially  a limited 
number  of  outstanding  students  who.  for 
financial  reasons,  are  unable  to  pursue  a 
career  in  medicine. 

“Second,  the  A.M.A.  House  of  Delegates 
has  adopted  a student  loan  program  designed 
to  alleviate  the  financial  difficulties  of 
medical  students  and  to  encourage  career 
decisions  in  favor  of  medicine.” 

Dr.  Dorman  also  pointed  out  that  the 
A.M.A.  in  the  past  10  years,  in  collabora- 
tion with  the  Association  of  American  Med- 
ical Colleges,  has  aided  interested  organiza- 
tions in  the  establishment  of  six  new  medi- 
cal schools.”  Currently,  commitments  have 
been  obtained  for  another  five  schools  and 
we  are  in  consultation  with  sixteen  institu- 
tions or  organizations  presently  contemplat- 
ing the  establishment  of  new  medical 
schools,”  he  added. 

The  A.M.A.  said  it  would  be  irresponsible 
to  combine  the  King  - Anderson  bill  with 
legislation  that  would  permit  physicians  and 
other  self-employed  persons  to  defer  federal 
income  tax  on  income  placed  in  specified 
private  retirement  funds. 

Sen.  Clinton  P.  Anderson  (D.,  N.M.),  co- 
author of  the  King-Anderson  bill  which 
would  provide  limited  health  care  for  aged 
persons  under  social  security,  suggested  the 
combining  tactic  during  a televised  debate 
on  the  medical  care  issue  with  Sen.  John 
Tower  (R.,  Tex.). 

The  private  retirement  legislation  — 
H.R.  10,  the  Keogh  bill  — would  extend  to 
an  estimated  11  million  self-employed  and 
their  employes  the  same  tax  benefits  now 
provided  to  about  20  million  wage  earners 
covered  by  66,000  company  pension  plans. 

“This  ‘doubling-up’  proposal  of  Sen.  An- 
derson certainly  proves  the  insincerity  of  the 
King-Anderson  bill,”  Dr.  F.  J.  L.  Blasin- 
( Continued  on  page  25-A) 
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Supplied : Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  bottles 
of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  three  or 
four  times  a day. 


The  Month  in  Washington — 

(Continued  from  page  16-A) 
game,  Executive  Vice  President  of  the 
A.M.A.,  said.  “It  lays  bare  the  fact  that 
this  is  wholly  a political  issue  and  not  a 
sincere  attempt  to  grant  meaningful  medical 
care  for  the  aged. 


Side  Effects:  Panmycin  Phosphate  is  well 
tolerated  clinically  and  has  a very  low  order 
of  toxicity  comparable  to  that  of  the  other 
tetracyclines.  Side  reactions  are  infrequent 
and  consist  principally  of  mild  nausea  and 
abdominal  cramps. 

Leukopenia  has  occurred  occasionally  in 
patients  receiving  novobiocin.  Rarely,  other 
blood  dyscrasias  including  anemia,  pancyto- 
penia, agranulocytosis  and  thrombocytopenia 
have  been  reported.  In  a recent  report  it  was 
observed  that  three  times  as  many  newborn 
infants  receiving  novobiocin  developed  jaun- 
dice as  control  infants.  For  this  reason,  ad- 
ministration of  novobiocin  to  newborn  and 
young  infants  is  not  recommended,  unless 
indication  is  extremely  urgent  because  of  se- 
rious infections  not  susceptible  to  other  anti- 
bacterial agents. 

The  development  of  jaundice  has  also  been 
reported  in  older  individuals  receiving 
Albamycin.  Serious  liver  damage  has  devel- 
oped in  a few  patients,  which  was  more  likely 
related  to  the  underlying  disease  than  to 
therapy  with  novobiocin.  Although  reports 
such  as  the  above  are  rare,  discontinuance  of 
novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning:  Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 
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“It  would  be  an  irresponsible  bit  of  legis- 
lative slight  of  hand  to  combine  Sen.  An- 
derson’s proposed  compulsory  medical  care 
program  with  a bill  to  eliminate  tax  in- 
equities inflicted  on  the  self-employed. 

“Such  unwarranted  action  could  only  serve 
Sen.  Anderson’s  own  political  ambitions  at 
the  expense  of  millions  of  Americans. 

“The  bills  have  nothing  in  common. 
There  is  no  reason  whatsoever  for  com- 
bining them  except  that  Sen.  Anderson  is  at- 
tempting to  harass  critics  of  his  bill  into 
silence. 

“He  even  calls  the  Keogh  bill  the  ‘doctors’ 
special  pension  program,  ignoring  the  fact 
that  doctors  make  up  only  about  2.6  per  cent 
(Continued  on  page  26- A) 


I won’t  be  home  tonight,  dear.  One  of  my 
patients  I’m  treating  is  delirious. 
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The  Month  in  Washington — 

(Continued  from  page  25- A) 

of  those  self-employed  who  would  be  getting 
tax  equity.” 

The  Keogh  bill  has  received  widespread 
bi-partisan  support  in  both  houses  of  Con- 
gress. It  was  passed  by  an  overwhelming 
vote  in  the  House  last  summer  and  cleared 
the  Senate  Finance  Committee  by  13-3  vote. 


Management  Looks  at  Medicine — 

Industrial  management  with  is  commit- 
ment to  private  enterprise  recognizes  a di- 
rect relation  between  health  and  an  indi- 
vidual’s effectiveness  at  work.  An  editorial 
in  the  Wisconsin  Medical  Journal  quotes 
from  several  sources  and  comments  upon  an 
address  given  by  R.  Conrad  Cooper  of  the 
United  States  Steel  Corporation.  The  in- 
dustrialist believes  any  improvement  in  the 
quality  or  availability  of  medical  care  would 
be  a direct  concern,  even  if  just  as  a matter 
of  good  business.  Beyond  that,  any  man- 
agement man  concerns  the  health  of  his  co- 
workers as  a matter  of  human  interest. 

(Continued  on  page  36- A) 


Now  about  the  feelings  you  have  — get  down 
here  — always  needing  spankings. 
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"[Banthine®]  . . . effectively* 
inhibits  motility  of  the  gas-  * 
trointestinal  and  genitouri-  r 

nary  tracts. [Pro  - i 

Banthine]  is  somewhat  more  1 
potent - — i 
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"The  value  of  Banthine  . . . can 
be  considered  established.  . . . 
Pro-Banthlne  is  a more  potent 
cholinergic  blocking  agent 
the  incidence  of  untoward  re- 
actions is  less.” 
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“[Banthine].  Extraordinarily 
effective.  . . . Prefer  even 
newer  Pro-Banthlne.  . . 


...diminishes  gastric  secretion  and 
reduces  gastric  and  intesti/ial  mo- 
tility  less  liable  than  atropine  to 

produce  dryness  of  the  mouth...*" 


“The  basal  gastric  secretion 
of  duodenal  ulcer  patients 
may  be  significantly  reduced 
. . . . The  pain  associated  with 
hypermotility  may  be  promptly 
relieved. . . I 


"[Banthine]  . . . has  sufficiently 
selective  action  ...  to  recom- 
mend its  use  as  an  adjuvant 
agent.  . . . [Pro-Banthlne] 
causefs]  fewer  side  effects. 


".  . . its  effect  is  2 to  5 limes  greater 
than  Banthine  and  side  effects  are 
reduced  or  oKcor,t  — — 


"Pro-Banthlne  may  also  relieve  pain  by  its  effect  on 
the  sympathetic  nervous  system.  It  depresses  gastric 
secretion  and  motility  which  in  turn  diminishes  pan- 
creatic output.*^ ; . r 


PRO-BANTHINE 


{brand  of  propantheline  bromide) 


g.  d.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS  Research  in  the  Service  of  Medicine 
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Management  Looks  at  Medicine — 

(Continued  from  page  26- A) 

Management  is  concerned  to  find  itself, 
perhaps  unwittingly,  certainly  unwill- 
ingly, in  the  middle  of  a growing  con- 
flict regarding  the  structure  of  the  medical 
care  system  that  exists  today.  Some  would 
make  collective  bargaining  a major  area  for 
the  pursuit  of  this  conflict.  This  is  regret- 
ted because  of  the  belief  that  if  restructur- 
ing of  the  system  is  needed,  the  way  must 
be  lead  by  those  who  furnish  medical  care 
and  not  by  either  labor  unions,  industry  or 
government. 

Industry  is  also  concerned  about  the  con- 
tinuing rise  in  the  cost  of  medical  care,  with 
no  end  yet  in  sight.  All  favored  improve- 
ment in  the  quality  of  service  and  believe 
that  costs  must  be  controlled  or  reduced. 

It  is  hospital  expenses  that  has  been  the 
major  element  contributing  to  the  rise  in 
costs.  Part  of  this  rise  in  costs  is  the  re- 
sult of  an  advance  in  medical  knowledge 
which  requires  more  complex  facilities,  and 
part  is  due  to  increased  employment  costs 
for  hospitals.  The  part  that  should  be  given 
(Continued  on  page  44-A) 


“Whats  the  matter  . . . can’t  you  sleep  at 
home  ?” 
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^^nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  stated 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  ‘Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.’  ^ 2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis'  ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

pcpq r'f'H  lnril  5 4.  Sebrell.  W.  H..  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

c 1.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”1  * 6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stieglrtz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  recpiire  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Management  Looks  at  Medicine — 

(Continued  from  page  36- A) 

serious  study  is  the  increasing  rate  of  utili- 
zation of  hospital  facilities  and  services. 

This  industrialist  terms  “unfortunate” 
the  appearance  that  some  physicians  do  not 
recognize  their  role  in  the  rise  of  these 
costs.  It  is  the  physician  who  makes  the 
decision  as  to  who  is  hospitalized,  when  and 
for  how  long,  and  what  hospital  services 
will  be  used. 

Business  men  know  of  no  way  to  meet 
competitive  challenges  except  to  improve  the 
efficiencies  in  their  operations,  reduce  the 
cost  of  production  and  to  increase  the  qual- 
ity and  quantity  of  their  products  and  serv- 
ices. The  medical  profession  is  said  to  face 
a major  and  comparable  competitive  chal- 
lenge. If  costs  continue  to  rise,  the  only  one 
able  to  pay  for  them  will  be  the  government. 
Industry  does  not  want  socialized  medicine 
any  more  than  it  wishes  socialized  industry. 
It  is  the  responsibility  of  the  physician  to 
pursue  the  control  of  these  costs.  All  physi- 
cians are  urged  to  devote  themselves  to  the 
solution  of  these  problems. 


‘ That  was  the  last,  Sir  — I’m  sure  you 
have  the  wrong  hospital!” 
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it  is  generally  accepted  that  diseases  of  long  standing  and 
bther  conditions  of  physiologic  stress  may  produce  a need 
for  additional  vitamins,  myadec  is  designed  to  supply  that 
leed.  Just  one  capsule  a day  provides  therapeutic  potencies 
bf  9 vitamins,  plus  selected  minerals  normally  present  in 
body  tissues,  myadec  is  also  useful  for  the  prevention  of 
vitamin  deficiencies  in  patients  whose  usual  diets  are  lacking 
in  these  important  food  factors. 

Each  myadec  capsule  contains:  Vitamins:  Vitamin  Bi2, 
crystalline— 5 meg.;  Vitamin  B2  (riboflavin)— 10  mg.;  Vita- 
min B6  (pyridoxine  hydrochloride)— 2 mg.;  Vitamin  Bi 
mononitrate— 10  mg.;  Nicotinamide  (niacinamide)— 100  mg.; 
Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.) 
25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  Vitamin  E 
(d-alpha-tocopheryl  acetate  concentrate)— 5 I.U.  Minerals 
(as  inorganic  salts):  Iodine-0.15  mg.;  Manganese-1  mg.; 
Cobalt— 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.; 
Iron-15  mg.;  Copper-1  mg.;  Zinc-1.5  mg.;  Magnesium- 
6 mg.;  Calcium— 105  mg.;  Phosphorus  — 80 
mg.  Bottles  of  30, 100,  and  250. 
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TECHNICAL  EXHIBITORS 
FOR  THE  1962  ANNUAL  SESSION 

ABBOTT  LABORATORIES,  14th  & Sheridan 
Road,  North  Chicago,  Illinois  — Booth  No.  25.  Ab- 
bott Laboratories  invites  you  to  visit  our  exhibit. 
Our  representatives  will  be  happy  to  answer  any 
questions  you  may  have  concerning  our  leading 
products  and  new  developments. 


BLUE  CROSS-BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska  — Booth  No.  19.  Blue 
Cross-Blue  Shield,  518  Kilpatrick  Building,  Omaha, 
Nebraska,  Booth  No.  19  will  portray  the  Nebraska 
Prepayment  Health  Team.  Nebraska  Physicians, 
Neraska  Hospitals  and  Nebraska  Blue  Cross-Blue 
Shield. 


THE  COCA-COLA  COMPANY,  P.O.  Drawer  1734, 
Atlanta  1,  Georgia  — Booth  34.  “Ice-cold  Coca- 
Cola  served  through  the  courtesy  and  cooperation 
of  the  Coca-Cola  Bottling  Co.  of  Lincoln,  and  The 
Coca-Cola  Company. 


DAIRY  COUNCIL  OF  LINCOLN,  620  Sharp 
Building,  Lincoln,  Nebraska  — Booth  No.  33. 
Weight  Reduction  Through  Diet  With  everyday 
food  everyone  likes  will  title  the  Dairy  Council  of 
Lincoln  display.  Health  education  material  on  “The 
Food  Way  to  Weight  Reduction,”  will  be  available. 
Included  in  this  material  will  be  basic  plans  for 
calorie  restricted  diets  following  nutrition  principles 
of  1000,  1200,  1400,  and  1800  calories.  Milk  will 
be  served  to  all. 


HEALTH  INSURANCE  COUNCIL,  200  North 
15th  Street,  Lincoln  8,  Nebraska  — Booth  No.  30. 
The  Health  Insurance  Council  is  a federation  of 
insurance  associations  of  which  more  than  700 
companies  are  members.  These  companies  issue  90 
per  cent  of  the  health  insurance  written  by  the 
insurance  business. 

On  behalf  of  the  nation’s  insurance  companies, 
the  council  serves  as  a central  source  of  informa- 
tion and  counsel  to  physicians,  hospitals  and  others 
in  the  health  care  field  on  all  aspects  of  health 
insurance. 


MEAD  JOHNSON  LABORATORIES,  2404  Penn- 
sylvania Street,  Evansville  21,  Indiana  — Booth  No. 
6.  The  Mead  Johnson  Laboratories’  exhibit  has 
been  arranged  to  give  you  the  optimum  in  quick 
service  and  product  information.  To  make  your 
visit  productive,  specially  trained  representatives 
will  be  on  duty  to  tell  you  about  their  products. 


MEDCO  PRODUCTS  COMPANY,  INC.,  Tulsa, 
Oklahoma  — Booth  No.  3.  Presenting  the  MEDCO- 
SONLATOR.  Providing  a new  concept  in  therapy 
by  combining  muscle  stimulation  and  ultra  sound 
simultaneously  through  a SINGLE  Three  - Way 
Sound  Applicator. 


The  MEDCO-SONLATOR  is  a distinct  advance 
in  the  effectiveness  of  physical  therapy  in  your 
office  or  hospital.  A few  minutes  spent  in  our 
booth  should  prove  of  value  to  your  practice. 


THE  MEDICAL  PROTECTIVE  COMPANY,  5814 
Reed  Road,  Fort  Wayne,  Indiana  — Booth  No.  14. 
With  exceptional  proficiency  in  defense,  so  essen- 
tial to  the  Doctor’s  pi-otection  today,  The  Medical 
Protective  Company  offers  unexcelled  coverage  in 
any  claim  or  suit  for  damages  based  on  profes- 
sional seiwices  rendex-ed  or  which  should  have  been 
rendex-ed.  Its  experience  from  the  successful  han- 
dling of  82,000  claims  and  suits  during  63  years 
of  Pi’ofessional  Pi’otection  Exclusively  is  unparal 
leled  in  the  professional  liability  field. 


THE  PAUL  REVERE  LIFE  INSURANCE  COM- 
PANY, 120  North  69th  Sti’eet,  Omaha  32,  Nebraska 
— Booth  No.  26.  The  Paul  Revere  Life  Insurance 
Company  will  again  be  with  you  to  display  bro- 
chures and  other  litex-ature  describing  the  Com- 
pany’s Non-Cancellable  and  Guai-anteed  Continu- 
able  guaranteed  pi-emium  accident  and  sickness  con- 
ti-acts. 


The  Paul  Revere  is  a national  organization  spe- 
cializing in  the  undei-writing  of  Non-Cancellable 
disability  income  pi’otection  and  Life  Insurance  for 
a select  clientele. 

Tx-ained  repi’esentatives  will  be  in  attendance  to 
answer  your  inquiries  and  to  renew  acquaintances 
with  the  many  of  you  who  already  have  our  cov- 
erage. 

PHYSICIANS  & HOSPITALS  SUPPLY  COM- 
PANY, 1400  Harmon  Place,  Minneapolis  3,  Minne- 
sota — Booth  No.  12.  Our  x-epresentatives  will  be 
happy  to  show  you  the  latest  in  medical  equipment. 
Many  convention  specials  are  offered  so  make  it 
a point  to  visit  our  booth. 

PROFESSIONAL  CREDIT  PROTECTIVE  BU- 
REAU, 621  Terminal  Building,  Lincoln,  Nebraska 
— Booth  No.  4.  Pi-ofessional  Ci’edit  Protective  Bu- 
l-eau  seiwing  doctor's  in  the  state  of  Nebraska  for 
the  past  14  years.  A sure,  tried  and  tested  meth- 
od for  collecting  your  old  and  delinquent  accounts. 
All  money  paid  directly  to  the  doctor  for  approxi- 
mately one-half  the  x’egular  fee  charged  by  agen- 
cies. 

A.  H.  ROBINS  COMPANY,  INC.,  1407  Cum- 
mings Drive,  Richmond,  Virginia  — Booth  No.  16. 
Heai’d  any  digestive  complaints  lately? 

Check  at  the  Robins  display  on  the  natural  sup- 
plement for  digestive  enzymes,  ENTOZYME,  and 
the  time-tested  sedative-antispasmodic,  DONNA- 
TAL.  For  “nei’vous  indigestion”  these  widely  ac- 
cepted products  are  combined  in  DONNAZYME. 

Also  featured:  DIMETANE  EXTENTABS  for 

unsux-passed,  10-to-12-hour  antihistaminic  potency 
with  placebo-like  side  effects;  and  new  ROBANUL, 
the  “rigid-i’ing”  anticholinergic  for  duodenal  ulcer. 

(Continued  on  page  36-A) 
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blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2-8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phi  la.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  &.  Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  et_al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickell,  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
-stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 


your  patient  is  soon  restored  to  full  activity— often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 

1 TABLET  Q.I.D. 


m (carisoprodol,  Wallace) 

\^//  Wallace  Laboratories,  Cranbury,  New  Jersey 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


ONLEY  MEDICAL 

SUPPLY  CUMPAKY 


241 5 "O"  St.,  Lincoln  1,  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  full 
page  advertisement  appearing  elsewhere 
in  this  issue: 

ADLER  - TEXTBOOK  OF  OPHTHAL- 
MOLOGY 

Concentrates  on  the  ophthalmic  prob- 
lems of  the  non-specialist  — stress- 
ing diagnosis,  treatment  and  indi- 
cations that  call  for  a specialist. 

MAJOR  AND  DELP  - PHYSICAL  DIAG- 
NOSIS 

Offers  step-by-step  procedures  for  ex- 
amining every  area  of  the  body  by 
inspection,  palpation,  percussion 
and  auscultation. 

REID  - TEXTBOOK  OF  OBSTETRICS 

Gives  you  not  only  a clear  picture  of 
normal  pregnancy  and  labor,  but 
sound  insight  as  well  into  the  med- 
ical complications  that  may  arise. 


News  and  Views 

John  Castellucci  Honored — 

John  W.  Castellucci,  executive  vice  presi- 
dent of  the  National  Association  of  Blue 
Shield  Plans,  Chicago,  was  recently  selected 
as  a recipient  of  the  Outstanding  Health 
Service  Award  of  the  Michigan  State  Med- 
ical Society. 

The  Award,  given  annually  to  selected 
non-physicians  active  in  the  field  of  health 
care,  was  presented  to  Mr.  Castellucci  “in 
recognition  of  valuable  contributions  given 
in  behalf  of  voluntary  prepaid  medical  serv- 
ice plans  as  an  executive  of  Michigan  Medi- 
cal Service,  and  as  executive  vice  presi- 
dent of  the  National  Association  of  Blue 
Shield  Plans.” 

Mr.  Castellucci  was  further  cited  by  the 
Society  for  his  efforts  “in  improving  the 
distribution  and  financing  of  medical  care 
by  his  successful  development  and  promo- 
tion of  Blue  Shield  plans  on  a national  basis, 
and  the  application  of  these  programs  for 
the  benefit  of  our  senior  citizens.” 

Mr.  Castellucci  has  been  chief  executive 
officer  of  the  National  Blue  Shield  associa- 
tion since  1955.  Prior  to  joining  the  Asso- 
ciation, he  held  the  position  of  Assistant 
Director  of  Michigan  Medical  Service,  the 
Blue  Shield  organization  of  that  State. 


Montana  Medical  Association  Registers 
“Brand”— 

The  spirit  of  the  Old  West  was  revived 
again  in  the  office  of  the  General  Recorder 
of  Marks  and  Brands  for  the  State  of  Mon- 
tana when  the  Montana  Medical  Association 
registered  its  “Lazy  M D”  brand.  This,  de- 
spite the  fact  that  the  Montana  Medical  As- 
sociation does  not  operate  a ranch  or  own 
cattle,  horses,  or  sheep.  In  fact,  the  author- 
ization permits  the  use  of  the  “Lazy  M D” 
brand  only  on  the  right  shoulder  of  elk  and 
deer  . . . but  the  Association  does  not  own 
any  elk  or  deer,  either. 

The  “Lazy  M D”  brand  will  be  used  on 
the  cover  of  a book  soon  to  be  published  by 
the  Montana  Medical  Association  entitled, 
“Medicine  in  the  Making  of  Montana.” 
Both  a special  limited  edition  and  a regular 
edition  will  be  published.  The  special  limit- 
ed edition  will  be  hand-bound  in  fawn  deer- 
skin with  the  Association  brand,  “Lazy  M 
D,”  burned  on  the  cover. 
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In  acne -24-hour- a -day  skin  care 
with  antibacterial  pHisoHex 

1 (contains  3%  hexachlorophene) 


In  acne,  pHisoHex,  antiseptic  detergent,  provides 
continuous  antibacterial  action  against  the  infec- 
tion factor.  With  exclusive,  frequent  use.  pHisoHex 
builds  up  an  effective  antibacterial  film  on  the 
skin  that  resists  rinsing— lasts  from  wash  to  wash. 
pHisoHex  augments  any  other  therapy  of  acne. 


When  pHisoHex  was  used  for  washing  by  42 
patients  with  acne,  “the  results  were  uniformly  en- 
couraging. . . ,”1  “No  patient  failed  to  improve.”1 


potentially  harmful  qualities  of  soap.  It  is  non- 
alkaline,  nonirritating  and  hypoallergenic.2 

For  acne,  prescribe  pHisoHex— and  get  improved 
results. 

pHisoAc®  Cream  dries,  peels  and  masks  lesions. 
Use  it  with  pHisoHex  washings  to  help  prevent 
comedones,  pustules  and  scarring.  Contains  col- 
loidal sulfur  6 per  cent,  resorcinol  1.5  per  cent 
and  hexachlorophene  0.3  per  cent. 


pH  isoHex  cleans  the  skin  of  acne  patients  better 
than  soap  because  it  is  forty  per  cent  more  sur- 
face active.  It  is  a powerful  emulsifier  of  oil,  an 
action  particularly  beneficial  in  acne.  Moreover, 
it  cleans  the  orifices  of  the  sebaceous  glands, 
sweat  glands  and  hair  follicles  more  rapidly  and 
more  thoroughly  than  soap.  pHisoHex  lacks  the 


pHisoHex  is  available  in  unbreakable  squeeze 
bottles  of  5 oz.  and  1 pint  — and  in  combination 
package  with  pHisoAc  Cream. 

1.  Hodges,  F.  T.:  CP  14:86,  Nov.,  1956. 

2.  Guild,  B.  T. : Arch.  Dermal.  51 :391,  June,  1945. 

LABORATORIES 

New  York  18,  N.Y.  (i66sm) 
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Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

Handsome,  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


News  and  Views 

Drycleaning  Solvent  Safe  for  Use — 

Perchlorethylene,  the  solvent  used  in  coin- 
operated  drycleaning  machines,  has  “one  of 
the  best  safety  records  of  any  chemical,” 
Clinton  S.  Darling,  executive  director,  Na- 
tional Automatic  Laundry  and  Cleaning 
Council,  said  in  a statement  to  members. 

“After  all,”  he  pointed  out,  “perc  has 
been  used  in  commercial  drycleaning  for  25 
years,  and  exhaustive  research  had  proved 
it  to  be  a safe  solvent  long  before  the  advent 
of  automatic  drycleaning.” 

Nebraska  State  Obstetric  and  Gynecologic 
Society  to  Sponsor  Luncheon — 

The  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  will  sponsor  an  annual  noon 
luncheon  during  the  1962  session  of  the  Ne- 
braska State  Medical  Association.  The 
luncheon  will  be  held  at  the  Cornhusker  Ho- 
tel in  Lincoln  on  Wednesday,  May  2.  Three 
guest  speakers  appearing  on  the  program, 
Doctors  Ralph  C.  Benson  of  Portland,  Ore- 
gon, Robert  H.  Barter  of  Washington,  D.C., 
and  Clayton  T.  Beecham  of  Philadelphia, 
Pennsylvania. 


This  is  all  you  need. 
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through  all  seven  ages  of  man 


VISTARJL* 

effective  anxiety  control 
with  a wide  margin  of  safety 


in  the  frantic  forties  —For  many  patients  in  their 

"frantic  forties/'  the  pace  never  slackens  — may  even  accelerate  — while 
tensions  multiply  and  physical  resources  dwindle.  Out  of  this  seedbed 
of  stresses  and  anxieties  grow  much  of  the  alcoholism,  psychosomatic 
illness,  and  sympathetic  overactivity  of  the  middle  years. 

In  each  of  these  areas,  VISTARIL  is  often  effective  alone  or  as  an  adjunct 
to  other  therapy.  For  example,  in  his  series  of  67  patients,  King1  found 
that  62  showed  remission  of  anxiety,  tension,  nervousness  and  insomnia, 
as  well  as  alleviation  of  symptoms  associated  with  various  functional  and 
psychophysiological  disturbances.  He  concludes  that  VISTARIL  is  well 
suited  for  use  in  the  practice  of  internal  medicine. 

In  the  emergent  situation, VISTARIL, administered  parenterally,  is  a valuable 
aid  to  the  physician  in  managing  patients  who  escape  psychic  conflict  via 
alcohol.  According  to  Weiner  and  Bockman,2who  obtained  beneficial  results 
in  81%  of  175  patients  studied,  hydroxyzine  (VISTARIL)  may  well  be  considered 
a tranquilizer  of  choice  in  the  management  of  the  acutely  agitated  alcoholic. 

I.King,  J.  C.:  Int.  Rec.  Med.  172:669,  1959.  2.  Weiner,  L.  J.,and  Bockman,  A.  A.:  Sci.  Exhibit,  A.M.A.,  Ann.  Meet.,  New  York 
City,  June  26-30,  1961. 


V I STA RJ  L®  CAPSULES  AND  ORAL  SUSPENSION 

HYDROXYZINE  PAMOATE 

VISTARJL*  PARENTERAL  SOLUTION 


HYDROXYZINE  HYOROCH LORIOE 


Science  for  the  world's  well-being®  (Pfizer  PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  New  Yorx 


,N  BRIEF  \viSTARJ  L® 

VISTARIL,  hydroxyzine  pamoate  (oral)  and  hydroxy- 
zine hydrochloride  (parenteral  solution),  is  a calm- 
ing agent  unrelated  chemically  to  phenothiazme, 
reserpine,  and  meprobamate. 

VISTARIL  acts  rapidly  in  the  symptomatic  treatment 
of  a variety  of  neuroses  and  other  emotional  dis- 
turbances manifested  by  anxiety,  apprehension,  or 
fear— whether  occurring  alone  or  complicating  a 
physical  illness.  The  versatility  of  VISTARIL  in  clini- 
cal indications  is  matched  by  wide  patient  range 
and  a complete  complement  of  dosage  forms.  The 
calmative  effect  of  VISTARIL  does  not  usually  im- 
pair discrimination.  No  toxicity  has  been  reported 
with  the  use  of  VISTARIL  at  the  recommended  dos- 
age, and  it  has  a remarkable  record  of  freedom 
from  adverse  reactions. 

INDICATIONS:  VISTARIL  is  effective  in  premen- 
strual tension,  the  menopausal  syndrome,  tension 
headaches,  alcoholic  agitation,  dentistry,  and  as  an 
adjunct  to  psychotherapy.  It  is  recommended  for 
the  management  of  anxiety  associated  with  organic 
disturbances,  such  as  digestive  disorders,  asthma, 
and  dermatoses.  Pediatric  behavior  problems  and 
the  emotional  illnesses  of  senility  are  also  effec- 
tively treated  with  VISTARIL. 

ADMINISTRATION  AND  DOSAGE:  Dosage  varies 
with  the  state  and  response  of  each  patient,  rather 
than  with  weight,  and  should  be  individualized  for 
optimum  results.  The  usual  adult  oral  dose  ranges 
from  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Usual  children's 
oral  dose:  under  6 years,  50  mg.  daily  in  divided 
doses;  over  6 years,  50-100  mg.  daily  in  divided 
doses. 

Parenteral  dosage  for  adult  psychiatric  and  emo- 
tional emergencies,  including  acute  alcoholism: 
I.M.— 50-100  mg.  Stat.,  and  q.4-6h.,  p.r.n.  I.V.— 50 
mg.  Stat.,  maintain  with  25-50  mg.  I.V.  q.4-6h.,  p.r.n. 

SIDE  EFFECTS:  Drowsiness  may  occur  in  some  pa- 
tients; if  so,  it  is  usually  transitory,  disappearing 
within  a few  days  of  continued  therapy  or  upon 
reduction  of  dosage.  Dryness  of  mouth  may  be 
encountered  at  higher  doses. 

PRECAUTIONS:  Drowsiness  may  occur  in  some  pa- 
tients. The  potentiating  action  of  hydroxyzine 
should  be  taken  into  account  when  the  drug  is 
used  in  conjunction  with  central  nervous  system 
depressants.  Do  not  exceed  1 cc.  per  minute  I.V. 
Do  not  give  over  100  mg.  per  dose  I.V.  Parenteral 
therapy  is  usually  for  24-48  hours,  except  when,  in 
the  judgment  of  the  physician,  longer-term  therapy 
by  this  route  is  desirable. 

SUPPLIED:  VISTARIL  Parenteral  Solution  (hydroxy- 
zine hydrochloride)— 10  cc.  vials,  25  mg.  per  cc. 
and  50  mg.  per  cc.;  2 cc.  ampules,  50  mg.  per  cc. 
VISTARIL  Capsules  (hydroxyzine  pamoate)— 25,  50, 
and  100  mg.  VISTARIL  Oral  Suspension  (hydroxy- 
zine pamoate)— 25  mg.  per  5 cc.  teaspoonful. 

More  detailed  professional  information  available 
on  request. 

Science  lor  the  world's  well-being® 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


News  and  Views 

Medical  Examinations  for  School 
Children  Urged — 

The  American  Medical  Association  has 
thrown  its  full  support  behind  a new  nation- 
wide campaign  for  periodic  medical  examin- 
ations for  young  people  of  school  age. 

The  campaign  is  a vital  part  of  the  overall 
program  sponsored  by  President  Kennedy’s 
Council  on  Youth  Fitness  and  a reaffirma- 
tion of  a continuing  effort  on  the  part  of 
A.M.A.  Formed  in  1959  under  former  Pres- 
ident Eisenhower,  the  bipartisan  Council  is 
presently  coordinated  by  Charles  B.  (Bud) 
Wilkinson,  football  coach  at  the  University 
of  Oklahoma. 


Teaching  Machines  Being  Tried — 

The  use  of  teaching  machines  nearly  dou- 
bled the  learning  performance  of  a Dart- 
mouth Medical  School  class  in  parasitology, 
two  professors  reported  recently. 

Prof.  Robert  J.  Weiss,  chairman  of  the 
Psychiatry  Department,  and  Edward  J. 

(Continued  on  page  37-A) 


I just  wanted  to  see  if  I was  still  dreaming. 
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LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

ANTIDIARRHEAL 


TABLETS  and  LIQUID 

lowers  motility  / relieves  cramping  / controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere1  estab- 
lished that  a single  dose  of  10  mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”2  but  “efficacious3 
where  other  drugs  have  failed.  . . 

dosage:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (Vz  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

NOTE:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  literature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastrointestinal,  Acta  Gastroent, 
Belg.  21:674-680  (Sept.-Oct.)  1958. 

2.  Kasich,  A.  M.:  Treatment  of  Diarrhea  in  Irritable  Colon,  Including  Preliminary  Ob- 
servations with  a New  Antidiarrheal  Agent,  Diphenoxylate  Hydrochloride  (Lomotil), 
Amer.  J.  Gastroent.  35.46-49  (Jon.)  1961. 

3.  Weingarfen,  8.:  Weiss,  J.,  and  Simon,  M . : A Clinical  Evaluation  of  a New  Anti- 
diarrheal Agent,  Amer.  J.  Gastroent.  35.628-633  (June)  1961. 


e.  d.  SEARLE  & co. 

Research  in  the  Service  of  Medicine 
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TECHNICAL  EXHIBITORS 

(Continued  from  page  11-A) 

ROCHE  LABORATORIES,  Nutley,  New  Jersey 
— Booth  No.  10.  Librium  — a therapeutic  agent 
for  superior,  safer,  faster  control  of  nervousness, 
anxiety,  tension  and  other  common  emotional  dis- 
turbances without  the  dulling  effect  or  depressant 
action  of  the  tranquilizers. 


ROSS  LABORATORIES,  Columbia  16,  Ohio  — 
Booth  No.  9.  Ross  Laboratories,  manufacturer  of 
Similac,  features  SIMILAC  WITH  IRON,  supply- 
ing 12  mg.  of  ferrous  iron  per  quart  of  feeding  at 
no  additional  cost.  SIMILAC  WITH  IRON  is  de- 
signed for  use  when  exogenous  iron  is  indicated  in 
infancy  to  support  the  usual  diet,  and  to  provide 
prophylaxis  against  iron  depletion  starting  about 
the  fourth  month  or  14  pounds.  The  newest  book- 
let in  the  Ross  Developmental  Aids  will  be  on 
display  at  the  booth. 


W.  B.  SAUNDERS  COMPANY,  West  Washing- 
ton Square,  Philadelphia,  Pennsylvania  — Booth 
No.  1.  Mr.  Keith  Boswell  will  be  on  hand  to  dis- 
play the  complete  Saunders  line.  Books  of  special 
appeal  published  since  last  year’s  meeting  include: 
Current  Therapy  1962;  Williams:  Endocrinology ; 
Florey:  General  Pathology7;  Owen:  Hospital  Ad- 
ministration; and  Lore:  An  Atlas  of  Head  and 
Neck  Surgery. 


The  Neurological  Hospital 

2625  West  Paseo  Blvd. 

KANSAS  CITY  8,  MISSOURI 
Harrison  1-0623 

★ ★ ★ 

A voluntary,  nonprofit  facility  for  the  treat- 
ment of  acute  psychiatric  disorders,  alco- 
holism, drug  addiction;  and  the  long  term 
care  of  the  geriatric  patient. 


G.  D.  SEARLE  & COMPANY,  P.  0.  Box  5110, 
Chicago  80,  Illinois  — Booth  No.  21.  You  are  cor- 
dially invited  to  visit  the  Searle  booth  where  our 
representatives  will  be  happy  to  answer  any  ques- 
tions regarding  Searle  Products  of  Research. 


E.  R.  SQUIBB  & SONS,  745  Fifth  Avenue,  New 
York,  New  York  — Booth  No.  7.  “E.  R.  Squibb 

& Sons  has  long  been  a leader  in  development  of 
new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  our  diligent  re- 
search are  available  to  the  medical  profession  in 
new  products  or  improvements  in  products  already 
marketed.  At  booth  No.  7,  we  are  pleased  to  pre- 
sent up-to-date  information  on  these  advances  for 
your  consideration. 


ULMER  PHARMACAL  COMPANY,  1400  Har- 
mon Place,  Minneapolis  3,  Minnesota  — Booth  No. 
11.  Please  visit  our  booth  and  let  us  discuss  our 
new  products,  namely:  Dextra-Tussin,  our  new 

cough  medicine;  Antianemia  Products  which  are: 
Pepto-Ferrin,  Di-Ferrin,  Co-Ferrin  Also  our  new 
prenatal  supplement  “Pregnecal”  will  be  shown. 


THE  WARREN-TEED  PRODUCTS  COMPANY, 
582  West  Goodale  Street,  Columbus  15,  Ohio  — 
Booth  No.  17.  The  Warren-Teed  Products  Company 
will  feature  two  specialty  products  at  their  exhibit 
booth  No.  17. 

MODANE  TABLETS  — a deconstipant  for  relief 
and  rehabilitation  of  the  atonic  bowel. 

KAON  ELIXIR  — an  extremely  palatable  oral 
potassium. 

Warren-Teed  representatives  cordially  welcome 
all  registrants  to  visit  their  display. 


WINTHROP  LABORATORIES,  1450  Broadway, 
New  York,  New  York  — Booth  No.  13.  Winstrol, 
the  new  complete  “physiotonic”  for  the  under- 
weight, the  weak  and  debilitated.  Builds  body  tis- 
sue, confidence  and  alertness.  Winstrol  is  highly 
active  orally,  simple  to  administer  and  suitable  for 
prolonged  therapy  in  most  cases. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 


Give  to 

medical  education, 
through  AMEF 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


WOODMEN  ACCIDENT  AND  LIFE  COMPANY, 
1526  K Street,  Lincoln,  Nebraska  — Booth  No.  5. 


Other  Exhibitors  at  the  Annual  Session 
CUSACK-HARMON  COMPANY 
DONLEY  MEDICAL  SUPPLY  COMPANY 
PFIZER  LABORATORIES 
PLOUGH  LABORATORIES,  INC. 

DORSEY  LABORATORIES 
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Teaching  Machines  Being  Tried — 

(Continued  from  page  24- A) 

Green,  associate  professor  of  psychology, 
said  their  experiments  showed  that  self- 
teaching materials  increased  the  students’ 
learning  efficiency  1.85  times  over  conven- 
tional teaching  methods. 

With  these  encouraging  preliminary  re- 
sults at  hand  they  plan  to  extend  and  ex- 
pand their  research  to  other  subject  areas 
and  to  try  to  determine  why  this  programed 
instruction  was  so  much  more  efficient. 

The  Carnegie  Corporation  of  New  York 
has  awarded  them  a three  year,  $126,000 
grant  for  the  new  research.  It  had  support- 
ed their  earlier  work  with  a one-year,  $50,- 
000  research  grant. 


Nebraska  Society  Met  In  Las  Vegas — 

The  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  held  its  1961  fall  Scientific 
Session  on  December  1 and  2,  at  the  Flamin- 
go Hotel,  Las  Vegas,  Nevada.  There  were 
44  physician  registrants  which  constituted  a 
record  attendance.  There  was  a 100  per  cent 
(Continued  on  page  39-A) 


CUSACK-HARM0N 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 


FREE  ESTIMATES 


Equipment 
plans  for 
new  clinics 


Decorator  Consultant.  Mrs.  Dorothy  Gleason,  A.I.D. 


PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

PHYSICIAN  WANTED  — Am  discontinuing  well- 
established  general  practice  in  July.  Desire  re- 
placement by  young  physician,  preferably  Catho- 
lic. In  rented  air-conditioned  office.  Will  sell 
equipment  if  needed.  Contact  R.  W.  Homan,  M.D., 
Crete,  Nebraska. 

ATTENTION  — - Doctors,  Internes.  Excellent  open- 
ing. Complete  doctor’s  quarters  vacancy  in  modern 
building  housing  other  professions,  including  2-chair 
dental  offices.  This  suite  consists  of  reception 
room,  receptionist’s  office,  three  consultation  rooms, 
X-ray  room,  dark  room,  well  equipped  laboratory 
with  smaller  auxiliary  laboratory,  ceramic  tile 
toilet  (two  public  toilets  on  main  hall),  hot  and 
cold  water  in  every  room,  modern  plumbing,  tile 
floors,  birch  woodwork,  air  conditioned  ducts  to 
every  room.  New  community  Hospital  under  con- 
struction. Write  or  call  collect,  F.  E.  Wells,  Tel. 
274-3038,  Auburn,  Nebraska. 

TWO  PHYSICIANS  — Under  40  need  colleague  in 
Central  Nebraska  City  of  2,400  with  area  popula- 
tion of  10,000.  New  accredited  24-bed  hospital  in 
process  of  being  expanded  to  44  beds.  Clinic  build- 
ing under  construction.  Drs.  Treptow  & Camp- 
bell, Central  City,  Nebraska. 
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a relaxed  mind  in  a relaxed  body 


Brand  of  ch/ormezanone 


effective  TRANQUILIZER  ■ potent  MUSCLE  RELAXANT 


When  you  prescribe  Trancopal  you  can  see  how  this  “tranquilaxant”  speedily  helps  the  anxious  patient. 
It  quiets  his  psyche  — and  this  quieting  helps  relax  tense  muscles.  It  eases  muscle  spasm  — and  this 
easing  helps  put  the  mind  at  rest. 


DeNyse1  notes  that  the  effect  of  Trancopal  as  a quieting  agent  “.  . . may  play  a part  in  the  skeletal 
muscle  relaxing  results  obtained.”  Gruenberg2  used  Trancopal  to  treat  patients  with  musculoskeletal 
disorders,  and  commented:  “In  addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and  irritability  in  a number  of  patients.” 


Trancopal  has  an  unsurpassed  record  of  safety.  Very  few  side  effects  occur  with  Trancopal. 
You  may  see  them  in  only  about  two  out  of  a hundred  patients,  and  they  will  almost  always  be  mild. 

Available:  200  mg.  Caplets®  (green  colored,  scored) , bottles  of  100 
100  mg.  Caplets  (peach  colored,  scored) , bottles  of  100 
Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily; 

children  (5  to  12  years) , from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing, consult  U'inthrop’s  literature  for  additional  information 
about  dosage,  possible  side  effects  and  contraindications. 


References:  1.  DeNyse.  D.  L.  : M.  Times  87:1512  (Nov.)  1959. 
2.  Gruenberg,  F. : Current  Tberap.  Res.  2:1  (Jan.)  1960. 
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Nebraska  Society  Met  in  Las  Vegas — 

(Continued  from  page  37-A) 

attendance  by  the  registrants  at  all  sessions. 
Doctor  E.  G.  Brillhart  of  Columbus  was 
elected  president,  and  Doctor  Randolph  Tib- 
bels  of  Oakland,  President-elect.  Doctor  W. 
Riley  Kovar  of  Omaha  was  elected  secretary- 
treasurer.  Outgoing  officers  were  Presi- 
dent Theodore  Koefoot  of  Broken  Bow  and 
Secretary-Treasurer  M.  E.  Grier  of  Omaha. 


Medical  Motion  Picture  Film  Reviews — 

The  American  Medical  Association’s  16- 
year  program  of  disseminating  information 
on  new  medical  motion  pictures  reached  a 
coveted  milestone  this  winter  with  the  pub- 
lication in  the  Journal  of  the  A.M.A.  of  the 
1,000th  film  review. 

Medical  film  reviews,  which  have  been 
especially  valuable  to  medical  educators  and 
program  chairmen  in  planning  for  state 
medical  society  meetings  and  hospital  staff 
conferences,  have  been  appearing  regularly 
in  the  Journal  since  February,  1946.  They 
are  widely  read  both  in  this  country  and 
abroad. 


The  A.M.A.  maintains  a film  library  of 
1,253  prints  of  268  different  subjects.  The 
library  is  constantly  being  enlarged  as  new 
films  are  produced.  In  1961  the  film  library 
booked  a total  of  10,025  showings  of  medical 
motion  pictures,  an  increase  of  almost  14 
per  cent  over  the  previous  year. 

Reprints  in  booklet  form  of  reviews  pub- 
lished from  1955  through  1961  are  available 
on  request  from  the  Department  of  Medical 
Motion  Pictures  and  Television,  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

International  Agreement  About  Uniformity  of 
Hypodermic  Syringes  Sought — 

To  facilitate  interchangeability  of  hypo- 
dermic syringes  and  needles  in  time  of  emer- 
gency or  disaster,  the  six  per  cent  conical 
taper  may  soon  be  universally  accepted 
throughout  the  world.  Meeting  in  Paris 
late  last  year,  delegates  from  Britain,  the 
United  States,  France,  Germany,  Nether- 
lands, Norway,  Czechoslovakia,  and  Poland 
agreed  on  dimensions  and  tolerances  for  the 
conical  fitting  used  to  connect  hypodermic 
needles  to  syringes. 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
* MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 
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The  reason,  doctor?  This  one’s  the  hospital  barber. 
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through  all  seven  ages  of  man 

VISTARJL* 

effective  anxiety  control 
with  a wide  margin  of  safety 


in  the  frantic  forties  —For  many  patients  in  their 

"frantic  forties,"  the  pace  never  slackens  — may  even  accelerate  — while 
tensions  multiply  and  physical  resources  dwindle.  Out  of  this  seedbed 
of  stresses  and  anxieties  grow  much  of  the  alcoholism,  psychosomatic 
illness,  and  sympathetic  overactivity  of  the  middle  years. 

In  each  of  these  areas,  VISTARIL  is  often  effective  alone  or  as  an  adjunct 
to  other  therapy.  For  example,  in  his  series  of  67  patients,  King1  found 
that  62  showed  remission  of  anxiety,  tension,  nervousness  and  insomnia, 
as  well  as  alleviation  of  symptoms  associated  with  various  functional  and 
psychophysiological  disturbances.  He  concludes  that  VISTARIL  is  well 
suited  for  use  in  the  practice  of  internal  medicine. 

In  the  emergent  situation, VISTARIL, administered  parenterally,  is  a valuable 
aid  to  the  physician  in  managing  patients  who  escape  psychic  conflict  via 
alcohol.  According  to  Weiner  and  Bockman,2who  obtained  beneficial  results 
in  81%  of  175  patients  studied,  hydroxyzine  (VISTARIL)  may  well  be  considered 
a tranquilizer  of  choice  in  the  management  of  the  acutely  agitated  alcoholic. 

ing,  ).  C.:  Int.  Rec.  Med.  172:669,  1959.  2.  Weiner,  L.  J.,and  Bockman,  A.  A.:  Sci.  Exhibit,  A. M. A.,  Ann.  Meet.,  New  York 
June  26-30,  1961. 

VISTARJL*  CAPSULES  AND  ORAL  SUSPENSION 

HYDROXYZINE  PAMOATE 

VISTARJL'  PARENTERAL  SOLUTION 


HYDROXYZINE  HYDROCHLORIDE 


Science  lor  the  world's  well-being® 


izer  PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  New  York 


,n  brief  \ VI STARJL* 

VISTARIL,  hydroxyzine  pamoate  (oral)  and  hydroxy- 
zine hydrochloride  (parenteral  solution),  is  a calm- 
ing agent  unrelated  chemically  to  phenothiazine, 
reserpine,  and  meprobamate. 

VISTARIL  acts  rapidly  in  the  symptomatic  treatment 
of  a variety  of  neuroses  and  other  emotional  dis- 
turbances manifested  by  anxiety,  apprehension,  or 
fear— whether  occurring  alone  or  complicating  a 
physical  illness.  The  versatility  of  VISTARIL  in  clini- 
cal indications  is  matched  by  wide  patient  range 
and  a complete  complement  of  dosage  forms.  The 
calmative  effect  of  VISTARIL  does  not  usually  im- 
pair discrimination.  No  toxicity  has  been  reported 
with  the  use  of  VISTARIL  at  the  recommended  dos- 
age. and  it  has  a remarkable  record  of  freedom 
from  adverse  reactions. 

INDICATIONS:  VISTARIL  is  effective  in  premen- 
strual tension,  the  menopausal  syndrome,  tension 
headaches,  alcoholic  agitation,  dentistry,  and  as  an 
adjunct  to  psychotherapy.  It  is  recommended  for 
the  management  of  anxiety  associated  with  organic 
disturbances,  such  as  digestive  disorders,  asthma, 
and  dermatoses.  Pediatric  behavior  problems  and 
the  emotional  illnesses  of  senility  are  also  effec- 
tively treated  with  VISTARIL. 

ADMINISTRATION  AND  DOSAGE:  Dosage  varies 
with  the  state  and  response  of  each  patient,  rather 
than  with  weight,  and  should  be  individualized  for 
optimum  results.  The  usual  adult  oral  dose  ranges 
from  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Usual  children's 
oral  dose:  under  6 years,  50  mg.  daily  in  divided 
doses;  over  6 years,  50-100  mg.  daily  in  divided 
doses. 

Parenteral  dosage  for  adult  psychiatric  and  emo- 
tional emergencies,  including  acute  alcoholism: 
I.M.— 50-100  mg.  Stat.,  and  q.4-6h.,  p.r.n.  I.V.— 50 
mg.  Stat.,  maintain  with  25-50  mg.  I.V.  q.4-6h.,  p.r.n. 

SIDE  EFFECTS:  Drowsiness  may  occur  in  some  pa- 
tients; if  so,  it  is  usually  transitory,  disappearing 
within  a few  days  of  continued  therapy  or  upon 
reduction  of  dosage.  Dryness  of  mouth  may  be 
encountered  at  higher  doses. 

PRECAUTIONS:  Drowsiness  may  occur  in  some  pa- 
tients. The  potentiating  action  of  hydroxyzine 
should  be  taken  into  account  when  the  drug  is 
used  in  conjunction  with  central  nervous  system 
depressants.  Do  not  exceed  1 cc.  per  minute  I.V. 
Do  not  give  over  100  mg.  per  dose  I.V.  Parenteral 
therapy  is  usually  for  24-48  hours,  except  when,  in 
the  judgment  of  the  physician,  longer-term  therapy 
by  this  route  is  desirable. 

SUPPLIED:  VISTARIL  Parenteral  Solution  (hydroxy- 
zine hydrochloride)— 10  cc.  vials,  25  mg.  per  cc. 
and  50  mg.  per  cc.;  2 cc.  ampules,  50  mg.  per  cc. 
VISTARIL  Capsules  (hydroxyzine  pamoate)— 25,  50, 
and  100  rng.  VISTARIL  Oral  Suspension  (hydroxy- 
zine pamoate)— 25  mg.  per  5 cc.  teaspoonful. 

More  detailed  professional  information  available 
on  request. 
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Current  Comment 

The  Month  in  Washington  (March) — 

The  American  Medical  Association  said 
that  President  Kennedy  misstated  the  real 
issue  when  he  renewed  his  request  to  Con- 
gress for  legislation  that  would  provide  lim- 
ited health  care  for  the  aged  under  social 
security. 

“We  believe  the  American  people  are  en- 
titled to  know  that  the  real  issue  is  not  med- 
ical care  versus  no  medical  care  for  the 
elderly,”  Dr.  Leonard  W.  Larson,  president 
of  the  A.M.A.  said. 

“The  real  issue  is:  should  wage-earners 
and  employers  be  forced  to  pay  a substan- 
tial increase  in  taxes  to  provide  medical  care 
for  millions  financially  able  to  take  care  of 
themselves  ? 

“No  one  supporting  this  proposal  has  yet 
presented  any  evidence  that  such  radical 
legislation  is  needed. 

‘The  medical  profession  is  for  the  Kerr- 
Mills  law  to  help  the  aged  who  need  help. 
We  are  for  voluntary  enterprise,  including 
health  insurance  and  prepayment  plans  for 
the  non-needy  aged.” 

Dr.  Larson  also  disputed  other  statements 
on  the  issue  which  President  Kennedy  made 
in  a new  health  message  to  Congress.  Dr. 
Larson  said  that  contrary  to  what  Mr.  Ken- 
nedy said,  the  Administration  legislation 
(the  King- Anderson  bill)  could  interfere 
with  the  patient’s  freedom  of  choice  of  hos- 
pital and  physician. 

It  would  give  the  federal  government 
“such  broad  power  to  control  the  practice 
of  medicine  in  the  nation’s  hospitals  that 
the  Secretary  of  Health,  Education  and  Wel- 
fare would  literally  become  the  czar  of 
American  medicine,”  Dr.  Larson  said. 

Dr.  Larson  also  pointed  out  that  it  would 
not  be  a health  insurance  program  as  Presi- 
dent Kennedy  said.  Instead,  it  was  “politi- 
cal medicine,”  Dr.  Larson  said. 

“As  the  Supreme  Court  of  the  United 
States  has  ruled,  Social  Security  is  strictly 
a tax  program  with  current  taxes  used  prin- 
cipally to  provide  benefits  for  those  now  re- 
tired,” Dr.  Larson  said. 

President  Kennedy’s  new  health  message 
was  a summation  of  various  Administration 
(Continued  on  page  11-A) 
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Panalba*  product  information 
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novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning:  Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 
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The  Month  in  Washington  (March) — 

(Continued  from  page  8- A) 
proposals  in  the  field  with  some  additions. 
It  included : 

— Federal  aid  for  construction  of  medical 
schools  and  scholarships  for  medical 
students. 

— Expanded  health  research,  including  a 
new  institute  for  child  health  and  hu- 
man development. 

— More  funds  for  the  National  Institute 
of  Mental  Research. 

— Federal  loans  to  help  set  up  group  prac- 
tice clinics. 

— Encouragement  of  states  to  provide 
medical  services  for  migrant  workers. 

— Federal  research  and  grants  to  help 
combat  air  pollution  in  cities. 

— A three-year  program  of  federal  assist- 
ance to  get  American  children  vaccinat- 
ed against  polio,  diphtheria,  whooping 
cough  and  tetanus.  The  government 
would  pay  the  cost  of  vaccines  for  all 
children  under  five,  provided  state  and 
local  communities  set  up  inoculation 
programs. 

— Establishment  of  a National  Environ- 
mental Health  Center  “to  provide  a 
focal  point  for  nationwide  activities  in 
the  control  of  air  pollution,  water  pollu- 
tion, radiation  hazards,  and  occupation- 
al hazards.” 

A broad  investigation  of  cold  remedies 
to  determine  whether  their  advertising  over- 
states their  effectiveness  has  been  started 
by  the  Federal  Trade  Commission. 

As  a start,  the  Commission  sent  question- 
naires to  24  major  manufacturers  of  cold 
remedies.  Answers  to  the  questionnaires 
are  mandatory  under  the  Federal  Trade 
Commission  Act.  When  and  how  many  addi- 
tional manufacturers  will  receive  similar 
questionnaires  has  not  yet  been  determined. 

The  answers  to  the  questionnaires  will  en- 
able the  Comission  to  make  a comprehensive 
review  of  problems  throughout  the  entire 
field  and  will  assist  in  evaluating  scientific 
evidence  claimed  for  the  medicinal  prepara- 
tions. 

The  survey  seeks  information  on  all  such 
preparations  offered  for  the  relief  or  treat- 
continued  on  page  24-A) 
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The  Month  in  Washington  (March) — 

(Continued  from  page  11-A) 
ment  of  congestion,  irritation,  inflammation, 
infection,  allergy  or  other  conditions  in- 
volving any  part  of  (1)  head,  including  the 
accessory  nasal  sinuses,  (2)  throat.  (3) 
bronchi,  (4)  chest,  or  other  portions  of  the 
respiratory  system.  The  questionnaires  also 
seek  information  on  claims  for  the  relief  or 
treatment  of  any  symptom  or  manifestation 
of  these  ailments. 

The  Commission’s  resolution  stated  that  it 
had  reason  to  believe  that  certain  corpora- 
tions in  offering  such  products  to  the  public 
“may  have  falsely  advertised  and  misrepre- 
sented” their  efficacy.  The  resolution  added 
that  the  public  interest  required  that  an  in- 
vestigation be  conducted  to  determine 
whether  such  advertising  was  in  violation 
of  the  Federal  Trade  Commission  Act. 

The  names  of  the  24  manufacturers  to 
whom  the  questionnaires  were  sent  will  not 
be  disclosed,  an  F.T.C.  spokesman  said. 

Double  End  Play — 

The  apparent  sincerity  of  those  who  are 
proponents  of  tax  supported  medicine  is  chal- 


lenged by  the  description  of  two  recent  de- 
velopments. Stating  that  these  developments 
expose  the  real  motives  of  those  who  favor 
(Continued  on  page  36- A) 
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(Continued  from  page  24-A) 
federal  medicine,  an  editorial  in  the  Wis- 
consin Medical  Journal,  states  that  this  issue 
is  of  more  value  to  those  who  propose  it 
than  those  who  may  receive  it. 

The  first  development  described  as  expos- 
ing the  true  motives  of  proponents  of  legis- 
lations such  as  the  King-Henderson  Bill  is 
the  action  of  Blue  Cross  in  recommending 
that  the  government  give  aged  people  who 
cannot  pay  their  health  bills  a Blue  Cross 
policy.  In  this  proposal  the  government 
would  pay  the  premium  in  part  or  in  full,  de- 
pending on  the  financial  condition  of  the 
beneficiary.  Of  course,  Congress  would 
have  to  find  the  money  for  the  premiums. 

This  is  described  as  a windfall  for  Blue 
Cross  since  millions  of  new  policies  would 
be  sold  without  any  selling  expense  and  with 
virtually  a guaranteed  income  with  little  risk 
of  loses  exceeding  premium  income.  This 
may  be  a solid  underpinning  for  Blue  Cross’s 
possibly  shaky  fiscal  establishment.  The 
editorial  emphasizes  that  Blue  Cross  is  not 
proposing  government  subsidy  of  any  in- 
surance for  the  aged  but  is  proposing  gov- 
( Continued  on  page  40-A) 
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(Continued  from  page  36- A) 
ernment  subsidy  only  for  the  Blue  Cross’s 
insurance. 

At  the  same  time,  the  National  Chairman 
of  the  Democratic  Party,  has  selected  Medi- 
cal Care  for  the  Aged  as  a most  attractive 
issue  of  the  1962  elections.  To  the  Demo- 
cratic Party,  in  the  voice  of  the  spokesman, 
Medical  Care  tied  to  the  Social  Security 
mechanism  is  considered  an  extremely  ad- 
vantageous issue  in  the  political  situation 
expected  to  develop  during  this  current 
year.  It  is  considered  more  important  in 
the  obtaining  of  votes  than  many  other  pro- 
posals for  legislation  made  by  the  Demo- 
cratic Party  or  the  current  administration. 
Regardless  of  its  cost  and  its  defects  and  its 
impact  upon  the  medical  profession  and  med- 
ical care,  the  Democrats’  Program  is  de- 
scribed as  a means  of  solidifying  political 
power  with  a very  large  block  of  voters 
whose  citizenship  is  blind  beyond  their  own 
immediate  personal  advantage. 

Proponents  of  the  tax  supported  medicine 
may  speak  of  the  humanitarianism  and  so- 
cial progress  but  these  phases  poorly  conceal 
the  basic  intention  of  cynical  self  service. 


I’d  recommend  massage,  but  I’m  just  an  old 
patty-cake  man  at  heart. 
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The  spasmolytic  action  of  Demerol  makes  it  valuable  for  relief  of  symptoms  due  to  smooth 
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Current  Comment 


Hospitals  and  Foreign  Graduates — 

Hospitals  in  the  United  States  are  becom- 
ing increasingly  dependent  upon  the  gradu- 
ates of  foreign  medical  schools  to  help  fill 
their  house  staff  positions.  In  1951,  2100 
graduates  of  foreign  medical  schools  served 
as  hospital  interns  and  residents,  but  by 
1960  this  figure  had  increased  to  9500. 

Since  1940,  the  number  of  medical  gradu- 
ates in  this  country  has  increased  about  40 
per  cent  and  almost  all  graduates  served  as 
interns.  In  the  same  period,  the  number  of 
internships  offered  has  increased  almost  90 
per  cent,  and  even  with  many  internships 
filled  by  foreign  graduates,  only  82  per  cent 
of  the  positions  offered  were  filled  in  1960, 
according  to  a Public  Health  Service  survey. 

Because  of  an  increasing  trend  towards 
specialization  and  an  increased  demand  for 
residency  training,  similar  proportions  of 
foreign  graduates  now  will  fill  residency 
positions  in  United  States  hospitals.  In 
spite  of  the  presence  of  these  foreign  gradu- 
ates, only  87  per  cent  of  all  residencies  of- 
fered were  filled  in  1960. 


V/ 


“I  haven’t  told  him  yet!’ 
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Current  Comment 

The  Month  in  Washington — 

Top  officials  of  the  American  Medical 
Association  at  a White  House  conference 
with  President  Kennedy  stood  pat  in  sup- 
port of  the  Kerr-Mills  program  and  in  oppo- 
sition to  providing  health  care  for  the  aged 
under  social  security. 

President  Kennedy  also  maintained  his 
position  that  the  social  security  mechanism 
should  be  used. 

Using  Boisfeuillet  Jones,  special  assistant 
to  the  Secretary  of  Health,  Education  and 
Welfare  as  an  intermediary,  Kennedy  invit- 
ed the  A.M.A.  officials  to  the  White  House 
just  before  the  Administration  started  an 
all-out  effort  to  get  Congressional  approval 
of  legislation  that  would  provide  limited 
hospitalization  and  some  other  health  care 
to  older  persons  under  social  security. 

The  House  Ways  and  Means  Committee, 
which  rejected  the  social  security  approach 
in  1960,  is  expected  to  vote  on  similar  legis- 
lation again  this  year. 

In  its  campaign  for  the  King-Anderson 

(Continued  on  page  16-A) 


W.  B.  SAUNDERS  COMPANY  features 

the  following  recent  books  in  their  full 
page  advertisement  appearing  else- 
where in  this  issue: 

GREEN  and  RICHMOND  - PEDIATRICS 
DIAGNOSIS 

A symptomatic  approach  to  diagnosis 
of  childhood  disorders  — telling  you 
what  to  look  for,  how  to  look  for  it, 
and  the  significance  of  your  findings. 

NEALON  - FUNDAMENTAL  SKILLS  OF 
SURGERY 

Step-by-step  procedures  in  both  major 
and  minor  surgery  — ranging  from 
management  of  infection  to  closed 
chest  treatment  of  cardiac  arrest. 

THE  1961-1962  MAYO  CLINIC  VOLUMES 
171  valuable  articles  from  this  world- 
famous  medical  center  on  the  latest1 
diagnosis  and  treatment  measures  in 
medicine  and  surgery. 
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alkali-free  baby  bar 


Nature  gives  infant  skin  a protective  acid  g £ Baby  Dove  has  beenclinically  tested  onhun- 
mantle  with  a pH  of  4.1  to  5.9.  Yet,  every  k l dreds  of  infants  and  in  major  hospitals, 
day,  some  mothers  wash  this  natural*  / [ 1 where  it  was  found  that  the  neutral  pH 
barrier  with  alkaline  soaps.  This  may  LJi&A,'  of  Baby  Dove  makes  it  useful  not  only 
irritate  a baby’s  delicate  skin,  as  well  for  routine  infant  bathing,  but  also  as 

as  strain  its  buffering  capacity.  an  adjunct  to  treatment  in  a variety 

How  much  more  logical  to  use  new  j 1 of  infant  skin  conditions— even  in 

alkali-free  Baby  Dove.  Baby  Dove  m-  ™ premature  babies  with  diaper  der- 

is  completely  alkali-free  and  cannot  \ \ matitis.  Baby  Dove  can  even  be  used 

strain  the  protective  buffering  capac-  td  without  fear  of  irritation  in  most  ba- 
ity of  sensitive  infant  skin.  Only  non-  ■ bieswith  established  soap  intolerance, 

irritating  cleansing  agents  go  into  Baby  ^Mothers  will  like  Baby  Dove  because 

Dove.  Each  bar  is  actually  one  quarter  • it  lathers  freely,  even  in  hard  water, 
gentle  cream.  is .lever  brothers  company.  New  York,  n.y. 
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helps  your  gallbladder 
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forts of  fat-induced  indigestion.  However,  these  unpleasant  aftereffects  can  frequently  be 
relieved  or  prevented  with  Entozyme,  a natural  digestive  supplement.  Six  tablets,  the  usual 
daily  dose,  will  digest  60  gm.  of  fat  or  more.  That’s  50  to  90  per  cent  of  an  adult’s  normal 
daily  intake.  Bile  salts  stimulate  the  flow  of  bile  and  enhance  the  lipolytic  activity  both  of 
Entozyme’s  Pancreatin  and  the  patient’s  own  lipase.  Working  together,  Bile  Salts  and 
Pancreatin  greatly  aid  the  emulsification  and  transport  of  fat.  Each  enteric-coated  Entozyme 
tablet  contains  Bile  Salts  (150  mg.)  and  Pancreatin,  N.F.  (300  mg.).  Also  250  mg.  of  Pepsin, 
N.F.— enough  to  digest  8 gm.  of  protein. 


A.  H.  Robins  Company,  Inc.,  Richmond  20,  Virginia 


The  Month  in  Washington — 

(Continued  from  page  7- A) 
bill,  which  utilizes  the  social  security  sys- 
tem, the  Administration  and  its  allies  called 
rallies  of  aged  persons,  exerted  pressures 
through  a White  House  “lobby”  office,  pub- 
lished a propaganda  pamphlet  at  taxpayers’ 
expenses  and  had  federal  employees  drum- 
ming up  support  for  the  proposal. 

Following  the  45-minute  White  House 
session  with  Kennedy,  Dr.  Leonard  W.  Lar- 
son, Bismarck,  N.D.,  A.M.A.  president, 
said  the  A.M.A.  representatives  made  clear 
that  the  great  majority  of  the  nation’s 
physicians  oppose  the  King-Anderson  bill 
or  similar  legislation.  Dr.  Larson  also  said 
the  Administration  is  wrong  in  its  state- 
ments that  such  legislation  will  be  approved 
by  Congress. 

“We  have  a very  good  line  of  communica- 
tion with  the  grass  roots  and  the  support  of 
the  old  people  for  the  Administration  plan 
is  decreasing  now  that  they  realize  what  it 
will  mean  to  them,”  Dr.  Larson  said. 

Dr.  Larson  charged  that  the  Kennedy  Ad- 
ministration is  “trying  to  create  a band- 
wagon” for  its  medical  care  for  the  aged 


program.  He  said  “the  propaganda  indi- 
cates the  Administration  is  not  getting  the 
support  it  needs  for  its  bill,  and  we  are  con- 
vinced the  trend  is  the  other  way.” 
(Continued  on  page  28- A) 
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which  Miltown  relieves  anxiety  and  anxious  depres- 
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Miltown* 
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respectively  400  mg.  and  200  mg.  meprobamate). 
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in  OMAHA,  NEBRASKA 
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In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 


Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


The  Month  in  Washington — 

(Continued  from  page  16-A) 

In  addition  to  Dr.  Larson,  A.M.A.  offi- 
cials at  the  White  House  were:  Dr.  Hugh 
H.  Hussey,  Jr.,  Washington,  D.C.,  chairman, 
A.M.A.  Board  of  Trustees;  Dr.  Percy  E. 
Hopkins,  Chicago,  vice  chairman,  A.M.A. 
Board  of  Trustees ; Dr.  Norman  Welch,  Bos- 
ton, speaker,  A.M.A.  House  of  Delegates; 
Dr.  Edward  R.  Annis,  Miami,  Fla.,  chair- 
man, A.M.A.  National  Speakers  Bureau; 
Dr.  F.  J.  L.  Blasingame,  Chicago.  A.M.A. 
executive  vice  President,  and  Dr.  Ernest  B. 
Howard,  Chicago,  A.M.A.  assistant  execu- 
tive vice  president. 

Dr.  Annis  said  the  meeting  "was  an  hon- 
est interchange  of  divergent  views  on  the 
method  of  providing  medical  care  for  the 
senior  citizens  of  our  country.”  He  said  the 
A.M.A.  position  was  that  when  the  govern- 
ment provided  for  people  in  need,  this  was 
“a  proper  manifestation  of  the  Christian- 
Judaic  consideration  for  fellow  man.” 

But  when  the  government  provides  for 
everyone  under  a system  of  forced  contribu- 
tions this  amounts  to  socialized  medicine, 
Dr.  Annis  said. 

(Continued  on  page  37-A) 


“I  followed  your  advice  right  up  until  where 
he  said  ‘the  heck  with  it!’  ” 
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The  Month  in  Washington — 

(Continued  from  page  28-A) 

On  other  health  matters,  Kennedy  ex- 
pressed interest  in  the  A.M.A.-sponsored 
First  National  Congress  on  Mental  Health 
this  fall.  He  said  he  hoped  to  be  able  to 
accept  an  A.M.A.  invitation  to  address  it.  He 
also  noted  several  legislative  and  other  items 
in  which  there  was  substantial  agreement 
between  the  A.M.A.  and  the  Administration, 
including  aid  for  construction  of  medical 
schools  and  establishment  of  the  health  re- 
sources advisory  committee. 

Shortly  after  the  White  House  meeting, 
Republican  senators  met  and  agreed  to  hold 
firm  in  support  of  the  Kerr-Mills  bill  and 
against  King-Anderson.  They  refused  to 
endorse  any  substitute. 

One  of  the  prime  tactics  of  the  Admin- 
istration has  been  to  give  the  impression 
that  the  King-Anderson  bill  enjoys  wide 
public  support.  However,  congressional 
polls  of  more  than  450,000  voters  revealed 
just  the  opposite  with  increasing  public  op- 
position evident  toward  the  disputed  plan. 
Of  43  polls  taken  during  the  current  Con- 
( Continued  on  page  38-A) 
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PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town  SW  Nebraska,  3 
nursing-  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

EXCELLENT  OPPORTUNITY  FOR  YOUNG 
G.  P.  — General  practice  available  in  community 
of  1100.  Trade  area  between  5,000  and  8,000.  Earn- 
ing potential  $25,000  per  year.  For  further  infor- 
mation, contact  Nebraska  State  Medical  Journal, 
Box  16,  1315  Sharp  Building,  Lincoln,  Nebraska. 

NORTH  PLATTE,  NEBRASKA  — The  recent 
death  of  Hugh  A.  McDonald,  M.D.,  leaves  an  office 
full  of  equipment  which  I offer  for  sale,  or  would 
consider  renting,  if  location  is  desired.  Doctors  bad- 
ly needed.  Contact  Mrs.  Hugh  A.  McDonald,  714 
West  6th  Street,  North  Platte,  Nebraska. 

WANTED  — A physician  to  be  associated  with 
me  in  my  new  medical  center.  Write  for  particu- 
lars: Walter  E.  Goehring,  M.D.,  1454  Colfax  Street, 
Blair,  Nebraska. 

LOCUM  TENENS  WANTED  — GENERAL 
PRACTITIONER  wanted  for  locum  tenens  for  a 
2 to  4 week  period  in  June  or  July  in  my  office. 
Contact  A.  W.  Eklund,  M.D.,  Pleasant  Hill,  Mo., 
Phone  987-2111  Collect. 

ASSOCIATE  GENERAL  PRACTITIONER  — 
Wanted.  An  established  practice  with  a new  office 
building  in  a growing  town  of  3000  near  Kansas 
City,  Mo.  Plans  for  a partnership  agreement  when 
mutually  desired.  Contact  A.  W.  Eklund,  M.D., 
Pleasant  Hill,  Mo. 


The  Month  in  Washington — 

(Continued  from  page  37- A) 

gress  28  showed  strong  popular  sentiment 
against  the  bill.  The  latest  16  polls  ran  12 
to  4 against  it. 

The  American  Dental  Association  reiter- 
ated opposition  to  the  King-Anderson  bill. 
An  editorial  in  the  A.D.A.  Journal  stated 
“participation  in  a government  - sponsored 
program  of  health  care  should  be  voluntary.” 
A.D.A.  secretary  Harold  Hillenbrand  called 
the  bill  “election  time  propaganda.” 

The  campaign  against  the  medical  profes- 
sion for  its  opposition  to  the  King-Anderson 
bill  has  become  “downright  vicious,”  Rep. 
Don  Short  (R.,  N.D.)  said. 

“The  distortions,  untruths  and  half-truths 
that  are  making  their  rounds  and  being 
promulgated  by  various  organizations  in 
this  country  is  astounding,”  he  said  in  a 
Congressional  Record  statement.  “Our  fine 
physicians  and  dentists  in  this  country  are 
being  portrayed  as  evil,  money-grabbing 
monsters.  Our  medical  associations  are  be- 
ing portrayed  in  the  same  way.  Nothing  is 
ever  said  about  the  many  sacrifices  and  the 


dedicated  work  of  many  physicians,  dentists 
and  surgeons  . . .”  (From  A.M.A.  Washing- 
ton Office). 
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When  minor  aches  and  pains 
disturb  your  patients’  sleep... 

BAYER®  ASPIRIN 
DOESN’T  MAKE  THEM  SLEEP, 
IT  LETS  THEM  SLEEP, 
NATURALLY! 


AND  WITH  BAYER  ASPIRIN, 
THERE’S  NO 
"SEDATIVE  HANGOVER.’* 


There  are,  of  course,  a great  many  instances  of 
sleeplessness  in  which  the  patient  should  be  directed  to 
take  a sedative  to  induce  sleep. 

But  there  are  also  many  instances  in  which  sleeplessness  is 
caused  by  nothing  more  serious  than  minor  aches  and  pains  which 
can  easily  be  relieved  by  one  or  two  tablets  of  Bayer  Aspirin. 

With  physical  discomforts  gone,  sleep  comes  naturally. 

And  when  Bayer  Aspirin  is  used  as  a sleeping  aid, 
patients  never  suffer  the  "sedative  hangover”  which  so 
often  follows  an  induced  sleep. 

So  remember,  when  minor  aches  and  pains 
disturb  your  patients’ sleep,  Bayer  Aspirin  doesn’t 
make  them  sleep;  it  lets 
them  sleep,  naturally,  with 
no  "sedative  hangover.” 
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Current  Comment 

The  Month  in  Washington — 

The  American  Medical  Association  chal- 
lenged the  Kennedy  Administration  on  the 
accuracy  and  legality  of  its  propaganda 
campaign  for  the  King-Anderson  bill. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  the  A.M.A.  wired  Attorney  Gen- 
eral Robert  Kennedy  about  a booklet  issued 
by  the  Department  of  Health,  Education  and 
Welfare.  Dr.  Blasingame  said: 

“This  booklet  lobbies  for  the  enactment  of 
the  King-Anderson  bill.  This  bill  would 
raise  social  security  taxes  to  provide  limited 
health  services  to  aged  beneficiaries,  re- 
gardless of  whether  they  need  financial  help. 

“The  Department  of  Health,  Education 
and  Welfare  has  used  tax  funds,  collected 
from  everyone,  to  propagandize  for  a bill 
which  many  people  and  many  groups  have 
vigorously  opposed.  Under  law,  the  pub- 
lishing of  this  kind  of  a booklet  without 
Congressional  authority  is  a criminal  act, 
punishable  by  fine  or  imprisonment,  or  both, 
and  removal  from  office.” 

A.M.A.  President  Dr.  Leonard  W.  Lar- 


son wrote  President  Kennedy  correcting  a 
misstatement  the  Chief  Executive  made  at 
a news  conference. 

The  President  told  his  news  conference 
that  “the  A.M.A.  was  one  of  the  chief  oppon- 
ents of  the  Social  Security  svstem  in  the 
30’s.” 

Dr.  Larson  pointed  out  to  Mr.  Kennedy 
that  the  American  Medical  Association  had 
never  opposed  the  Social  Security  system, 
either  before  or  after  its  adoption. 

“The  Association,”  Dr.  Larson’s  letter 
said,  “testified  before  Congress  on  only  one 
section  of  the  Social  Security  legislation, 
the  section  concerning  extension  of  public 
health  sendees.  It  should  be  noted  that  the 
A.M.A.  testified  in  support  of  this  section.” 

Dr.  Blasingame  also  called  on  the  Justice 
Department  to  stop  Cabinet  members  using 
taxpayers’  money  for  lobbying  purposes  and 
to  launch  an  investigation  of  “improper” 
lobbying  activities  of  employees  of  the  De- 
partment of  H.E.W. 

Dr.  Blasingame  in  a letter  to  Attorney 
General  Robert  Kennedy  listed  more  than  a 
(Continued  on  page  18- A) 
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1 the  treatment  of  mild  to  moderate  ten-thiS  COUld  be  yOUr  “ailXiety  Datieilt”  Oil 

5 m and  anxiety,  the  normalizing  effect  of  ® 

:epidone  leaves  the  patient  emotionally 
sible,  mentally  alert.  Adult  dose:  One 
-0  mg.  tablet,  four  times  daily.  Supplied: 
alf-scored  tablets,  400  mg.,  bottle  of  50. 

MEPHENOXALONE  LEDERLE 


J quest  complete  information  on  Indications,  dosage,  precautions  and  contraindications  from  yourLederle  representative,  or  write  to  Medical  Advisory  Department. 

ii: D E R L E LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


p 

V^>loca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


The  Month  in  Washington — 

(Continued  from  page  10-A) 
dozen  incidents  which  he  said  violated  fed- 
eral statutes  prohibiting  lobbying  by  fed- 
eral employees  and  officials. 

“Government  employees,”  Dr.  Blasingame 
said,  “are  being  sent  out  as  speakers,  at 
public  meetings  to  urge  enactment  of  the 
Administration’s  bill.  This,  in  our  opinion, 
is  a clear  violation  of  Title  18,  Section  1913 
of  the  U.S.  Code  on  crimes  and  criminal  pro- 
cedure which  prohibits  among  other  things 
the  use  of  ‘personal  services’  for  lobbying- 
purposes.” 

Dr.  Blasingame  said  that  Secretary  of 
Commerce  Luther  Hodges,  Secretary  of  La- 
bor Arthur  Goldberg  and  Interior  Secretary 
Stewart  Udall  were  appearing  at  rallies 
concurrent  with  President  Kennedy’s  ap- 
pearance in  Madison  Square  Garden  in  the 
Administration’s  campaign  for  the  King- 
Anderson  bill. 

“We  strongly  protest  the  use  of  tax 
monies  by  these  Cabinet  members  to  lobby 
for  a bill  which  is  clearly  not  within  the 
scope  of  their  respective  departments,”  Dr. 
Blasingame  said.  “I  call  on  you  to  issue  an 


injunction  against  this  type  of  activity  by 
these  Cabinet  members.” 

The  A.M.A.  Executive  Vice  President  also 
noted  that  between  six  and  ten  government 
employees  “have  been  lobbying  in  the  White 
House  offices  for  several  months”  for  the 
King-Anderson  bill.  He  said  the  group  oc- 
cupying a four-room  suite  “has  been  writ- 
ing television  and  radioscripts,  drafting  ad- 
vertisements and  helping  with  publicity  re- 
leases for  various  organizations  which  are 
backing  the  King-Anderson  bill.” 

Dr.  Larson  also  urged  that  “the  American 
people  demand  an  honest  accounting  from 
the  Department  of  Health,  Education  and 
Welfare  on  how  much  of  their  tax  money  the 
department  is  spending  on  lobbying  for  the 
King-Anderson  bill.” 

“The  people  have  a right  to  know  how 
much  of  their  tax  money  this  federal  agency 
is  spending  in  lobbying  for  this  piece  of 
legislation,”  Dr.  Larson  said  in  a speech 
before  the  Academy  of  Medicine  of  Cincin- 
nati. 

Dr.  Larson  said  also  that  the  National 
(Continued  on  page  21-A) 
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The  Month  in  Washington — 

(Continued  from  page  18- A) 

Council  of  Senior  Citizens  should  be  re- 
quired to  register  as  a lobbyist. 

“This  organization  was  founded  by  for- 
mer Congressman  Aime  Forand  for  the  ex- 
press purpose  of  lobbying  for  passage  of  the 
King-Anderson  bill,”  Dr.  Larson  said. 

In  a statement,  Dr.  Larson  cited  contra- 
dictory statements  by  two  prominent  advo- 
cates of  President  Kennedy’s  health-care- 
for-the-aged  bill  — Ribicoff  and  Rep.  Cecil 
R.  King  (D.,  Calif.). 

“Mr.  Ribicoff  and  Mr.  King  may  be  on 
the  same  team  but  they  are  in  basic  dis- 
agreement as  to  the  extent  of  services  social 
security  should  provide,  and  how  much  of 
an  increase  in  taxes  the  public  will  tolerate 
to  finance  these  services,”  Dr.  Larson  said. 

Dr.  Larson  said : “This  is  what  is  hap- 
pening, Secretary  Ribicoff,  in  an  effort  to 
make  the  King-Anderson  bill  palatable  to 
those  fearing  greater  Federal  taxes,  is  say- 
ing that  the  health  care  program  will  not 
be  expanded  because  social  security  taxes 
have  just  about  hit  10  per  cent  — his  esti- 
mate of  the  saturation  point. 


“Meanwhile,  Mr.  King,  in  order  to  gain 
the  support  of  those  who  believe  in  the  ‘Fed- 
eral government  playing  the  role  of  Santa 
Claus’  is  promising  increased  social  security 
benefits  in  the  future.” 

The  American  Medical  Association  op- 
posed legislation  that  would  permit  benefi- 
ciaries of  the  Federal  Employees’  Compen- 
sation Act  to  utilize  services  of  chiroprac- 
tors. 

In  a letter  to  the  chairman  of  the  Senate 
Subcommittee  on  Employees  Compensation, 
Dr.  F.  J.  L.  Blasingame,  A.M.A.  executive 
vice  president,  said: 

“Chiropractic  is  a pseudo-science  which 
is  not  based  on  scientific  methods  and, 
therefore,  should  be  recognized  as  what  it 
is  — a theory  of  cultism.  It  is  premised  on 
the  theory  that  human  illness  is  all  related 
to  the  spinal  column.  It  holds  that  the 
nerves  that  emanate  from  the  spinal  cord 
become  impinged  or  “pinched  by  the  verte- 
brae, thereby  causing  malfunction  and  dis- 
ease. 

“As  a result  of  this  theory,  chiropractors 
(Continued  on  page  24- A) 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
-stops  pain , too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity— often 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 

1 TABLET  Q.I.D. 


(gj  (carisoprodol,  Wallace  I 

Wallace  Laboratories,  Cranbury,  New  Jerse;  I 


If  you’ve  been  thinking 
of  adding  your 
own  x-ray  service . . . 


PRACTICAL  PLAN 

from  your  G-E  man  . . . 

He  gives  you  more  than  a“  makeshift”  layout! 

Your  G-E  x-ray  representative  works  with 
all  kinds  of  installations.  He  can  judge  the 
type  of  equipment  best  suited  to  the  demands 
of  your  practice  and  can  help  you  plan  its 
most  efficient  arrangement.  His  detailed  lay- 
out will  take  full  advantage  of  dozens  of 
time-and-money-saving  details  — including 
suggestions  on  electric  power  and  wiring 
requirements,  x-ray  protective  needs,  dark- 
room plumbing  and  accessories,  plus  many 
other  recommendations  to  insure  a com- 
pletely efficient  installation. 

Your  G-E  man  has  earned  a reputation 


among  x-ray  users  as  “ the  man  who  knows 
x-ray.”  What’s  more,  he’s  backed  by  a full- 
time staff  of  specialists  in  the  layout  and 
design  of  x-ray  installations.  With  this 
kind  of  help  you  can  efficiently  add  x-ray  to 
your  practice.  An  obligation-free  survey  to 
start  your  practical  plan  can  be  had  by  phon- 
ing your  G-E  man  at  any  office  shown  below. 

MAXISERVICE '®  X-ray  Rental  opens  the 
way  to  new  x-ray  equipment  without  capital 
investment.  We  will  gladly  show  you  how  it 
provides  equipment  of  your  choice  on  a “pay- 
as-you-go”  basis,  for  a modest  monthly  fee. 


Progress  Is  Our  Most  Important  Product 

GENERAL®  ELECTRIC 


DIRECT  FACTORY  BRANCH 

OMAHA 

1617  Dodge  Street  • Phone  341-6049 


RESIDENT  REPRESENTATIVES 

LINCOLN 
J.  C.  BELL 

4100  N.  71st  St.  • Ingersoll  6-0050 

SIOUX  CITY 
D.  J.  DUEPPEN 
918  31st  St.  • Phone  2-0795 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 

Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


The  Month  in  Washington — 

(Continued  from  page  21-A) 

claim  that  disease  and  illness  such  as  aller- 
gies, diabetes,  heart  trouble  and  tonsillitis, 
to  name  a few,  can  be  cured  by  adjusting 
or  manipulating  the  spinal  column.  Such  a 
theory,  of  course,  runs  counter  to  the  estab- 
lished facts  of  medical  science. 

“Chiropractors  are  not  educated  or 
equipped  by  either  background  or  training 
to  diagnose  human  illness.  This  inability 
to  render  a diagnosis  coupled  with  their 
pseudo-scientific  method  of  treatment,  when 
taken  into  consideration  in  connection  with 
their  vociferous  stand  against  life-saving 
vaccines  and  wonder  drugs,  precludes  that 
any  consideration  be  given  them.” 

A.M.A.  Lobbying  Costs — 

Information  available  in  Washington  on 
lobbying  expenditures  is  said  to  provide  the 
truth  to  recent  charges  that  the  A.M.A.  has 
the  most  expensive  and  most  powerful  lobby 
in  Washington,  according  to  the  Journal  of 
the  Michigan  State  Medical  Society.  The 
public  financial  reports  indicate  that  dur- 
ing 1961,  the  A.M.A.  spent  $163,404.  Dur- 


ing this  same  time  labor  unions  spent  more 
than  one  million  dollars  for  lobbying  pur- 
poses, with  A.F.L.-C.I.O.  Unions  alone  re- 
porting a total  of  almost  $707,000. 

(Continued  on  page  37-A) 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  woids.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1215  Sharp  Build- 
ing, Lincoln  8. 


COMMUNITY  OF  3,000  POPULATION  — In 
south  central  Nebraska  is  in  urgent  need  of  a physi- 
cian. Community  has  fully  equipped  25-bed  hos- 
pital and  only  one  physician  presently  in  full-time 
practice.  There  is  a large  drawing  territoiy,  and 
possibilities  are  unlimited.  For  further  informa- 
tion, please  write  P.  O.  Box  17,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 


EXCELLENT  OPPORTUNITY  FOR  YOUNG 
G.P.  — General  practice  available  in  community 
of  1100.  Trade  area  between  5,000  and  8,000. 
Earning  potential  $25,000  per  year.  For  further 
information,  contact  Nebraska  State  Medical  Jour- 
nal, Box  16,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 


A.M.A.  Lobbying  Costs — 

(Continued  from  page  24-A) 

The  parent  A.F.L.-C.I.O.  organization  led 
the  spending  of  its  affiliates  with  the  re- 
ported total  of  $133,919.  There  were 
A.F.L.-C.I.O.  affiliates  which  also  spent 
considerable  sums  for  lobbying  purposes. 

The  news  item  quotes  an  A.M.A.  spokes- 
man as  explaining  that  the  A.M.A.  has  a 
right  and  duty  to  lobby  for  or  against  vari- 
ous health  measures.  Labor  unions  also 
have  a right  and  duty  to  their  membership 
to  lobby  for  certain  measures. 

Aged  Await  Views  of  Doctors — 

The  aged  are  awaiting  the  personal  com- 
ments of  their  physician  and  will  believe 
what  he  tells  them,  according  to  a talk  given 
to  a group  of  Michigan  doctors  by  United 
States  Congressman  Durward  G.  Hall  who 
is  a physician  from  Missouri. 

Dr.  Hall  stated  that  the  American  public 
is  receiving  statements  from  various  ele- 
ments in  Washington  and  the  aged  are  be- 
sieged with  statements  from  the  White 
House  intended  to  convince  them  that  their 
lives  depend  upon  passage  of  legislation 
promoted  by  the  present  administration. 


^ APPROVED  PSYCHIATRIC  RESIDENCY— For 
General  Practitioners  or  others:  First  year  ap- 

pointment beginning  July  1,  1963  in  well  integrated 
psychiatric  training  program  associated  with  State 
University  of  Iowa  Psychiatric  Department  and  the 
University  of  Nebraska  College  of  Medicine.  Re- 
quirements: Must  be  a citizen  of  the  United  States 
or  have  expressed  an  Intention  of  becoming  one; 
have  completed  internship  four  years  prior  to  July 
1,  1963,  and  have  been  in  practice  during  that 
period.  Time  served  in  Armed  Forces  or  residency 
training  in  some  other  specialty  acceptable.  Pref- 
erence given  to  applicants  under  forty-five  years 
of  age.  Annual  stipend,  $12,000.  Applications 
should  be  made  immediately.  Write  W.  C.  Brinegar, 
M.D.,  Superintendent,  Mental  Health  Institute, 
Cherokee,  Iowa. 

CLINIC  AVAILABLE  — General  Practice  in 
furnished  clinic.  County  seat  town  SW  Nebraska, 
3 nursing  homes  in  town,  good  territory.  Write 
Box  8,  Beaver  City,  Nebraska. 


ASSOCIATE  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Those  who  advocate  federal  medical  care 
under  social  security  were  said  to  be  creat- 
ing a mirage  for  16  million  people  over  65. 
The  bill  sponsored  by  the  administration 
will  provide  less  than  25  per  cent  of  the 
care  needed  for  an  aged  person,  according 
to  Congressman  Hall.  If  the  older  person 
is  medically  indigent,  it  is  just  as  impos- 
sible for  him  to  pay  for  75  per  cent  of  his 
medical  expenses  as  it  would  be  for  him  to 
pay  the  full  100  per  cent  cost.  The  Con- 
gressman indicated  that  those  who  advocate 
the  King-Anderson  Bill  are  not  likely  to  be 
distracted  by  facts  or  statistics  contrary  to 
their  purpose. 

Three  areas  of  governmental  action  were 
outlined  in  addition  to  providing  each  older 
patient  with  an  appreciation  of  the  true 
facts  relative  to  the  federal  support  of 
health  care.  The  first  of  these  was  an  ad- 
monition to  continue  to  write  to  appropriate 
members  of  Congress  and  secondly,  should 
proposed  legislation  get  out  of  committee, 
be  prepared  to  explain  your  position  to  every 
member  of  Congress.  The  third  area  for 
action  was  to  give  support  to  those  candi- 
dates who  have  the  same  interests  as  does 
the  profession. 
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Views  Regarding  M.D.  Income — 

Americans  believe  that  their  physicians 
deserve  a good  income  because  of  the  im- 
portance of  their  work,  and  at  the  same 
time,  only  19  per  cent  of  persons  surveyed 
believe  that  financial  gain  is  the  physician’s 
chief  motivating  force.  These  findings 
from  a survey  by  the  Opinion  Research  Cor- 
poration for  the  American  Academy  of 
General  Practice,  are  noted  by  the  Journal 
of  the  Michigan  State  Medical  Society. 

This  survey  report  states  that  informed 
people  want  better  medicine  and  are  willing 
to  pay  for  it.  Two-thirds  believe  the  doc- 
tor’s chief  motivation  to  be  satisfaction  in 
curing  or  helping  people. 

The  survey  indicates  that  the  public  in 
general  is  satisfied  with  the  quality  of  the 
medical  care  available,  with  three  out  of 
four  of  the  persons  interviewed  commenting 
that  medical  care  is  good,  one  out  of  five 
finding  it  average  and  only  4 per  cent  be- 
lieving it  to  be  poor. 

The  survey  concluding  that  the  rising 
demands  for  more  doctor  competence,  more 
training,  and  more  time  per  patient,  when 
related  to  present  satisfaction  on  fees,  may 


give  a basis  in  the  future  for  a higher  fee 
structure. 
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Handbook  of  Psychiatric  Treatment 
in  Medical  Practice 

A Storehouse  of  Practical  Advice  for  the  Non- 
psychiatrist on  Handling  the  Psychiatric  Pa- 
tient! In  simple  everyday  language,  this  new  book 
tells  you  why  it  is  often  preferable  for  the  average 
psychiatric  patient  to  be  treated  by  his  family  doctor 
rather  than  by  a psychiatrist.  The  authors  tell  you 
when  to  refer  a patient;  which  patients  you  should 
not  treat  ( arsonists , addicts,  homicidal  patients, 
exhibitionists)  and  why.  Here  is  only  a sample  of 
the  problems  for  which  you’ll  find  satisfying  an- 
swers: How  much  psychiatry  does  the  medical  prac- 
titioner need  to  know ? Which  neurotics  should  you 
treat?  What  is  the  prognosis  for  psychiatric  pa- 
tients? Do  you  have  time  to  do  psychotherapy? 
What  are  the  factors  in  selecting  a psychopharma- 
ceutical ? What  are  the  stigmata  of  impending  sui- 
cide? How  to  diagnose  anxiety?  A special  12-page 
section  lists  dosage  schedules  for  all  useful  psycho- 
pharmaceuticals. 
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Diagnosis  and  Management 
of  Pain  Syndromes 

A Concise  and  Well  Illustrated  Guide  to  Han- 
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from  headache  to  intractable  pain  due  to  cancer — 
the  author  describes  location  and  nature,  differen- 
tial diagnosis,  pathophysiology  and  management. 
Drug  therapy,  physical  therapy,  major  and  minor 
surgery  are  all  covered.  Dr.  Finneson  begins  with 
a comprehensive  discussion  of  the  anatomic  and 
physiologic  nature  of  pain,  covering  both  its  phys- 
ical and  psychologic  effects.  Effective  management 
is  then  described  and  illustrated  for  such  specific 
problems  as:  Facial  pain — Low-back  pain  and  sci- 
atica— Visceral  pain  of  the  chest  and  abdomen — 
Neck  pain  and  cervicobrachial  neuralgia  — Pelvic 
and  perineal  pain — Peripheral  vascular  pain — Cau- 
salgia,  painful  scars  and  post-infection  neuralgia.  A 
few  of  the  many  practical  discussions  include:  Toxic 
reactions  to  drugs — Surgery  for  trigeminal  neuralgia 
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Episcopal  Hospital,  Philadelphia.  261  pages,  6y2"x9}4",  166  illus- 
trations. $8.50  New — Just  Published  I 


New  (2nd)  Edition!  By  Paul  Williamson,  M.D. 
Office  Procedures 


Hundreds  of  Common  Sense  Procedures  to 
Help  Make  Diagnosis  Easier  but  More  Accurate, 
to  Help  Make  Treatment  Simpler  but  More 
Effective!  This  time-saving  book  gives  you  precise 
descriptions  on  how  to  perform  such  procedures  as 
cauterization  of  the  cervix,  proctoscopy,  hearing 
tests,  repair  of  wounds,  office  anesthesia.  Dr.  Wil- 
liamson tells  you  how  to  use  the  instruments  and 
equipment  you  have  to  best  advantage  and  how  to 
improvise  when  necessary  with  common  articles 
like  hairpins,  paper  clips,  and  coat  hangers.  For 
this  edition  new  sections  are  incorporated  on  office 
psychiatry  and  on  management  of  geriatric  pa- 
tients. Among  the  score  of  other  important  changes 
are:  a dew  section  on  examination  of  the  newborn 
— new  material  on  radiologic  examination  of  frac- 
tures of  the  limbs — new  office  tests  for  hiatal  hernia 
of  the  esophagus  — expansion  of  the  section  on 
physical  therapy  — coverage  of  disorders  of  the 
breast  in  the  section  on  minor  surgery. 

By  Paul  Williamson,  M.D.  Illustrated  by  Ann  Williamson. 
About  460  pages,  8"xl0 Ys”,  1090  illustrations.  About  $13.50. 

New  (end)  Edition — Ready  September  I 


Mail  Coupon  Below! 

I 

j Order  from 

I W.  B.  SAUNDERS  COMPANY 

j West  Washington  Square  Philadelphia  5 
Please  send  when  ready  and  bill  me: 

□ Kline  & Lehmann’s  Psychiatric  Treatment 
in  Medical  Practice,  about  S3.50 

□ Finneson's  Diagnosis  & Management  of 
Pain  Syndromes,  $8.50 

□ Williamson’s  Office  Procedures,  about 
$13.50 

Name 


Address 


SJG  8-62 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


9-A 


Current  Comment 

Impact  of  Major  Medical  Insurance — 

How  does  major  medical  expense  insur- 
ance affect  the  hospital  patient’s  ability  to 
pay  the  cost  of  “catastrophic”  illness?  How 
broad,  actually,  are  the  coverages?  What 
does  this  relatively  new  type  of  health  in- 
surance mean  to  the  hospital  financial  struc- 
ture? These  are  some  of  the  questions  about 
financing  mechanisms  of  concern  to  hos- 
pitals at  a time  of  unprecedented  demand 
for  their  facilities,  increasing  comprehen- 
siveness of  services  provided,  hence,  steadily 
rising  operational  costs. 

An  editorial  in  The  Pennsylvania  Medical 
Journal  states  that  in  recent  years  no  form 
of  health  insurance  coverage  has  experi- 
enced the  growth  of  major  medical  expense 
insurance.  Today  an  estimated  35  million 
Americans  — one  out  of  five  — have  major 
medical  under  insurance  company  programs. 
In  1956  only  one  out  of  every  19  persons 
was  so  protected. 

Major  medical  benefit  payments  reached 
$577  million  in  1961  — more  than  ten  times 
the  amount  paid  in  1956.  Thus,  breadth  of 


protection  for  the  average  insured  family 
is  steadily  increasing. 

Under  major  medical  insurance  financial 
protection  is  provided  against  the  cost  of  the 
entire  range  of  treatment  prescribed  by  a 
physician  whther  in  the  hospital  or  as  a 
private  ambulatory  patient  — during  the 
critical  in-hospital  period  and  during  con- 
valescence. 

In  its  early  form  — and  still  common  — 
major  medical  supplemented  a basic  hos- 
pital-surgical-medical care  plan.  Common- 
ly, such  a plan  pays  80  per  cent  of  charges 
(under  a coinsurance  clause,  the  insured 
patient  generally  pays  20  per  cent)  up  to  a 
maximum  of  $5,000,  $7,500,  $10,000  or 
more,  after  the  patient  pays  a deductible 
ranging  from  $100  to  $500.  The  maximum 
benefit  may  apply  to  each  illness,  calendar 
year  limit,  or  lifetime. 

The  concept  behind  this  arrangement  is 
that  a basic  plan  is  adequate  for  a relatively 
short-term  hospital  stay,  but  fails  to  meet 
the  need  for  expensive  care  in  and  out  of 
the  hospital  when  prolonged  illness  or  dis- 
ability occurs. 

(Continued  on  page  18-A) 
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after  surgery:  vitamins  are  therapy 


Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
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Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 
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Impact  of  Major  Medical  Insurance — 

(Continued  from  page  10- A) 

The  deductible  provision  and  coinsurance 
clause  make  the  patient  a very  active  part- 
ner in  the  payment  of  medical  expenses. 
These  serve  as  restraints  on  demands  for 
unnecessary  or  excessive  treatment  — prime 
inflationary  influences  on  health  care  and 
health  insurance  costs.  Equally  important, 
they  allow  application  of  the  health  insur- 
ance premium  to  maximum  effect,  that  is, 
securing  protection  against  the  most  costly 
care. 

Of  more  recent  development  is  comprehen- 
sive major  medical  insurance  designed  to 
integrate  basic  coverages  into  a single  plan 
typically  paying  80  per  cent  of  necessary 
care  up  to  $10,000,  $20,000,  or  more.  This 
arrangement  is  characterized  by  a low  de- 
ductible, generally  $50  or  $100. 

For  the  hospital,  as  for  the  patient,  ma- 
jor medical  or  comprehensive  major  medi- 
cal insurance  represents  a positive  approach 
to  financing  a wide  range  of  today’s  hos- 
pital services.  Major  medical  therapy  eases 
collection  problems  in  cases  of  prolonged 
illness  where  the  patient  may  be  confronted 
by  costly  bills  for  care  in  and  out  of  the 
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hospital.  It  is  flexible  in  adjusting  to 
changes  in  hospital  and  medical  services 
and  practices.  It  does  not  disturb  the  tra- 
ditional hospital-patient-doctor  relationship. 
And  through  the  deductible  feature,  which 
eliminates  small  expenses  best  borne  by  the 
insured  patient  on  a budgeting  basis,  ma- 
jor medical  makes  it  possible  to  maintain 
premiums  at  a reasonable  level  and  to  use 
the  health  insurance  dollar  to  best  advant- 
age. 


Nonprofessional  Politicians — 

Political  amateurism,  the  occasional  par- 
ticipation in  election  campaigns  by  ordinary 
citizens,  can  be  so  effective  as  to  dismay 
party  leaders.  As  evidenced  in  recent 
presidential  campaigns,  political  amateurs 
can  swing  enough  weight  and  exert  suffi- 
cient influence  to  shift  the  balance  from 
professional  political  power  brokers.  An 
editorial  in  the  Wisconsin  Medical  Journal 
cites  the  ability  of  political  amateurs  to  in- 
fluence the  machinery  of  political  selection 
as  evidence  of  the  vitality  of  our  democracy. 

The  doctor  is  said  to  have  long  been 
(Continued  on  page  20- A) 


W.  8.  SAUNDERS  COMPANY  features 

the  following  recent  books  in  their  full 
page  advertisement  appearing  else- 
where in  this  issue: 

KLINE  and  LEHMANN  - HANDBOOK  OF 
PSYCHIATRIC  TREATMENT  IN  MED- 
ICAL PRACTICE 

Tells  the  non-specialist  which  psychi- 
atric patients  he  should  and  should 
not  treat  — why  he  should  treat  them 
— and  exactly  how  to  manage  these 
patients. 

FINNESON  - DIAGNOSIS  AND  MAN- 
AGEMENT OF  PAIN  SYNDROMES 
Step-by-step  management  of  common- 
ly met  problems  of  pain  — ranging 
from  headache  to  intractable  pain  due 
to  cancer. 

WILLIAMSON  - OFFICE  PROCEDURES 
Step-by-step  instructions  with  over 
1,000  illustrations  on  how  to  perform 
office  techniques  — ranging  from  re- 
moval of  excess  cerumen  to  cautery  of 
the  cervix. 
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An  important  announcement 
to  physicians  who  prescribe 


corticosteroids 


Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 


This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 


If  you  have  been  prescribing  the  older  corticosteroids — 

such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone . . . 8 times 
more  potent  than  prednisone  or  prednisolone . . .28  times  more  potent  than  hydro- 
cortisone..  .and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids  — 

such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL  — 
including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to:  Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

‘Organon’ — your  professional  assurance  of  quality 
Hexadrol® — your  patient’s  assurance  of  economy! 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 


Braces,  Belfs 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 

♦ 

Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Nonprofessional  Politicians — 

(Continued  front  page  18- A) 

prone  to  leave  politics  to  the  politicians. 
Although  willing  to  complain  privately  and 
sometimes  bitterly  about  various  political 
proposals,  the  physician  usually  has  the 
ready  excuse  that  he  is  too  busy  to  engage 
in  the  mechanics  of  politics.  When  our  pub- 
lic servants  are  not  always  fine  men  of  tow- 
ering integrity  and  efficiency,  it  becomes 
important  that  an  effort  be  made  to  influ- 
ence the  issue. 

Legislators  have  been  told  by  proponents 
of  tax  supported  medicine  that  these  pro- 
posals have  tremendous  appeal  for  the  vote 
of  the  senior  citizen  and  his  sons  and  daugh- 
ters. It  would  be  effective  in  opposing  tax 
supported  medicine  if  the  organized  political 
power  of  citizens  who  recognize  the  evil  can 
be  prepared  to  do  something  about  it  at  the 
next  election.  This  is  the  political  power 
that  legislators  understand.  This  is  a force 
more  effective  than  any  political  boss. 

Physicians  have  political  muscle  that  has 
become  flabby  from  inactivity.  Since  the 
muscle  is  there  it  can  be  developed  and  used 
by  political  amateurs  for  the  good  of  our 
country. 


bill. 
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THE  SIGNIFICANT  NEW  PHYSIOTONIC 


BRAND  OF  STAN0Z010L 


well  tolerated  oral 
anabolic 


LABORATORIES 
New  York  18,  N.  Y. 


BUILDS 

BODY  TISSUE 


BUILDS  confidence 
alertness  and  sense 
of  well-being 


Usual  adult  dose:  1 tablet  t.i.d. 
Before  prescribing,  consult 
literature  for  additional  dosage 
information,  possible  side  effects 
and  contraindications. 

SUPPLIED: 2 mg.  tablets.  Bottles  of  100. 


With  WINSTROL,  patients  look  better.. .feel  stronger— because  they  aj^  stronger 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  18  84...  BOOKLET  ON  REQUEST 
Fully  Accredited 


Sleyster  Hall 


so 
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Current  Comment 

Color  Test  Program — 

A $300,000  two-year  public  service  proj- 
ect to  make  animal  tests  on  dyes  that  give 
drugs  their  identifying  colors  will  be  under- 
taken by  the  prescription  drug  industry. 

Financed  by  26  member  - firms  of  the 
Pharmaceutical  Manufacturers  Association, 
the  program  will  test  seven  key  colors. 
Since  1938,  the  government  has  certified 
the  safety  of  every  batch  of  dyes  used  in 
food,  drugs  and  cosmetics,  but  a 1958-re- 
vision of  the  federal  food  and  drug  laws  sets 
up  new  and  comprehensive  safety  tests  for 
color  additives.  It  in  effect  disqualifies  all 
color  additives  now  in  use,  in  spite  of  the 
fact  that  all  of  these  had  been  tested  for 
safety  during  previous  years. 

Protection  of  the  patient  is  the  primary 
function  of  color  in  drugs.  By  color-coding 
their  capsules,  tablets  and  liquids,  drug  mak- 
ers help  doctors,  nurses,  and  pharmacists 
ensure  that  each  patient  receives  the  intend- 
ed medicine  in  the  proper  dosage  form. 

Size  and  complexity  of  the  program  are 
illustrated  by  the  number  of  test  animals 


involved  — 1460  rats  and  180  dogs.  Each 
animal  will  be  subjected  to  more  than  100 
times  normal  human  exposure  to  the  test 
colors.  The  dogs  will  become  so  valuable 
(Continued  on  page  32-A) 


Funny  — you  didn’t  have  high  blood  pressure 
when  I called  at  your  house. 
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Patients  sleep  soundly  with  Doriden.  More  im- 
portant, they  are  secure.  The  wide  margin  of 
safety  with  Doriden  is  confirmed  by  more  than 
5 years  of  clinical  experience  and  is  well-docu- 
mented in  published  reports.1 6 
Clinical  evidence  clearly  supports  these  advan- 
tages of  Doriden: 

((^  Side  effects  (including  morning  hangover) 
are  seldom  significant. 

((£.  Toxic  effects  are  rarely  a clinical  problem. 

( jf N Doriden  causes  little  or  no  respiratory  de- 
pression. 

Doriden  is  well-tolerated,  even  by  the  aged 
and  chronically  ill. 


Its  high  degree  of  safety  offers  you  a good 
reason  to  consider  Doriden  whenever  your 
patient  needs  a good  night’s  sleep. 


SUPPLIED:  Capsules,  0.5  Gm.  (blue  and  white).  Tablets,  0.5  Gm. 
(white,  scored),  0.25  Gm.  (white,  scored)  and  0.125  Gm.  (white). 


REFERENCES:  1.  Blumberg,  N.,  Everts,  E.A.,  and  Goracci,  A.F. : 
Pennsylvania  M.  J.  59:808  (July)  1956.  2.  Matlin,  E.:  M.  Times 
84:68  (Jan.)  1956.  3.  Hodge,  J.,  Sokoloff,  M.,  and  Franco,  F.: 
Am.  Pract.  & Digest  Treat.  J0:473  (March)  1959.  4.  Burros, 
H.  M„  and  Borromeo,  V.  H.  J.:  J.  Urol.  76:456  (Oct.)  1956. 

5.  Lane,  R.  A.:  New  York  J.  Med.  55:2343  (Aug.  15)  1955. 

6.  Weston,  D.T. : Journal-Lancet  76:7  (Jan.)  1956.  s/soosxe 


For  complete  information  about  Doriden  (including  dosage, 
cautions,  and  side  effects),  see  the  current  Physicians’  Desk 
Reference  or  write  CIBA,  Summit,  N.  J. 


Doriderfc 

(glutethimide  ciba) 


B A Summit,  N.J. 
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Color  Test  Program — 

(Continued  from  page  28-A) 

they  are  being  insured  for  $20,000  each 
during  the  two-year  feeding  experiment. 

Colors  that  pass  all  tests  will  probably  be 
safer  than  common  table  salt.  When  test- 
ing is  complete,  petitions  will  be  filed  with 
the  government  for  certification  of  the  re- 
proven dyes.  The  animal  work  for  each 
basic  color  will  cost  about  $60,000,  and  the 
filing  fee  for  each  petition  is  $2600. 

Once  the  colors  are  certified,  the  bulk  of 
the  work  will  have  been  done  as  a public 
service  by  the  drug  firms,  so  that  other  in- 
dustries or  individuals  will  be  able  to  file 
petitions  to  use  these  colors  in  their  products 
without  having  to  repeat  the  animal  safety 
tests. 

Physicians  Support  Medical  Education — 

American  physicians  contributed  more 
than  $4,700,000  to  the  nation’s  medical 
schools  last  year,  the  American  Medical  As- 
sociation announced. 

The  A.M.A.  said  physicians  gave  $1,303,- 
161.10  through  its  Education  and  Research 
Foundation  and  $3,428,413.09  in  direct 


contributions  to  the  schools,  for  a grand 
total  of  $4,731,574.19. 

Money  given  directly  to  the  medical 
schools  came  from  55,688  physician-con- 
tributors across  the  country. 

The  A.M.A.  said  that  since  its  Founda- 
tion was  established  in  1951,  physicians 
have  donated  more  than  $11,500,00  through 
it.  Money  contributed  to  the  Foundation 
may  be  designated  for  a specific  medical 
(Continued  on  page  36- A) 


Gilmour- Danielson 

/*/.  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 
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"[BanthTne®]  . . . effectively 
inhibits  motility  of  the  gas- 
trointestinal and  genitouri- 
nary tracts.  . . . [Pro- 
BanthTne]  is  somewhat  more 
potent.  . . 


"The  value  of  BanthTne  . . . can 
be  considered  established.  . . . 
Pro-BanthTne  is  a more  potent 
cholinergic  blocking  agent  . . . . 
the  incidence  of  untoward  re- 
actions is  less.” 


| "[BanthTne].  Extraordinarily 
['effective.  . . . Prefer  even 
newer  Pro-BanthTne.  . . .”  A* 


"...diminishes  gastric  secretion  and 
reduces  gastric  and  intestinal  mo- 
tility  less  liable  than  atropine  to 

produce  dryness  of  the  mouth. . ' 


"The  basal  gastric  secretion 
of  duodenal  ulcer  patients 
may  be  significantly  reduced 
. . . . The  pain  associated  with 
hypermotility  may  be  promptly 
relieved.  . . 


"[BanthTne]  . . . has  sufficiently 
selective  action  ...  to  recom- 
mend its  use  as  an  adjuvant 
agent.  . . . [Pro-BanthTne] 
cause[s]  fewer  side  effects. 


. . . its  effect  is  2 to  5 times  greater 
than  BanthTne  and  side  effects  are 
reduced  or  absent. 


"Pro-BanthTne  may  also  relieve  pain  by  its  effect  on 
the  sympathetic  nervous  system.  It  depresses  gastric 
secretion  and  motility  which  in  turn  diminishes  pan- 
creatic output." 


PRO-BANTHINE 


(brand  of  propantheline  bromide) 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS  Research  in  the  Service  of  Medicine 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Po 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Physicians  Support  Medical  Education — 

(Continued  from  page  32- A) 

school.  Contributions  not  designated  are 
divided  equally  among  the  country’s  86 
schools. 

Deans  of  the  schools  may  use  Founda- 
tion grants  at  their  discretion  for  special 
projects  or  expenses  outside  of  their  budg- 
ets. 

The  A.M.A.  established  the  Foundation 
so  that  physicians  could  play  greater  part 
in  financial  support  of  the  nation’s  medical 
schools.  Every  dollar  contributed  goes  to 
the  medical  schools  since  operating  costs  are 
assumed  by  the  A.M.A. 

Of  the  total  contributions  made  through 
the  Foundation  last  year,  $202,219.27  was 
raised  by  the  Woman’s  Auxiliary  to  the 
A.M.A. 

In  1951,  Nebraska’s  Medical  institutions 
received  $105,610.  The  Creighton  Univer- 
sity School  of  Medicine  received  $13,822 
through  the  A.M.A.  Education  and  Research 
Foundation  and  received  directly  from 
physicians,  $60,760.  The  University  of  Ne- 
braska College  of  Medicine  received  $15,- 


299  through  the  Foundation  and  $15,729  di- 
rectly from  physicians. 


It  all  staited  one  day  when  my  car  developed 
a shimmy. 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Harold 

Neu,  Omaha.  Counties : Doug- 

las. Sarpy. 

Second  District:  Councilor:  R.  E. 

Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  W.  W. 

Waddell,  B e a trice.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Geo. 

Salter,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  C. 

Reeder,  Fremont.  Counties  : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  H.  V. 
Nuss,  Sutton.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thay- 
er, Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Dan 

Nye.  Kearney.  Counties : Hall 

Custer,  Valley,  Greeley,  Sher- 
man, Howard.  Dawson.  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Campbell.  Counties:  Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Webster,  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 
Raines.  North  Platte.  Counties: 
Lincoln,  Perkins,  Keith,  McPher- 
son, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  C.  J. 
Cornelius,  Sidney.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyennne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


SECRETARY 


COUNTY  PRESIDENT 

Adams  (10) 

Antelope  (4) F.  C.  McClanahan,  Neligh Dwaine  J.  Peetz,  Neligh 

Boone  (5) Roy  J.  Smith,  Albion Gerald  Spethman,  Albion 

Box  Butte  (12) R.  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo  (9) R.  C.  Rosenlof.  Kearney- A.  C.  Mueller,  Kearney 

Burt  (5) James  Allen,  Tekamah A.  J.  Mullmann,  Oakland 

Butler  (6) W.  C.  Niehaus,  David  City L.  J.  Ekeler,  David  City 

Cass  (2) L.  N.  Kunkel,  Weeping  Water_.  R.  F.  Brendel,  Plattsmouth 

Ced. -Dix. -Dak. -Th. -Wayne  (4)  _ George  John,  Wayne- L.  T.  Gathman,  So.  Sx.  City 

Chyenne-Kimball-Deuel  (12) R.  H.  Siedenburg,  Kimball S.  R.  Rathbun,  Sidney 

Clay  (7) H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (5) H.  D.  Myers,  Schuyler H.  L.  Fencl.  Schuyler 

Cuming  (4) W.  D.  Hanson,  Wisner Robert  H.  Scherer,  West  Point 

Custer  (9) Clyde  Wilcox,  Ansley Tom  Lucas,  Broken  Bow 

Dawson  (9) John  C.  Finegan,  Lexington Wm.  B.  Long,  Lexington 

Dodge  (5) James  E.  Bridges,  Fremont 

Fillmore  (7) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) L.  S.  McNeill.  Campbell C.  J.  Thomas,  Franklin 

Four  County  (9) Ben  Meckel,  Burwell Paul  Martin,  Ord 

Gage  (3) Donald  H.  Penner,  Beatrice C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) B.  W.  Spencer.  Ogallala L.  C.  Potts,  Grant 

Hall  (9) Don  Mongeau,  Grand  Island Leo  M.  Adams,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 
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of  publication  and  should  not  exceed  40  woids.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
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EXCELLENT  OPPORTUNITY  FOR  YOUNG 
G.P.  — General  practice  available  in  community  of 
1,100.  Trade  area  between  5,000  and  8,000.  Earn- 
ing- potential  $25,000  per  year.  For  further  infor- 
mation, contact  Nebraska  State  Medical  Journal, 
Box  16,  1315  Sharp  Building,  Lincoln,  Nebraska. 


ASSOCIATE  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3,000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
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INTERNIST  — Needed  by  12-man  group  in 
Iowa  town  of  30,000.  Partnership  in  two  years. 
Salary  open.  Write  Box  18,  Nebraska  State  Med- 
ical journal,  1315  Sharp  Building,  Lincoln,  Nebr. 

OTOLARYNGOLOGY  PRACTICE  — Practition- 
er recently  deceased,  well  located  in  Northeast  Ne- 
braska City  of  13,500,  large  area  served,  fully 
equipped  office,  complete  files.  Address  replies  to 
Box  377,  Norfolk,  Nebraska. 
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For  your  elderly  patients. . . 


an  effective 

GERIATRIC  antiarthritic  with 


distinctive  Safety  [factors 


When  arthritis  afflicts  the  elderly,  it  often  poses 
a critical  problem  in  the  choice  of  an  effective 
antiarthritic  that  will  not  aggravate  other  com- 
mon geriatric  conditions  . . . such  as  osteoporo- 
sis, hypertension,  edema,  hyperglycemia,  peptic 
ulcer,  renal,  cardiac  or  hepatic  damage,  latent 
chronic  infection,  or  emotional  instability. 

Pabalate-SF,  the  geriatric  antiarthritic, 

is  specially  indicated  for  such  patients. 

As  Ford  and  Blanchard  have  reported,1  Pabalate- 
SF  has  “a  pronounced  antirheumatic  effect  in 
the  majority  of  patients  with  degenerative  joint 
diseases.”  It  produces  “a  more  uniformly  sus- 
tained [salicylate  blood]  level  for  prolonged  anal- 
gesia and,  therefore,  is  superior  to  aspirin  in  the 
treatment  of  chronic  rheumatic  disorders.” 


Yet  Pabalate-SF  is  marked  by  distinctive  safety 
factors:  its  potassium  salts  cannot  contribute  to 
sodium  retention  ...  its  enteric  coating  assures 
gastric  tolerance  . . . and  its  clinical  record  re- 
flects none  of  the  serious  reactions  frequently 
precipitated  by  therapy  with  corticosteroids  or 
pyrazolone  derivatives.  It  has  no  contraindica- 
tions except  personal  idiosyncrasy. 

1.  Ford,  R.  A.,  and  Blanchard.  K-  Journal-Lancet  78:185,  1958. 

Formula:  In  each  persian-rose  enteric-coated  tablet: 
potassium  salicylate  0.3  Gm„  potassium  para-amino- 
benzoate  0.3  Gm„  ascorbic  acid  50.0  mg. 

Also  available: 

PABALATE,  when  sodium  salts  are  permissible. 
PABALATE-HC,  for  conservative  steroid  therapy. 

A.  H.  ROBINS  CO.,  INC.  • Richmond,  Virginia 


the 


new,  convenient  way  to  prescribe  PABALATE-SODIUM  FREE 


arthritis  — and  cardiac 
insufficiency 


arthritis  — and 
hypertension 


cy J 


arthritis  - and 
hyperglycemi^^ 


Current  Comment 

The  Month  in  Washington — 

Reports  of  possible  serious  side  effects 
of  three  drugs  led  to  studies  and  investiga- 
tions by  the  drug  industry,  the  American 
Medical  Association  and  the  Federal  gov- 
ernment. 

Most  attention  was  given  to  thalidomide, 
a non-barbiturate  which  produces  sleep 
without  a “hangover.”  Births  of  malformed 
babies,  mostly  in  foreign  countries,  by  moth- 
ers who  took  the  drug  during  pregnancy 
were  widely  reported. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation established  a special  drug  safety 
group  to  broaden  scientific  knowledge  re- 
garding predictability  of  the  effect  of  po- 
tent drugs  on  humans. 

The  A.M.A.  started  a special  study  of 
thalidomide.  A Senate  subcommittee  opened 
an  investigation.  One  of  the  first  official 
acts  of  the  new  secretary  of  Health,  Edu- 
cation and  Welfare,  Anthony  C.  Celebrezze, 
was  to  order  a tightening  of  F.D.A.  controls 
over  drug  testing. 

Thalidomide,  was  first  marketed  in  West 


Germany  about  five  years  ago.  It  was 
consumed  widely  in  West  Germany,  Great 
Britain,  Australia,  Portugal  and  Canada. 
One  of  its  uses  was  an  antidote  for  the 
morning  sickness  of  early  pregnancy.  No 
significant  side  effects,  either  proved  or 
suspected,  were  reported  until  1961. 

The  parent  company  of  Wm.  S.  Merrell 
Co.  of  Cincinnati,  Ohio,  obtained  in  1959 
the  North  American  marketing  rights  for 
the  drug.  Merrell  conducted  laboratory 
and  mass  clinical  tests,  put  the  drug  on  the 
market  in  Canada  and  in  September,  1961, 
applied  for  F.D.A.  approval  for  U.S.  sales. 

Dr.  Frances  0.  Kelsey,  a newly  employed 
medical  officer  at  F.D.A.,  moved  cautiously 
on  the  application  and  withheld  approval. 
In  February,  1961,  she  read  a letter  in  the 
British  Medical  Journal  suggesting  that 
thalidomide  might  be  causing  peripheral 
neuritis. 

For  withholding  F.D.A.  approval  of  the 
drug,  Dr.  Kelsey  was  awarded  the  Distin- 
guished Federal  Civilian  Service  Medal  by 
President  Kennedy.  The  President  at  the 
same  time  renewed  his  request  to  Congress 

(Continued  on  page  18-A) 
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Science  for  the  world's  well-being®  (Pfizer^  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17,  New  York 


BRIEF 


The  dependability  of  Terramycin 
y practice  is  based  upon  its  broad  range  of 
icrobial  effectiveness,  excellent  toleration, 
w toxicity.  As  with  other  broad-spectrum 
iotics,  overgrowth  of  nonsusceptible  organ- 
s may  develop.  If  this  occurs,  discontinue  the 
ication  and  institute  appropriate  specific 
as  indicated  by  susceptibility  testing, 
is  and  allergic  reactions  to  Terramycin 
re.  For  complete  information  on  Terra- 
administration,  and  precautions, 
t package  insert  before  using. 
detailed  professional  information  avail- 


use  fever  is  a tick-borne,  acute,  febrile 
often  affecting  children.  The  bite  site 
es  a small,  necrotic  ulcer.  A striking  mac- 
r maculopapular  eruption  develops  on  the 
palms  and  soles.  Onset  is  sudden,  with 
high  fever,  violent  headache  and  lassitude, 
high  temperature  — up  to  103  F.— charac- 
teristic of  both  boutonneuse  fever  and  broncho- 
pneumonia, drops  rapidly  following  initiation 
of  Terramycin  therapy. 


to  bronchopneumonia  in  Nebraska 


capsules -syrup*  pediatric  drops 
intramuscular  solution  • intravenous 


also  available  with  nystatin  as  terrastatin®  (capsules  and  oral  suspension) 


in  treating  topical  infections 
no  need  to  sensitize  the  patient 

® 


Polymyxin  B-Bacitracm  Antibiotic  Ointment 

broad -spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Supplied  in  Y2  oz.  and  1 oz.  tubes 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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(Continued  from  page  14- A) 

that  it  approve  the  Administration’s  drug 
legislation. 

First  reports  linking  thalidomide  with 
birth  malformations  reached  Merrell  from 
the  German  drug  manufacturer  in  Novem- 
ber, 1961,  after  a German  scientist  reported 
such  indications  at  a medical  meeting.  Mer- 
rell promptly  sent  a warning  to  Canadian 
doctors  and  the  approximately  1200  Ameri- 
can doctors  conducting  clinical  tests  with 
it.  It  was  requested  that  the  drug  not  be 
given  to  women  of  child-bearing  age.  Mer- 
rell so  advised  the  F.D.A.  at  the  time  also. 
In  early  March,  1962,  Merrell  withdrew  the 
drug  from  the  Canadian  market  and  ex- 
perimental use  in  this  country,  and  dropped 
its  F.D.A.  application. 

The  P.M.A.  announced  establishment  and 
financing  of  a Commission  on  Drug  Safety 
to,  among  other  activities,  “investigate  an 
unpredictable  problem  which  is  assumed  to 
be  connected  with  use  of  the  European  drug 
(thalidomide).”  Lowell  T.  Coggeshall, 
M.D.,  a leading  U.S.  scientist  and  vice  pres- 
ident of  the  University  of  Chicago,  was 
named  chairman  of  the  commission.  He 


formerly  was  president  of  the  American 
Association  of  Medical  Colleges  and  of  the 
American  Cancer  Society. 

“The  basic  purpose  of  our  commission  is 
to  study  the  broad  and  complex  problems  of 
making  available  to  the  public,  with  ade- 
quate safeguards  for  both  the  doctor  and 
the  patient,  the  therapeutic  advances  which 
will  result  from  the  enormous  programs  and 
rapid  pace  of  medical  research,”  Coggeshall 
said. 

“However  promising  new  agents  may  be 
in  the  laboratory,  no  amount  of  laboratory 
experimentation  and  testing  can  provide 
complete  assurance  of  effectiveness  or  safe- 
ty when  a new  drug  is  administered  to  a 
human  being.  We  must  attempt  to  reduce 
danger  to  the  lowest  possible  degree  without 
discouraging  the  imaginative  research  from 
which  flow's  mankind’s  increasing  release 
from  disease.” 

The  A.M.A.  Council  on  Drugs  began  a 
comprehensive  analysis  of  the  effect  of 
thalidomide  on  unborn  infants. 

In  a statement,  the  council  said : 

“The  A.M.A.  has  been  concerned  about 
(Continued  on  page  26-A) 
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Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 
<8^  Wallace  Laboratories,  Cranbury,  New  Jersey 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief  jj! 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 
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(Continued  from  page  18- A) 
the  reports  of  distinctive  congenital  mal- 
formations occurring  in  the  offspring  of  pa- 
tients receiving  thalidomide  in  early  preg- 
nancy. . . 

“It  has  been  under  clinical  evaluation 
here  since  1956.  There  have  been  no  pub- 
lished reports  in  scientific  journals  of  such 
malformations  developing  in  connection 
with  these  trials  in  the  United  States. 

“On  the  evidence  which  has  been  present- 
ed, it  would  appear  that  th  eincreased  inci- 
dence of  extromelia  in  Germany,  Great  Bri- 
tain and  Australia  may  be  related  to  the 
use  of  thalidomide  during  the  early  weeks 
of  pregnancy. 

“A  careful  analysis  of  the  whole  problem 
is  needed.  This  has  not  yet  been  done  and 
the  Council  on  Drugs  proposes  to  under- 
take a comprehensive  analysis.  Through 
such  studies,  it  is  hoped  that  further  knowl- 
edge will  be  gained  on  the  problem  of  con- 
genital malformations  and  appropriate 
measures  will  be  determined  to  safeguard 
our  population.” 

F.D.A.  Commissioner  George  P.  Larrick 


and  Dr.  Kelsey  both  agree  in  testifying  be- 
fore the  Senate  Subcommittee  that  Merrell 
had  acted  with  reasonable  diligence  in 
withdrawing  thalidomide  from  the  market. 
Dr.  Kelsey  said  that  if  the  entire  matter 
had  been  up  to  her  alone  she  would  not 
have  withdrawn  it  much  sooner  than  the 
company. 

Larrick  also  said  then  that  the  F.D.A. 
had  not  found  any  infants  born  deformed 
in  this  country  as  a result  of  thalidomide 
administered  in  the  mass  clinical  testing 
program.  But  he  said  the  birth  of  deformed 
infants  in  this  country  had  been  reported 
where  mothers  had  taken  the  drug  after  it 
had  been  procured  in  other  nations  where 
it  had  been  marketed. 

A Federal  grand  jury  was  investigating 
Merrell  in  connection  with  another  of  its 
drugs,  MER-29,  which  was  designed  to  in- 
hibit formation  of  cholesterol  in  the  blood. 

The  F.D.A.  in  April,  1960,  approved  an 
application  for  marketing  the  drug.  It  was 
an  instant  success.  But  it  was  withdrawn 
in  April  of  this  year  after  reports  that 
some  patients  taking  it  had  developed  eye 
(Continued  on  page  38- A) 
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a sign  of  Quality.., 


Another  quality  factor,  GEVRAL 
Capsules  are  made  on  Lederle’s  exclu- 
sive accogel®  encapsulation  machine 
which  seals  dry  powder  ingredients  in 
a one-piece  capsule  for  better  absorp- 
tion and  relative  freedom  from  un- 
pleasant aftertaste. 

When  you  prescribe  or  recommend 
any  Lederle  nutritional  supplement, 
you  can  be  sure  your  patient  will  re- 
ceive the  full  benefit  from  the  potency 
listed  on  the  label. 


GEYRAL  for  the  entire  family 

Vitamin-Mineral  Nutritional  Supplement  Lederle 


Only  1/72  of  an  inch  thick,  the  gelatin 
shell  of  a GEVRAL  Capsule  must  with- 
stand temperatures  below  freezing. 

This  is  but  one  of  many  rigid  quality 
control  checks  we  specify  to  make  sure 
your  patient  will  receive  the  full  vita- 
min potencies  you  prescribe  or  recom- 
mend. Along  with  temperature,  break- 
age, storage  and  moisture  tests  of  the 
capsule,  repeated  assays  of  each  vita- 
min and  mineral  ingredient  are  made 
during  every  step  of  manufacture. 


Other  Lederle  vitamins  include:  GEVRABOX8  Geriatric-Vitamin-Mineral  Supplement;  GEVRAL  i Thera- 
peutic High  Potency  Vitamins-Minerals-Nutritional  Factors;  GEVRIXE®  Geriatric  Vitamins-Minerals- 
Hormones;  GEVRESTIX  Geriatric  Vitamins-Minerals-Hormones-d- Amphetamine ; GEVRALX  PROTEIX 
Vitamin-Mineral-P'rotein-Xutritional  Supplement. 

For  complete  Lederle  vitamin  formulas,  see  your  Physicians’  Desk  Reference. 


LEDERLE.LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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(Continued  from  page  26- A) 
cataracts,  and  had  suffered  hair  loss,  skin 
changes  and  leukemia. 

The  A.M.A.  Council  on  Drugs  recently 
reported  that  “much  longer  and  more  care- 
ful studies”  were  needed  to  prove  the  safey 
of  the  drug  in  general  or  long-term  use. 

The  F.D.A.  also  investigated  envoid,  a 
birth  control  pill.  The  F.D.A.  said  there 
had  been  28  cases  reported  since  September 
in  which  women  given  the  contraceptive 
pill  developed  a blood  clot  called  thrombo- 
phlebitis. Six  of  them  died.  But  the  agen- 
cy cautioned  that  fatal  blood  clots  can  be 
caused  by  many  things  unrelated  to  any 
drug. 

The  pill’s  manufacturer,  G.  D.  Serle  and 
Co.  of  Chicago,  said  a “super-charged  atmos- 
phere over  thalidomide”  was  responsible 
for  the  F.D.A.’s  investigation  of  envoid. 

The  company  said  a woman  taking  oral 
contraceptives  runs  on  more  risk  of  blood 
clots  than  a woman  in  normal  pregnancy. 

It  was  the  second  investigation  ordered 
into  the  contraceptive  pill  since  it  was  ap- 
proved for  commercial  sale  in  May,  1960,  on 


the  basis  of  what  the  F.D.A.  called  “exten- 
sive research  data.” 


Incidentally,  as  sideline,  I represent  the 
Acme  Collection  Agency,  and  according  to 
their  records  . . . 
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Perhaps 

the  safest  Rx  for 
tired  patients: 
Ritalin* 


From  study  of  185  patients:  “At  no  time  was  there  evidence  of  serious  toxic  reactions.  The  drug  [Ritalin] 
did  not  produce  alteration  in  blood  forming  factors,  kidney  and  liver  function.” 

Lapolla,  A.:  Western  Med.  2:  383  (Sept.)  1961 

From  review  of  tranquilizing  and  antidepressant  drugs:  Central  nervous  system  stimulants  such  as  Ritalin  do 
not  produce  serious  complications,  such  as  liver  toxicity  and  anemia,  which  may  develop  with  the  use  of 
some  indirect  stimulants  (MAO  inhibitors ) . Benson,  W.  M„  and  Schiele,  B.  C.:  J.  Lancet  80:  579  (Dec.)  I960 

From  report  on  use  of  Ritalin  in  narcolepsy:  “No  significant  toxic  effects  have  resulted  after  the  continuous 
administration  of  [Ritalin]  for  more  than  3 years.  Minor  side  effects,  consisting  of  nervousness  and  anorexia, 
can  occur  in  a minority  of  patients,  but  rarely  are  they  of  such  severity  as  to  require  discontinuance  of  use 

of  the  drug.”  Yoss,  R.  E.,  and  Daly,  D.  D.:  Pediatrics  25:  1025  (June)  1960 

From  study  of  89  patients:  “...the  drug  [Ritalin]  had  no  effect  on  blood  pressure,  the  blood  count,  urine 
or  blood  sugar,  did  not  depress  the  appetite,  and  produced  no  tachycardia.” 

Natenshon,  A.  L.:  Dis.  Nerv.  Syst.  17:  392  (Dec.)  1956 

From  study  of  56  patients:  “In  no  case  was  the  liver  function  significantly  altered  by  Ritalin.  Although  mini- 
mal variations  were  summarized  for  the  purpose  of  the  study,  almost  all  the  changes  were  within  normal 
limits... In  all  cases  the  direct  van  den  Bergh  was  negative  after  Ritalin.”  Patients  received  5 to  30  mg. 

Ritalin  daily  for  up  tO  6 months.  Davidoff,  £.,  Best,  J.  L.,  and  McPheeters,  H.  L.:  New  York  J.  Med.  57:  1753  (May  15)  1957 

From  study  of  1 12  patients  given  30  mg.  Ritalin  daily: “No  evidence  of  significant  effect  upon  blood  pressure 
or  pulse  has  been  found.  This  is  particularly  interesting,  since  these  side  effects  have  been  common  with 
other  mood  elevating  drugs  such  as  the  amphetamines  and  caffeine.” 

Landman,  M.  £.,  Preisig,  R.,  and  Perlman,  M.:  J.  Med.  Soc.  New  Jersey  55:55  (Feb.)  1958 

Ritalin — gentle  stimulant  with  6-year  record  of  safety 

supplied:  Tablets,  5 mg.  (yellow),  10  mg.  (light  blue),  20  mg.  (peach-colored).  For  complete  information  about  Ritalin®  (including 
dosage,  cautions,  and  side  effects),  see  current  Physicians'  Desk  Reference  or  write  C1BA,  Summit,  N.  J. 

RITALIN  hydrochloride  (methylphenidate  hydrochloride  ciba)  C I B A 

4/3O27M0  SUMMIT,  N.  J. 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


Current  Comment 

House  Calls — 

The  subject  of  house  calls  has  become  con- 
troversial. Some  physicians  prefer  not  to 
make  any,  others  a few  and  still  others 
maintain  a regular  calling  list. 

A patient  can  be  seen  in  the  hospital,  the 
physician’s  office  or  the  patient’s  home. 
Our  problem  according  to  an  editorial  in 
the  Wisconsin  Medical  Journal,  is  to  see  the 
whole  person  — the  person,  the  environment 
and  the  disease. 

The  hospital  with  its  extensive  scientific 
equipment  is  the  best  as  well  as  the  most 
convenient  place  to  study  the  disease  it- 
self. Hospitals  have  developed  rapidly  and 
dramatically  for  this  purpose.  Nursing 
homes  and  homes  for  the  aged  have  in- 
creased in  number,  and  while  this  latter 
group  is  still  largely  custodial  in  nature, 
progress  and  evolution  will  change  them  in- 
to treatment  centers. 

The  physician’s  office  has  expanded  from 
a waiting  room  and  an  examining  room  to 
a miniature  diagnostic  center.  Laboratory 
(Continued  on  page  46- A) 
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WITH  YOUR 
ENCOURAGEMENT 

AND 

DEXEDRINE® 

brand  of  dextro  amphetamine 

SPANSULE® 

brand  of  sustained  release  capsules 


she's  losing  weight 


‘Dexedrine’  Spansule  capsules  not  only 
control  appetite  all  day  long,  but  at 
the  same  time  encourage  normal 
activity.  This  is  particularly  important 
because  overweight  patients  are  often 
inactive.  In  such  patients  ‘Dexedrine’ 
overcomes  lethargy,  helps  renew  their 
interest  in  doing  things —not  just  eating. 


PRESCRIBING  INFORMATION 


INDICATIONS  AND  DOSAGE:  For  the 
following  indications,  the  recommended  daily 
dosage  is  one  or  two  ‘Dexedrine’  Spansule  cap- 
sules, usually  taken  in  the  morning:  control  of 
appetite  in  weight  reduction;  depressive  states; 
alcoholism.  In  narcolepsy,  the  recommended 
daily  dosage  is  up  to  50  mg.  of  ‘Dexedrine’  by 
‘Spansule’  capsule  on  arising. 

SIDE  EFFECTS:  Insomnia,  excitability  and 
increased  motor  activity  are  infrequent  and 
ordinarily  mild. 


CAUTIONS:  Should  be  used  with  caution  in 
patients  hypersensitive  to  sympathomimetic 
compounds;  in  cases  of  coronary  or  cardiovas- 
cular disease;  and  in  the  presence  of  severe 
hypertension. 

CONTRAINDICATIONS:  Hyperexcitability; 
agitated  pre-psychotic  states. 

SUPPLIED:  5 mg.,  10  mg.  and  15  mg.,  in 
bottles  of  30.  (Each  capsule  contains  dextro 
amphetamine  sulfate,  5 mg.,  10  mg.,  or  15  mg.) 
Prescribing  information  adopted  January  1961. 


Smith  Kline  & French  Laboratories 
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CUSACK-HARMON 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 

Equipment 

S FREE  ESTIMATES  p" 

new  clinics 

Decorator  Consultant,  Mrs.  Dorothy  Gleason,  A.I.D. 


Wrap  it  as  a gift  and  send  it  to  Charlie 
Nichols,  New  York. 


House  Calls — 

(Continued  from  page  40- A) 
facilities  and  trained  personnel  have  in- 
creased the  efficiency  of  out-patient  care. 
Laboratory  procedures  are  performed  in  the 
office  that  cannot  be  done  in  the  home. 

House  calls  have  become  unpopular  in 
practice  because  of  the  convenience,  effi- 
ciency, and  shorter  working  day  for  the  doc- 
tor made  possible  by  hospital  and  office 
care.  House  calls  still  offer  information 
useful  to  the  doctor  and  his  patient,  which 
is  available  nowhere  else.  No  amount  of 
careful  history  taken  in  the  hospital  or  of- 
fice can  furnish  the  background  information 
available  from  a visit  in  the  patient’s  home. 

It  is  in  the  home  that  the  patient  must 
live  with  his  disease.  The  patient’s  way  of 
life  is  important  in  evaluating  his  health 
and  this  can  be  observed  in  a friendly  as  well 
as  a professional  manner,  usually  best  in 
the  home. 

With  proper  consideration  of  the  value 
of  the  hospital  and  an  adequately  equipped 
office  in  the  practice  of  medicine,  the  house 
call  still  remains  an  irreplacable  adjunct  to 
the  care  and  treatment  of  the  sick  person. 

Arthritis  Special  Treatment  Center — 

The  National  Foundation  has  announced 
the  establishment  of  an  Arthritis  Special 
Treatment  Unit  at  the  Creighton  Memorial 
St.  Joseph’s  Hospital  in  Omaha.  Dr.  Harold 
Neu  is  the  Director,  and  he  may  be  con- 
tacted for  further  information. 

Life  Insurance  Medical  Research  Fund — 

The  Life  Insurance  Medical  Research 
Fund  will  give  more  than  $1,183,000  for 
heart  research  in  the  coming  year,  it  was  an- 
nounced recently  by  Dr.  William  A.  Jef- 
fers, scinetific  director  of  the  fund. 

Projects  being  supported  by  the  Life  In- 
surance Medical  Research  Fund  this  year 
include  research  in  blood  circulation,  the 
role  of  fats  in  heart  disease,  rheumatic 
fever,  blood  chemistry,  the  relation  of  the 
kidney  to  heart  disease,  high  blood  pres- 
sure, causes  of  heart  failure,  and  prevention 
of  clots  in  the  bloodstream. 

This  brings  to  $14,953,715  the  fund’s  al- 
locations for  research  since  it  was  organized 
in  1945.  All  of  its  resources  in  the  past  17 
years  have  been  devoted  to  research  in 
heart,  circulatory  and  allied  diseases. 
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That  the  urinary  tract  is  especially  vulnerable  to  invasion  by  gram-negative  pathogens  is  an  observation 
often  confirmed.  Also  amply  documented1'5  is  the  finding  that  many  common  offenders  in  urinary  tract 
infections  remain  susceptible  to  CHLOROMYCETIN. 

In  one  investigator’s  experience,  chloramphenicol  has  maintained  a wide  and  effective  activity  range 
against  infections  of  the  urinary  tract.  “It  is  particularly  useful  against  the  Coliform  group,  certain  Proteus 
species,  the  micrococci  and  the  enterococci.”2  Other  clinicians  draw  attention  to  the  “frequency  for  the 
need”  of  CHLOROMYCETIN  inasmuch  as  “...a  high  percentage  of  Escherichia  coii  and  Klebsiella-Aerobacter 
are  sensitive  to  it.”1  Moreover,  enterococci,  other  streptococci,  and  most  strains  of  staphylococci  exhibit 
continuing  sensitivity  to  CHLOROMYCETIN.1 

Successful  therapy  in  urinary  tract  infections  is  dependent  upon  accurate  identification  and  susceptibility 
testing  of  the  invading  organism,  as  well  as  the  prompt  correction  of  obstruction  or  other  under- 
lying pathology.6 

CHLOROMYCETIN  (chloramphenicol.  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are  known 
to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with 
this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 

caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  potentially 

dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or  viral  infections  of  the  throat, 
or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect 
early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Katz,  Y.  J.,  & Bourdo,  S.  R.:  Pediat.  Clin.  North  America  8:1259,  1961.  (2)  Malone,  F.  J.,  Jr.:  Mil.  Med.  125:836,  1960. 
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Current  Comment 

The  Month  in  Washington — 

A special  advisory  committee  reported  to 
the  Public  Health  Service  that  the  occur- 
rence of  12  cases  of  polio  among-  persons 
who  had  taken  38  million  doses  of  oral  vac- 
cine did  not  provide  any  ground  for  ques- 
tioning the  safety  of  the  live-virus  vaccine. 

Reporting  on  the  study  by  the  advisory 
committee,  Dr.  Luther  L.  Terry,  Surgeon 
General  of  the  PHS,  said: 

“Following  administration  of  more  than 
38  million  doses  of  oral  vaccine,  only  12 
cases,  outside  of  the  epidemic  areas,  includ- 
ing five  from  Oregon,  have  been  reported 
which  had  their  onset  of  illness  within  30 
days  of  vaccination. 

“Although  the  number  wras  very  small  in 
relation  to  the  number  given  vaccine  and  the 
diagnosis  in  certain  of  these  cases  seems 
questionable,  I decided  to  call  together  mem- 
bers of  my  advisory  committee  to  examine 
in  detail  the  diagnosis,  laboratory  studies, 
and  epidemiological  circumstances  relating 
to  each  of  the  cases. 

“The  group  met  on  two  occasions,  on  Aug. 


9 and  16,  and  after  careful  consideration 
of  the  facts,  concluded  that  it  was  not  pos- 
sible to  establish  that  the  vaccine  virus 
caused  any  of  the  cases.  The  advisers  em- 
phasized that  polio  viruses,  as  well  as  other 
viruses,  are  frequently  present  in  the  com- 
munity and  that  it  can  be  anticipated  that 
occasionaly  poliomyelitis  or  illnesses  simulat- 
ing it  may  occur  or  following  vaccination 
programs.  Illness  and  injury  completely 
unrelated  to  polio  and  naturally  occurring 
cases  or  polio  have  continued  and,  no  doubt, 
will  continue  to  be  attributed  to  the  vac- 
cines. Furthermore,  it  is  well  known  and 
recognized  that  any  effective  medication  ad- 
ministered to  millions  of  persons  will  cause 
or  appear  to  cause  a number  of  side  effects. 

“The  committee,  in  summary,  urged  the 
continuation  of  present  and  projected  pro- 
grams of  immunization  looking  toward  the 
final  elimination  of  the  disease.” 

As  of  August  11,  the  approximate  mid- 
point of  the  polio  season,  274  cases  of  para- 
lytic polio  had  been  reported.  The  total, 
of  which  129  cases  were  in  Texas  where 
outbreaks  of  type  I had  been  occurring,  was 
(Continued  on  Page  10- A) 
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New  (13th)  Edition! 
Davidsohn  and  Wells — 

Todd-Sanford  Clinical  Diagnosis 
by  Laboratory  Methods 

A Standard  Guide  and  Advisor  to  3 Generations 
of  Physicians  in  the  Intricacies  of  Clinical 
Laboratory  Diagnosis.  Now  in  a new  up-to-date 
edition,  this  classic  work  tells  you  how  to  per- 
form every  possible  clinical  test.  Step-by-step 
you  are  told  what  to  do,  when  and  how  to  do  it 
— with  increased  emphasis  on  interpretation  and 
evaluation  of  results.  New  material  covers:  im- 
mune mechanisms  and  immunochemistry  of  red 
cells,  leukocytes  and  platelets  — application  of 
isotopology  in  diagnosis — tests  for  hepatic  func- 
tion — etc.  Hundreds  of  illustrations  amplify 
the  text. 

Edited  by  ISRAEL  DAVIDSOHN,  M.D.,  F.A.C.P.,  Chairman 
of  Pathology,  Chicago  Medical  School,  Director  of  Path- 
ology, Mt.  Sinai  Hospital  and  Director  of  Research,  Mt. 
Sinai  Medical  Research  Foundation,  Chicago,  and  BEN- 
JAMIN B.  WELLS,  M.D.,  Ph  D.,  F.A.C.P.,  Dean,  California 
College  of  Medicine,  Los  Angeles.  1020  pages,  6"  x 
over  1000  illustrations  on  450  figures,  200  in  color.  About 
New  (13th)  Edition — Just  Ready! 

New  (3rd)  Edition! 

Electrocardiography 

Tells  You  Why  the  Normal  Electrocardiograph 
Pattern  Looks  Like  it  Does  and  Why  Various 
Cardiac  Disturbances  Produce  Abnormal  Trac- 
ings. Dr.  Wolff  shows  you  how  to  utilize  this 
information  to  establish  diagnoses  — without  re- 
lying primarily  on  memorization  of  examples. 
He  points  out  how  to  interpret  both  classical 
patterns  and  unusual  aberrations  which  may 
complicate  diagnosis.  New  diagnostic  material 
is  included  on:  Left  bundle  branch  block  mas- 
querading as  right  bundle  branch  block  in  some 
cases  of  infarction — ECG  in  deranged  electrolyte 
patterns  — Hyperkalemia  — Adrenal  hyperplasia 
with  adrenocortical  failure — Number  of  complex 
arrhythmias. 

By  LOUIS  WOLFF,  M.D.,  Visiting  Physician,  Consultant 
in  Cardiology  and  Head  of  the  Cardiographic  Laboratories, 
Beth  Israel  Hospital;  Clinical  Professor  of  Medicine,  Har- 
vard Medical  School.  351  pages,  61/4"x9%*,  224  illustrations. 
$8.50.  New  (3rd)  Edition — Just  Ready! 


$15.50. 

Wolff — 


Parsons  and  Sommers — 

Gynecology 

Clinical  Advice  on  Managing 
Today’s  Gynecologic  Problems 

An  experienced  gynecologist  and  a skilled 
pathologist  have  uniquely  combined  their 
talent  and  knowledge  to  produce  a remark- 
able text  that  describes,  explains  and  pictures 
the  diagnosis  and  management  of  gynecologic 
disorders  as  they  occur  in  each  period  of 
growth  and  aging — from  infancy  through  the 
postmenopausal  era. 

Mechanisms  of  disease  in  women  are  fully 
described:  how  each  disorder  starts,  spreads 
and  affects  surrounding  structures — how  it 
produces  signs  and  symptoms  which  can  be 
evaluated  and  differentiated — how  the  dis- 
order can  be  treated  in  light  of  present 
knowledge.  Full  recognition  is  given  to  the 
altered  significance  and  differing  management 
of  the  same  problem — such  as  abnormal  bleed- 
ing, hormone  imbalance,  tumors  and  growths 
— during  the  various  progressive  ages  of 
women.  You’ll  find  valuable  coverage  of: 
treatment  of  congenital  defects  found  at  birth 
and  in  infancy — treatment  of  amenorrhea — 
habitual  abortion — tumors  complicating  preg- 
nancy— endometriosis — cancer  of  the  breast — 
sexual  precocity — premenstrual  tension — etc. 

By  LANGDON  PARSONS,  M.D.,  Professor  of  Obstet- 
rics and  Gynecology,  Boston  University  School  of  Medi- 
cine; Chief,  of  Gynecology,  Massachusetts  Memorial 
Hospital;  and  SHELDON  C.  SOMMERS,  M.D.,  Patholo- 
gist, Scripps  Memorial  Hospital;  Clinical  Professor  of 
Pathology,  University  of  Southern  California  School 
of  Medicine,  Los  Angeles.  1250  pages,  6!!'x9%”,  488 
illustrations.  $20.00.  New! 

To  Order  Mail  Coupon  Below! 
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The  Month  in  Washington — 

(Continued  from  Page  6- A) 

the  same  as  for  a comparable  period  last 
year. 

Life  expectancy  at  birth  reached  an  esti- 
mated 70.2  years  in  the  United  States  in 
1961,  according-  to  the  Public  Health  Service. 

The  estimate  was  based  on  a 10  per  cent 
sample  of  death  records  received  by  the  Na- 
tional Vital  Statistics  Division  from  all  the 
50  states. 

Deaths  totaled  about  1,702.000  in  1961  — 
a rate  of  9.3  per  1,000  population,  only  slight- 
lv  higher  than  the  record  low  rate  of  9.2  for 
1954. 

Five  of  10  leading  causes  of  death  showed 
sharp  rate  declines  as  compared  with  last 
year.  The  declines  were  large  enough  to 
make  it  improbable  that  they  were  produced 
by  normal  fluctuations  due  to  sampling.  The 
five  were  vascular  lesions;  accidents;  influ- 
enza and  pneumonia,  except  of  newborn; 
general  arteriosclerosis,  and  diabetes  mel- 
litus. 

The  infant  mortality  rate  of  25.3  per  1,- 
000  live  births  set  a record  low,  about  two 


per  cent  under  the  previous  low  of  25.7  re- 
corded in  1960. 

Recent  statements  that  citizens  of  some 
foreign  countries  are  healthier  than  Amer- 
icans was  disputed  emphatically  by  the 
American  Medical  Association.  The  A.M.A. 
statement  was  prompted  by  a paper  pre- 
sented at  the  recent  annual  meeting  of  the 
American  Sociological  Association  in  Wash- 
ington. The  paper  said  that  the  United 
States  is  not  as  “healthy”  as  Sweden  and 
England. 

“This  is  like  trying  to  compare  apples  to 
orange  s,”  F.J.L.  Blasingame,  M.D.,  the 
A.M.A.’s  Executive  Vice  President,  said. 

“There  have  been  accounts  that  compar- 
isons of  a nation’s  overall  health  can  be 
made  on  the  basis  of  life  expectancy  — that 
the  people  of  Sweden  and  Britain  are  heal- 
thier because  they  live  longer  on  the  aver- 
age than  Americans. 

“This  proves  nothing,  for  what  you  are 
actually  comparing  are  differences  in  the 
makeup  of  populations.  Both  of  these  na- 
tions have  small,  stable,  homogenous  popula- 
tions, whereas  that  of  the  United  States  is 
(Continued  on  Page  24-A) 
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to  indicate  that  this  combination  offers  the  best  m-egns  of  securing 
analgesia  and  amnesia  in  labor  with 
the  least  risk  to  the  mother  and  child.”* 
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The  Month  in  Washington — 

(Continued  from  Page  10- A) 

a vast  mixing  from  practically  every  con- 
ceivable comer  of  the  globe,  including  all 
nationalities  and  races  . . . 

“What  you  can  prove  statistically  is  that 
a person  of  Swedish  descent  in  Minnesota 
lives  longer  than  a Swede  in  Sweden,  and 
that  Mexicans  apparently  live  longer  in  New 
Mexico  than  they  do  in  Mexico  . . . 

“The  death  rate  from  automobile  acci- 
dents is  much  higher  in  the  United  States 
than  in  any  European  countiy  because  a 
larger  percentage  of  the  population  own 
cars.  This  is  a matter  of  economics  and 
not  medicine.  Yet  auto  fatalities  are  a large 
factor  in  reducing  this  nation’s  life  expect- 
ancy.” 

Dr.  Blasingame  also  pointed  out  the 
economic  aspects  of  Americans  living  at  a 
faster  pace,  consuming  more  expensive,  fat- 
ty foods  and  dying  of  heart  attacks  with 
much  more  frequency. 

“Communicable  diseases,  on  the  other 
hand,  are  almost  entirely  a medical  prob- 
lem and  the  fact  is  that  the  death  rate 
from  communicable  diseases  in  the  United 


States  is  well  below  that  of  England  or 
Sweden,”  he  said. 

International  statistics  on  infant  mortality 
rates  are  meaningless  Dr.  Blasingame  said, 
because  of  different  definitions  for  what  is 
a live  birth  or  a still  birth. 

“As  for  insinuations  that  longer  life  span 
and  lower  infant  mortality  are  somehow 
linked  with  the  socialized  medical  practices 
of  England  and  Sweden,  there  is  absolutely 
no  substantiation,”  he  said.  “The  rate  of 
increase  in  longevity  in  England  is  no  dif- 
ferent now  than  it  was  prior  to  the  found- 
ing of  the  National  Health  Service  there  in 
1947,  and  may  actually  have  declined.” 

Urge  Fall  Influenza  Vaccinations — 

The  Public  Health  Service  has  suggested 
to  state  and  community  health  officials  that 
they  seek  the  cooperation  of  physicians, 
medical  societies,  and  voluntary  health  agen- 
cies in  planning  early  fall  campaigns  for  vac- 
cinating the  susceptible  population  against 
influenza. 

The  susceptible  population,  which  has  in 
the  past  included  all  persons  over  65  years 
(Continued  on  Page  38-A) 
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Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
tvas  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  two  antihistamines 
and  two  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

'Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Urge  Fall  Influenza  Vaccinations — 

(Continued  from  Page  24-A) 

of  age,  will  be  expanded  this  year  to  in- 
clude those  over  45.  As  in  the  past,  in- 
fluenza vaccination  will  continue  to  be  rec- 
ommended for  persons  at  all  ages  who  suffer 
from  chronic  debilitating  diseases,  and  for 
pregnant  women. 

The  Service  recommended  that  influenza 
vaccination  efforts  begin  in  September  and 
be  pushed  rapidly  so  that  as  many  people 
as  possible  will  be  protected  with  one  shot, 
or  two  if  they  are  prescribed,  before  the 
coming  of  winter  weather. 

The  recommendations  for  the  coming  year 
were  made  by  Dr.  Luther  L.  Terry,  Surgeon 
General  of  the  Public  Health  Service,  on 
recommendation  of  a special  advisory  com- 
mittee of  experts  who  met  recently  to  re- 
view the  scientific  data  collected  during  last 
year’s  influenza  experience  and  to  make  sug- 
gestions for  the  coming  year. 

The  recommendations  of  the  committee 
have  been  sent  Dr.  Terry  said,  to  the  man- 
ufacturers of  influenza  vaccine  to  allow 
them  time  to  estimate  the  amount  of  vac- 
cine needed  for  next  fall,  and  to  the  state 


health  authorities  of  the  nation  as  well  as 
physician  groups. 

Dr.  Terry  noted  that  the  committee  ex- 
pressed the  opinion  that  while  accurate  pre- 
dictions are  difficult,  recent  and  past  pat- 
terns of  influenza  A2  (known  as  the  Asian 
strain)  indicate  that  this  kind  of  influenza  is 
due  in  the  United  States  again  next  fall  and 
winter  and  outbreaks  of  it  will  probably  oc- 
cur in  all  parts  of  the  United  States.  The 
committee  said  that  outbreaks  of  influenza 
B will  probably  be  infrequent. 

The  committee  also  recommended  that 
serious  consideration  be  given  to  immunizing 
those  in  medical  and  health  services,  public 
safety,  public  utilities,  transportation,  educa- 
tion, and  communications  fields.  In  indus- 
tries and  large  institutions  where  absen- 
teeism is  of  particular  concern,  large-scale 
immunization  programs  are  to  be  encour- 
aged. 

No  Time  to  Rest — 

The  defeat  of  the  plan  for  tax-supported 
medical  care  may  be  a cause  for  rejoicing 
but  it  is  not  an  occasion  that  permits  rest. 

(Continued  on  Page  44-A) 
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of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
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Each  advertisement  will  be  taken  out  following:  its  second 
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ESTABLISHED  NORTHEAST  LINCOLN  SUB- 
URBAN CLINIC  — For  lease.  Large  reception 
room,  three  examining  rooms,  receptionist  office  and 
private  office.  X-ray  room  and  laboratory.  Ideal 
location  with  adjoining  pharmacy  and  dental  clinic. 
Will  completely  remodel  to  suit  tenant.  Contact  L. 
C.  Price,  1515  North  Cotner,  Lincoln,  Nebraska. 
Phone  434-5969. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebi’aska. 


INTERNIST  — Needed  by  12-man  group  in  Iowa 
town  of  30,000.  Partnership  in  two  years.  Salary 
open.  Write  Box  18,  Nebraska  State  Medical  Jour- 
nal, 1315  Sharp  Building,  Lincoln,  Nebraska. 


ASSOCIATE  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3,000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 


YOUNG  GENERAL  PRACTITIONER  WANT- 
ED — FOURTH  MEMBER  NEEDED  FOR  GROUP 
PRACTICE.  Large  clinic  building  in  town  of 
8000  with  a very  large  trade  area.  Salary  first 
year  with  partnership  thereafter  if  mutually  agree- 
able. Contact  Slagle  Clinic,  Alliance,  Nebraska. 


NEBRASKA  — Physician  wanted  for  general 
practice  in  suburb  of  Omaha,  Nebraska,  for  about 
3 months,  beginning  November  1st,  as  locum  tenens. 
Salary  open.  Nebraska  license  required.  Could 
lead  to  permanent  association  if  desired.  Details  to 
interested  party.  Write  Nebraska  State  Medical 
Journal,  Box  19,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 


DESIRE  FINANCIAL  BACKING  — For  attrac- 
tive building.  Combined  bowling  lanes  with  busi- 
ness shops.  Leased  business  spaces  will  give  ex- 
cellent return.  Individual,  recently  zoned  land  near 
perfect  residential  area  and  future  300  acre  indus- 
trial park  site.  Also  doctors  space  available.  Con- 
tact R.  M.  Dula,  2420  South  22nd  Street,  Lincoln, 
Nebraska. 
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measurable  benefits 

in  edema 

and  hypertension 


Before  Esidrix: 

Ascites  and  44- 
pedal  edema  in 
patient  with 
Laennec's  cirrhosis. 


After  Esidrix: 

27  pounds  lost 
in  19  days; 
abdominal  swelling 
and  pitting  cleared. 


plus  the 
most  built-in 
potassium 
protection 

Esidrix-K 

50/1000  tablets 


SUPPLIED:  Esidrix-K  50/1000  Tablets  (white,  coated),  each  containing  50  mg.  Esidrix  and  1000  mg  potas- 
sium chloride  (equivalent  to  524  mg  potassium).  ALSO  AVAILABLE:  Esidrix-K  25/500  Tablets  (off-white, 
coated),  each  containing  25  mg.  Esidrix  and  500  mg.  potassium  chloride  (equivalent  to  262  mg.  potas- 
sium). Esidrix  Tablets,  50  mg.  (yellow,  scored)  and  25  mg.  (pink,  scored). 

For  complete  information  about  Esidrix  and  Esidrix-K  (including  dosage,  cautions,  and  side  effects),  see 
current  Physicians'  Desk  Reference  or  write  CIBA,  Summit,  N.  J. 

Photographs  used  with  permission  of  the  patient.  ESIDRIX®  (hydrochlorothiazide  CIBA) 

CIBA  Summit,  N.  J.  2/3013  MB 
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No  Time  to  Rest — 

(Continued  from  Page  38- A) 

The  gun  has  sounded  for  half-time,  accord- 
ing to  an  editorial  in  the  Texas  State  Journal 
of  Medicine,  but  the  opposing  team  is  hud- 
dling for  the  second  half.  The  proponents 
for  this  legislation  have  announced  their 
intention  to  make  this  subject  a major  issue 
in  the  fall  political  campaigns.  Since  the 
vote  to  defeat  this  legislation  was  close,  a 
four-vote  difference  in  the  Senate,  it  is  im- 
portant to  remember  that  the  issue  will  re- 
appear. Three  votes  could  have  changed 
the  entire  picture.  The  background  of  all 
Representatives  up  for  election  should  be 
considered  and  their  stand  on  the  principle 
of  Social  Security  must  be  understood  clear- 
ly before  voting.  Physicians  should  continue 
their  own  grass-roots  campaign  on  the  sub- 
ject. 

A similar  opinion  is  expressed  in  an  edi- 
torial in  the  Wisconsin  Medical  Journal 
which  states  that  the  longer  the  medical 
care  proposals  are  debated,  the  clearer  be- 
come their  implications.  Although  the  17,- 
000,000  senior  citizens  constitute  an  impres- 
sive bloc  of  votes,  it  can  be  assumed  that 
(Continued  on  Page  46-A) 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Now  then,  Miss  Thompson,  what  seems 
to  be  vour  other  troubles? 
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"relief  of  symptoms  is  striking  with  Rautrax-N”f 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

•QUIBB  DIVISION  Olln 


'RAUDIXIN'  ® , 'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBS  TRADEMARKS. 
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No  Time  to  Rest — 

(Continued  from  Page  44- A) 
not  all  of  them  are  willing  to  trade  their 
common  sense  for  free  time  in  a nursing 
home. 

It  is  to  be  hoped  that  when  the  proponents 
of  this  legislation  have  gotten  as  much  po- 
litical mileage  as  possible  from  them  they 
will  attack  the  real  problem,  of  which  med- 
ical care  for  the  aged  is  a facet,  in  a man- 
ner of  statesmanship. 

Really  medical  care  is  only  one  of  the 
needs  of  elderly  people,  of  whom  there  will 
undoubtedly  be  a relative  larger  number  in 
the  future.  The  senior  citizens  whose  re- 
sources are  not  adequate  for  his  existence 
will  have  little  need  for  medical  care  no  mat- 
ter how  easy  it  is  to  obtain.  The  problem  is  to 
develop  a condition  in  which  the  entire  well- 
being of  the  elderly  and  nonproductive  per- 
son is  assured,  not  only  as  medical  care.  The 
political  party  that  sets  a course  of  sound 
economic  policy  for  the  entire  nation  can 
assure  the  total  welfare  of  the  aged  as  well. 

Referral  Procedures  for  N.I.H.  Clinical  Center — 

The  Clinical  Center  of  the  National  Insti- 
tutes of  Health  has  published  a new  re- 


vision of  “Current  Clinical  Studies  and 
Patient  Referral  Procedures.”  The  publica- 
tion describes  briefly  the  diagnostic  require- 
ments, purposes,  and  methods  of  those  stud- 
ies expected  to  be  most  active  during  the 
(Continued  on  Page  48- A) 


Yes  doctor,  I feel  much  better  now. 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 

Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 
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The  cigarette 

that  made  the  filter  famous! 


Kent’s  development  of  the  “Micronite”  filter 
revolutionized  the  cigarette  industry.  Shortly 
after  introduction  of  Kent  with  its  famous 
filter,  the  swing  to  filter  cigarettes  got  started 
in  earnest.  And  no  wonder.  Kent  with  the  new 
“Micronite”  filter  refines  away  harsh  flavor, 
refines  away  rough  taste,  for  the  mildest  taste 
of  all. 


Treat  your  taste 
kindly  with  KENT 

The  finer  the  filter ; 
the  milder  the  taste 


A PRODUCT  OF  P.  LORILLARD  COMPANY  • FIRST  WITH  THE  FINEST  CIGARETTES  • THROUGH  LORILLARD  RESEARCH 

© I M2  R.  LORILLARD  CO. 
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Referral  Procedures  for  N.I.H.  Clinical  Center — 

(Continued  from  Page  46-A) 

current  year.  Most  of  the  clinical  research 
programs  have  been  in  progress  for  several 
years  in  the  516-bed  research  hospital  on 
the  NIH  grounds  in  Bethesda,  Md.  With 
each  revision  the  publication  is  sent  to  an 
extensive  mailing-  list  of  physicians  through- 
out the  United  States  who  have  indicated 
interest  in  referring  selected  patients  for 
participation  in  specific  projects  of  clinical 
investigation. 

Consideration  for  admission  to  the  Clinical 
Center  is  restricted  to  individuals  referred 
by  their  own  physican  and,  on  the  basis  of  a 
summary  provided  by  referral,  judged  by 
the  appropriate  NIH  investigators  to  have 
a particular  kind  and  stage  of  illness  or 
other  condition  required  in  one  or  more 
clinical  studies. 


Physicians  desiring  to  receive  a copy  of 
the  publication  should  write  to  the  Director 
of  the  Clinical  Center  NIH,  Bethesda  14, 
Md. 


I’m  Murphy,  the  tree  surgeon.  I had  a 
falling  out  with  one  of  my  customers. 
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HYCOMINE* 

SYRUP 

cr  COUGHS 

provides  fast  and 
long-lasting  cough  control 

relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 


Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 

2,630,400. 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


c 

V^_>loca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Current  Comment 

The  Month  in  Washington — 

Influenced  strongly  by  the  thalidomide 
incident,  Congress  approved  legislation  giv- 
ing the  Food  and  Drug  Administration  more 
control  over  the  prescription  drug  industry. 

The  Kennedy  Administration  and  Sen. 
Estes  Kefauver  (D.,  Tenn.),  chief  sponsor 
of  ethical  drug  legislation,  successfully  ex- 
ploited the  thalidomide  incident  after  pros- 
pects of  passage  of  a strong  drug  bill 
waned. 

However,  they  were  unable  to  get  all 
they  wanted  in  the  legislation  even  with  the 
impact  on  Congress  of  the  widespread  pub- 
licity about  the  clinical  testing  of  thalido- 
mide in  this  country  coupled  with  reports 
from  Europe  of  births  of  malformed  chil- 
dren by  women  who  had  taken  the  drug  dur- 
ing pregnancy. 

One  Administration  proposal  rejected  by 
Congress  would  have  given  the  Secretary 
of  Health,  Education  and  Welfare  authority 
to  require  physicians  to  report  directly  to 
him  on  their  clinical  tests  with  new  drugs. 

The  new  law  empowers  the  F.D.A.  to  re- 


quire “substantial  evidence”  of  the  efficacy, 
as  well  as  safety,  of  new  drugs  before  li- 
censing them  for  marketing.  The  A.M.A. 
had  warned  Congress  that  this  might  lead 
to  a test  of  relative  efficacy  which  could 
result  in  potentially-helpful  drugs  being 
barred  from  sale.  The  A.M.A.  contended 
that  the  old  F.D.A.  requirement  that  a 
drug  live  up  to  its  label  claims  was  a suffi- 
cient test  of  effectiveness. 

The  Pharmaceutical  Manufacturers  As- 
sociation also  warned  that  drug  research 
might  slow  down  as  a result  of  the  new 
law. 

“Some  provisions  of  the  new  law  may 
not  be  helpful  to  the  public,”  the  P.M.A. 
said.  “In  fact,  unless  there  is  the  wisest 
administration  of  the  law  harm  can  be  done. 
For  example,  medical  research  may  slow 
down  and  the  costs  of  medications  may  in- 
crease.” 

Physicians  will  be  required  to  get  the  con- 
sent of  the  patient,  or  a close  relative,  for 
treatment  with  experimental  drugs  except 
in  instances  where  the  physician  feels  that 
it  would  not  be  feasible  or  would  be  con- 
(Continuedon  page  24-A) 
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Soma  relieves  stiffness 
- stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast ! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity— often  in  days  instead  of  weeks. 


This  was  demonstrated  by  Kestler  in  a controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 
USUAL  DOSAGE:  1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


The  Month  in  Washington — 

(Continued  from  page  22-A) 
trary  to  his  professional  judgment.  Con- 
sent already  is  a part  of  the  code  of  ethics 
of  the  American  Medical  Association. 

Some  other  major  provisions  of  the  new 
law : 

— Authorize  the  F.D.A.  to  swiftly  suspend 
any  drug  which  it  suspects  is  dangerous. 

— Require  that  the  generic  name  of  a drug 
be  printed  on  the  label  in  type  half  as  large 
as  that  for  the  trade  name. 

— Extends  the  time  during  which  F.D.A. 
may  review  a new  drug  application  before 
it  must  be  approved  or  disapproved. 

— Authorizes  the  H.E.W.  Secretary  to 
establish  generic  names  for  new  drugs. 

— Authorizes  the  H.E.W.  Secretary  to 
prevent  testing  of  drugs  on  humans  if  he 
determines  there  has  not  been  sufficient 
preclinical  testing. 

— Require  batch  certification  of  all  anti- 
biatics. 

Congress  passed  a bill  authorizing  a $36 


million  three-year  program  for  federal  aid 
for  intensive  vaccination  programs  against 
polio,  diphtheria,  whooping  cough  and 
tetanus. 

The  vaccination  campaigns  are  to  be 
aimed  primarily  at  children  less  than  five 
years  old.  The  U.S.  Surgeon  General  was 
given  broad  authority  in  deciding  the 
amount  and  terms  of  federal  grants  under 
the  program. 

Grants  will  be  made  to  states  or,  when 
approved  by  state  officials,  to  cities  or  other 
local  governmental  units. 

Also  on  the  immunization  front,  a Special 
Advisory  Committee  twice  recommended  to 
the  Public  Health  Service  that  Type  III  oral 
polio  vaccinations  be  continued  for  pre- 
school and  school  age  children  but  not  for 
adults  for  the  time  being. 

The  Public  Health  Service  accepted  the 
recommendation  and  urged  that  communi- 
ties proceed  with  planned  mass  vaccina- 
tion campaigns  using  Type  III  for  chil- 
dren. But  some  communities  decided  to  hold 
up  their  mass  immunization  programs  at 
(Continued  on  page  40- A) 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder”  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


♦♦♦++++++♦+♦+++♦+++++++++♦♦♦♦♦♦♦♦♦♦ 
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Serving 
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CUSACK-HARMON 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 


FREE  ESTIMATES 


Equipment 
plans  for 
new  clinics 


Decorator  Consultant,  Mrs.  Dorothy  Gleason,  A.I.D. 
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(Continued  from  page  24- A) 
least  temporarily  or  to  suspend  Type  III 
doses  for  children,  as  well  as  adults. 

The  Advisory  Committee  first  made  its 
oral  polio  vaccine  recommendation  at  an 
emergency  meeting  on  September  15.  The 
meeting  was  called  after  Canada  suspended 
use  of  oral  polio  vaccine.  The  Health  Min- 
istry action  in  Canada,  where  all  three  types 
of  the  oral  vaccine  had  been  given  in  one 
dose,  was  prompted  by  the  occurrence  of  a 
few  cases  of  Type  III  polio.  The  three  types 
of  vaccine  are  given  in  separate  doses  in 
this  country. 

There  also  were  at  that  time  a few  Type 
III  cases  reported  in  this  country  among 
adults  who  had  taken  the  oral  vaccine. 

After  an  Oct.  2 meeting,  Dr.  Luther  L. 
Terry,  Surgeon  General  of  the  P.H.S., 
said : 

“The  recommendation  that  Type  III  be 
confined  to  children  has  raised  the  ques- 
tion of  spread  from  vaccinated  children  to 
adults,  especially  family  members.  The  evi- 
dence does  not  indicate  a hazard  to  adults 
exposed  in  this  way." 


“The  level  of  this  risk  can  only  be  ap- 
proximated but  clearly  is  within  range  of 
less  than  one  case  per  million  doses.  Since 
the  (Type  III)  cases  have  been  concen- 
trated among  adults  the  risk  to  this  group 
is  greater  whereas  the  risk  to  children  is 
exceedingly  slight  or  practically  nonexist- 
ent." 

President  Kennedy  signed  into  law  H.R. 
10  permitting  physicians  and  other  self- 
employed  persons  to  take  a federal  income 
tax  deduction  for  private  pension  plans. 

Kennedy  signed  the  legislation  less  than 
six  hours  before  the  midnight  Oct.  10  dead- 
line that  he  had  to  act  on  the  measure.  If 
he  had  not  signed  it  by  then,  it  would  have 
become  law  without  his  signature.  It  ap- 
peared certain  that  a presidential  veto 
would  have  been  overridden. 

Enactment  of  the  legislation  into  law 
climaxed  a 12-year  battle  in  Congress.  The 
House  passed  it  twice,  in  1958  and  1959,  but 
it  died  each  time  in  the  Senate  with  ad- 
journment. 

This  year  the  House  passed  it  with  a 361-0 
vote.  The  Senate  vote  was  70  to  8. 

(Continued  on  page  50- A) 
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Why 


is  the 

BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 

Why  does  SARDO  so  effectively  relieve1-5  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 


SUPERIOR  ADSORBABI LITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 


ECONOMICAL  In  addition,  the  cost  per  application  of  SARDO 
is  low -for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 


PLEASANT 

SARDO  assures  patient  cooperation. 


Unique  pine  scent,  non-sticky,  non-sensitizing, 


SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 
Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 

FOR  SAMPLES  AND  LITERATURE 


* 


9 


please  write . . . SARDEAU, 


Also  available:  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 


INC.  75  East  55th  Street,  New  York  22,  N.  Y. 

1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413.  1962.  2.  Spoor,  H.  J.:  N.  Y.  State  J.  M„  58:3292, 
1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960. 
4.  Weissberg,  G.:  Clin.  Med.,  7:1161,  1960.  5.  Lieber- 
man,  W.:  Amer.  J.  Proctology,  12:374,  1961. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  7,  1963 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Film  Lectures 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations  at  the 

Palmer  House. 


The  Month  in  Washington — 

(Continued  from  page  40- A) 

The  new  law  authorizes  a self-employed 
individual,  such  as  a physician,  to  contribute 
up  to  10%  of  his  earned  income  or  $2,500, 
whichever  is  less,  toward  a retirement  plan, 
provided  he  includes  all  of  his  employees 
with  three  or  more  years  of  service  under 
the  plan.  A tax  deduction  of  half  of  the 
contribution  to  the  self-employed  person’s 
retirement  plan  would  be  allowed. 

The  contributions  made  on  behalf  of  em- 
ployees would  be  fully  tax  deductible. 

The  measure  prohibits  drawing  on  the  re- 
tirement funds  without  penalty  before  age 
591/2,  except  in  case  of  disability  or  death. 
(From  the  Washington  Office  of  the 
A.M.A.). 

Health,  Books,  and  the  Law — 

The  average  American  with  his  healthy 
respect  for  the  printed  word  and  a hunger 
for  information,  is  inclined  to  read  books 
about  his  health.  If  the  book  he  buys  is 
respectably  made  and  published  by  a rep- 
utable and  well-known  firm  through  regular 
channels,  he  has  little  reason  to  doubt  the 


integrity  of  what  he  reads.  Noting  that  the 
reader  will  take  seriously  what  he  reads,  an 
editorial  in  the  Wisconsin  Medical  Journal 
discusses  the  book,  Calories  Don’t  Count. 
This  book  had  sold  to  the  extent  of  over 
a million  copies  before  the  Food  and  Drug 
Administration  restricted  its  sale. 

The  book  was  published  by  Simon  and 
Schuster,  not  the  least  of  the  American 
publishing  houses,  and  preached  the  com- 
forting doctrine  that  persons  who  wanted  to 
reduce  their  weight  continue  to  eat  as  much 
as  they  wish  as  long  as  they  took  six  cap- 
sules of  Safflower  Oil  each  day. 

Promoters  of  the  first  edition  of  the  book, 
who  also  manufactured  and  sold  Safflower 
Oil  capsules,  mentioned  a specific  brand  of 
Safflower  Oil.  According  to  the  law,  this 
commercial  reference  to  a specific  brand 
constituted  labelling  and  permitted  the  Food 
and  Drug  Administration  to  take  legal  ac- 
tion to  stop  the  sale  of  Safflower  Oil. 

If  the  promoters  of  these  oil  capsules  had 
not  appeared  so  greedy  as  to  mention  their 
brand  in  this  book,  CaloHes  Don’t  Count, 
it  would  still  be  on  sale  at  bookstores.  Other 
(Continued  on  page  52- A) 
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14a.  oz. 


poly-unsamraced 


SAFFLOWER  OIL 

for  salads,  baking 
and  frying  * 


Because  you  are  aware 
of  the  AMA  statement 
on  fat  in  the  diet. . . 


you  should  be  aware 
of  this  new,  poly-unsaturated 
oil  for  cooking 


“Increasing  the  ratio  of  poly-unsaturated  fat  to 
saturated  fat  in  the  diet  is  the  preferred  method 
for  treating  the  ‘usual’  hypercholesteremia.” 

From  the  Aug.  4,  1962  issue  of  The  Journal  of  the  American 
Medical  Association. 

Of  all  leading  salad  and  cooking  oils 
Safflower  Oil  has  the  highest  ratio  of  poly- 
unsaturated fat  to  saturated  fat.  Safflower  Oil 
is  higher  in  recommended  poly-unsaturates — 
lower  in  saturated  fat  than  any  other  readily 
available  oil  or  shortening. 

When  an  adjustment  in  dietary  ratio 
of  saturated  fat  is  indicated,  Saff-o-life 


Safflower  Oil  makes  the  substitution  easy, 
appetizing,  inexpensive. 

Physicians  who  wish  recipes  using 
Saff-o-life  Safflower  Oil  are  invited  to  write 
directly  to:  Professional  Services  Director, 
General  Mills,  Inc.,  Department  120,  9200 
Wayzata  Blvd.,  Minneapolis  26,  Minnesota. 

RATIO  OF  LINOLEATES*  TO  SATURATES  'poly-unsaturated  fats 


SAFFLOWER  OIL 

9.0 

to 

1.0 

CORN  OIL 

5.3 

to 

1.0 

SOYBEAN  OIL 

3.5 

to 

1.0 

COTTONSEED  OIL 

2.0 

to 

1.0 

PEANUT  OIL 

1.6 

to 

1.0 

A product  of  General  Mills — Your  assurance  oj  quality  and  purity. 
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Health,  Books,  and  the  Law — 

(Continued  from  page  50- A) 
similar  health  books,  like  Folk  Medicine, 
still  crowd  bookshelves.  Some  of  these 
books  are  of  doubtful  value  and  others  offer 
false  and  misleading  information.  If  they 
sell  well  they  will  provide  a fortune  for 
those  concerned  with  their  commercial  dis- 
tribution. Under  our  constitutional  guar- 
antees, it  is  unlikely  that  the  publishing  of 
phoney  health  books  can  be  stopped.  Only 
if  the  book  runs  into  conflict  with  the  label- 
ling laws  can  it  be  removed  from  the  mar- 
ket. 

The  American  Medical  Association  coop- 
erates with  the  Food  and  Drug  Administra- 
tion to  identify  and  to  stop  medical  frauds 
and  quackery.  The  American  Medical 
Association  also  appears  a logical  organ- 
ization to  identify  books  that  give  false  or 
misleading  information.  It  is  also  an  or- 
ganization that  can  and  does  provide  an 
aggressive  program  of  publishing  authorita- 
tive information.  Frequent  press  releases 
with  facts  offered  by  recognized  experts 
could  diminish  the  sales  appeal  of  books 
such  as  Calories  Don’t  Count.  Hopefully, 
this  could  be  done  before  many  people  have 


PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebras- 
ka, 3 nursing  homes  in  town,  good  territory.  Write 
Box  8,  Beaver  City,  Nebraska. 

FOR  SALE  — Complete  office  equipment  in- 
cluding X ray,  EKG,  refraction  equipment,  2 exam- 
ining rooms,  etc.  Excellent  condition.  Inventory 
on  request.  Melvin  S.  Hoyt,  M.D.,  20  S.  Carr, 
North  Platte,  Nebraska. 

INTERNIST  — Needed  by  12  man  group  in  Iowa 
town  of  30,000.  Partnership  in  two  years.  Salary 
open.  Write  Box  18,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

YOUNG  PHYSICIAN  — Would  like  House  Doc- 
tor appointment  in  Omaha,  Council  Bluffs,  Lin- 
coln area  for  about  6 months  prior  to  beginning 
training  in  a new  field.  Write  Box  20,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

ASSOCIATE  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3,000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 

YOUNG  GENERAL  PRACTITIONER  WANTED 
— Fourth  member  needed  for  group  practice. 
Large  clinic  building  in  town  of  8,000  with  a 
very  large  trade  area.  Salary  first  year  with 
partnership  thereafter  if  mutually  agreeable. 
Contact:  Slagle  Clinic,  Alliance,  Nebraska. 


paid  a great  sum  of  money  for  what  ap- 
pears to  be  nonsense.  Although  the  Amer- 
ican Medical  Association  has  done  much  good 
as  a watchdog  of  the  Public  Health,  it  is 
hoped  that  it  will  increase  its  efforts  and 
effectiveness  in  order  to  “turn  the  strong, 
bright  light  of  truth  on  some  of  the  tor- 
tured hocum  being  sold  as  health  information 
in  the  bookstores  of  the  nation.” 

New  Drugs  in  the  Cold  War — 

We  are  now  engaged  in  what  is  probably 
the  greatest  struggle  between  nations  in  all 
history.  We  call  it  the  Cold  War.  It  is  a 
war  that  requires  our  efforts  in  many  fields. 
In  some,  we  have  been  most  successful.  One 
of  these  is  the  improved  treatment  of  dis- 
eases. New  drugs  are  an  important  factor 
in  our  success  in  this  area.  Our  excellence 
in  the  treatment  of  disease  may  very  well  be 
decisive  in  the  ultimate  outcome.  Surely  our 
efforts  should  be  directed  to  maintaining 
and  increasing  our  leadership.  This  is  no 
time  for  legislative  changes  that  create  a 
possibility  of  retarding  our  continue  prog- 
ress. S.  1552  (Kefauver  Bill)  not  only  en- 
tails such  a possibility  but,  in  my  judgment, 
would  almost  certainly  do  precisely  this. — 
Lowell  T.  Coggeshall,  M.D.,  Vice  President, 
University  of  Chicago,  to  Senate  Subcom- 
mittee on  Antitrust  and  Monopoly. — Journal 
Michigan  State  Medical  Society. 


Your  trouble  is  your  eyes  are  bigger  than 
what  you  can  stomach. 
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SPECIAL  COUGH  FORMULA 

W Children 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  ml.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 
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Current  Comment 

How  to  Spot  Cancer  Quacks — 

E.  G.  Miller,  M.D.,  president  of  the  Pub- 
lic Health  Cancer  Association  of  America, 
speaking  at  the  recent  Institute  on  Cancer 
Control  at  the  University  of  Michigan,  of- 
fered these  tell-tale  signs  to  help  the  public 
spot  the  cancer  quack  and  his  phoney  drugs 
and  devices: 

— His  methods  is  usually  “secret.” 

— Only  the  quack  and  his  assistants  can 
use  it. 

— It  is  highly  praised  by  people  least  qual- 
ified to  judge. 

— The  quack  often  claims  he’s  “persecut- 
ed” by  the  “medical  trust.” 

Doctor  Miller  said  the  public  spends  one 
billion  dollars  a year  on  quackery,  or  rough- 
ly one-twentieth  of  the  nation’s  total  health 
bill.  Some  Federal  agencies  such  as  the 
Food  and  Drug  Administration,  Fair  Trade 
Commission,  Post  Office  and  Department  of 
Justice  can  exert  control  over  certain 
branches  of  quackery,  said  Doctor  Miller. 
But  he  urged  “supplementation  of  these  ef- 


forts by  effective  local  and  state  enforce- 
ment.”— Journal  Michigan  State  Medical 
Society. 
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Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
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sustained-action  feature.)  The  counterbalance  between  tivo  antihistamines 
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The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations  at  the 

Palmer  House. 


Current  Comment 

The  Month  in  Washington — 

A public  Health  Service  study  of  possible 
links  between  cigarette  smoking  and  lung 
cancer  got  underway  with  appointment  of  a 
10-member  advisory  committee  including 
eight  physicians  from  the  academic  field. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  P.H.S.  and  chairman  of  the  committee, 
said  he  selected  the  10  members  on  the  basis 
of  geographic  distribution  and  balance 
among  professional  disciplines,  scientific  ob- 
jectivity, competence  in  special  fields  of 
interest,  ability  to  think  broadly  outside  of 
one  particular  field  of  interest,  and  ability 
to  critically  analyze  a point  of  view. 

In  addition  to  being  a committee  mem- 
ber, Dr.  Stanhope  Bayne-Jones  also  is  serv- 
ing as  a special  consultant  to  the  committee 
staff.  He  is  a former  dean  of  the  Yale 
School  of  Medicine  and  a former  president 
of  the  American  Society  of  Pathology  and 
Bacteriology. 

“This  committee  is  not  merely  an  aggre- 
gate of  ten  men,”  the  Surgeon  General  said. 
“It  is  a composition  of  specialists  covering 


the  broad  range  of  medical  sciences  involved 
in  evaluating  the  complex  relationship  be- 
tween tobacco  smoking  and  health.  I expect 
the  committee  to  be  a dynamic,  productive 
and  creative  group  that  will  shed  light  on 
these  complex  questions.” 

The  committee  members  were  selected 
from  a list  of  approximately  150  names  sub- 
mitted by  Federal  agencies,  voluntary  health 
organizations  and  the  tobacco  industry. 

In  the  first  phase  of  its  activity,  the  com- 
mittee is  making  a comprehensive  review 
of  all  available  data  on  smoking  and  other 
factors  in  the  environment  that  may  affect 
health.  It  is  expected  that  this  review  will 
be  completed  by  next  summer. 

The  second  phase  of  the  study  will  con- 
cern recommendations  for  action.  No  deci- 
sion on  how  the  second  phase  is  to  be  con- 
ducted will  be  made  until  the  first  phase 
has  been  completed. 

Soon  after  appointment  of  the  commit- 
tee, the  National  Cancer  Institute  under 
P.H.S.  issued  a new  booklet  “Cancer  Cause 
and  Prevention”  which  referred  to  the  con- 
( Continued  on  page  36- A) 
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METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 

STRENGTHENS  THE  COLONIC  REFLEX 


((The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  wall — w 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578, 
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The  Month  in  Washington — 

(Continued  from  page  32- A) 

elusion  reached  by  the  P.H.S.  in  1959  that 
smoking  is  the  principal  reason  for  the  steep 
rise  in  lung  cancer  cases. 

The  booklet  discusses  cancer  as  a prevent- 
able disease.  It  describes  environmental 
and  personal  factors  involved  in  the  causa- 
tion of  cancer,  and  occupational  cancer  haz- 
ards that  to  some  extent  may  be  avoided.  It 
goes  into  the  problems  of  air  pollution,  ra- 
diation exposure,  and  food  additives. 

The  booklet  points  out  that  as  the  older 
age  group  in  the  population  increases,  more 
people  are  living  long  enough  to  develop  can- 
cer induced  by  exposure  to  a causative 
agent  earlier  in  life.  Such  cancers  may  take 
as  long  as  40  years  to  appear,  it  says. 

“Thus,”  the  publication  concludes,  “mor- 
tality from  malignant  disease  in  the  future 
can  be  reduced  by  continuous  identification 
and  eradication  of  cancer  hazards.” 

The  Food  and  Drug  Administration  was 
criticized  as  to  both  policies  and  operation 
by  a Citizens  Advisory  Committee  and  some 
members  of  Congress. 


A special  advisory  committee  — appoint- 
ed by  the  Secretary  of  Health,  Education 
and  Welfare  and  headed  by  Dr.  George  Y. 
Harvey,  a political  science  lecturer  at  the 
University  of  Missouri  — said  the  F.D.A. 
had  fallen  short  in  carrying  out  its  respon- 
sibility of  protecting  the  American  public 
against  unsafe  drugs,  therapeutic  devices 
and  foods. 

The  F.D.A.  came  in  for  even  sharper  criti- 
cism from  Sen.  Hubert  H.  Humphrey  (D., 
Minn.),  who  indicated  his  Senate  Govern- 
ment Operations  Subcommittee  would  hold 
hearings  in  December  on  the  agency.  He 
charged  the  F.D.A.  lacks  the  ability  and 
competence  to  carry  out  the  new  drug  law 
effectively. 

He  accused  the  agency  of  failure  to  keep 
in  touch  with  other  government  health  proj- 
ects and  outside  experts. 

“Drugs  have  been  approved  which  F.D.A. 
now  admits  should  never  have  been  ap- 
proved,” Humphrey  said.  “Drugs  have  been 
kept  on  the  market  long  after  F.D.A.  admits 
they  should  have  been  eliminated  from  the 
market.” 

(Continued  on  page  42- A) 
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Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  "reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  BI2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 
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STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  full 
page  advertisement  appearing  else- 
where in  this  issue: 

WARREN  - SURGERY 

A valuable  new  volume  emphasiz- 
ing today's  principles  of  surgical 
disease  rather  than  mere  mechan- 
ical techniques. 

SCHMEISSER  - A CLINICAL  MANUAL  OF 
ORTHOPEDIC  TRACTION  TECHNIQUES 
Clearly  describes  and  illustrates 
the  application  and  advantages  of 
traction  in  the  management  of 
common  fractures. 

WECHSLER  - CLINICAL  NEUROLOGY 
Helpful  information  on  the  diag- 
nosis and  management  of  virtually 
every  clinical  neurologic  problem 
you'll  meet  in  daily  practice. 
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C.  C.  Kimball  Company 
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You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebras- 
ka, 3 nursing  homes  in  town,  good  territory.  Write 
Box  8,  Beaver  City,  Nebraska. 

FOR  SALE  — Complete  office  equipment  in- 
cluding X ray,  EKG,  refraction  equipment,  2 exam- 
ining rooms,  etc.  Excellent  condition.  Inventory’ 
on  request.  Melvin  S.  Hoyt,  M.D.,  20  S.  Carr, 
North  Platte,  Nebraska. 

INTERNIST  — Needed  by  12  man  group  in  Iowa 
town  of  30,000.  Partnership  in  two  years.  Salary 
open.  Write  Box  18,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

YOUNG  PHYSICIAN  — Would  like  House  Doc- 
tor appointment  in  Omaha,  Council  Bluffs,  Lin- 
coln area  for  about  6 months  prior  to  beginning 
training  in  a new  field.  Write  Box  20,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

ASSOCIATE  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3,000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 


The  Month  in  Washington — 

(Continued  from  page  36-A) 

The  16  doctors,  educators,  businessmen 
and  consumers  on  the  advisory  committee  re- 
ported to  H.E.W.  Secretary  Anthony  J.  Cele- 
brezze  after  a year-long  study  of  F.D.A. 
programs  and  procedures. 

Making  10  major  recommendations  for 
overhauling  F.D.A.’s  approach  to  consumer 
protection,  the  panel  said  the  federal  agency 
had  been  relying  on  “after-the-fact  en- 
forcement” of  regulations  rather  than  tak- 
ing more  preventive  action. 

Celebrezze  promised  that  the  report  would 
get  a “most  careful  analysis.”  He  said 
steps  already  were  being  taken  to  assure  the 
public  adequate  protection  through  admin- 
istrative action  and  under  the  new  drug 
safety  law  recently  passed  by  Congress. 

“Although  inspection  and  punitive  action 
are  vitally  necessary,”  the  committee  said, 
“the  time  has  arrived  for  a more  construc- 
tive approach.  After-the-fact  enforcement 
is  not  always  good  consumer  protection. 
Other  approaches  along  preventive  lines 
should  be  developed.”  (From  A.M.A.  Wash- 
ington Office). 
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equivalent  to  tetracycline 
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Potassium 
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Usual  pediatric  dosage: 

Vz  teaspoonful  per  IVz  to  10 
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day,  administered  in  two  to 
four  equally  divided  doses. 
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Liquid  asset 

Now  that  we  have  added  a new  liquid-dosage  form  to  our 
Panalba*  family,  you  may  prefer  to  begin  treatment 
with  Panalba  KM*  Drops  when  dealing  with  infections 
caused  by  susceptible  organisms  in  infants  and  children. 
From  the  outset,  pending  laboratory  determinations, 
your  treatment  is  broadened  in  antibacterial  coverage 
because  of  the  simultaneous  administration  of 
two  antibiotics  that  complement  each  other.  They  were 
carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth 
of  coverage)  and  novobiocin  (selected  for  its  unique 
effectiveness  against  staph).  That  is  why  Panalba  offers 
excellent  chances  for  therapeutic  success. 
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tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Current  Comment 

Drug  Firms  Donate — 

Prescription  drug  companies  and  their 
charitable  foundations  spent  $25  million  on 
public  service  activities  in  1961,  amounting 
to  4.3  per  cent  of  their  net  taxable  incomes. 

The  survey  report,  containing  detailed  in- 
formation, revealed  that  drug  firms’  dona- 
tions rank  well  above  the  all-industry  aver- 
age for  public  service  contributions. 

The  $25  million  in  contributions  includes 
$11  million  in  cash  donations  and  $13  mil- 
lion in  public  service  activities  financed  by 
drug  companies.  A recent  National  Founda- 
tion’s analysis  of  more  than  one  million 
corporation  income  tax  returns  shows  gifts 
averaging  one  per  cent  of  taxable  income. 
By  comparison,  prescription  drug  industry 
donations  are  twice  this  percentage.  The 
portion  of  their  incomes  spent  on  total  pub- 
lic service  activities  is  four  times  as  much. 

The  largest  share  of  the  industry’s  cash 
contributions,  $6.2  million,  went  for  sup- 
port of  schools  and  universities  by  grants, 
fellowships,  and  scholarships.  The  compan- 
( Continued  on  page  46- A) 
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Drug  Firms  Donate — 

(Continued  from  page  44-A) 

ies  also  gave  $2.7  million  to  United  Fund 
drives,  local  and  national  health  and  wel- 
fare agencies,  and  in  grants  to  hospitals. 
Another  $2.2  million  was  given  to  church 
and  civic  organizations,  for  various  special 
programs,  and  to  support  a wide  range  of 
•cultural  activities. 


Professional  Liability  Insurance — 

A study  of  professional  liability  insurance 
recently  conducted  by  the  California  Med- 
ical Association  and  the  California  Hospital 
Association  is  of  interest  to  all  physicians. 

The  study  report  begins:  “To  be  sued 

for  malpractice  and  have  a verdict  returned 
against  him  is  most  unpleasant  for  a physi- 
cian. But  it  can  be  doubly  distressing  if  the 
physician  carries  no  professional  liability  in- 
surance or  the  limits  of  his  liability  are  in- 
sufficient to  cover  the  amount  of  the  jury’s 
award.  Interviews  with  such  physicians, 
their  professional  colleagues,  their  patients, 
their  insurance  counselors,  and  their  attor- 
neys reveal  that  all  too  frequently  physicians 
(Continued  on  page  47-A) 
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Professional  Liability  Insurance — 

(Continued  from  page  46-A) 

fail  to  carry  either  any  or  sufficient  profes- 
sional liability  insurance.” 

In  conclusion,  the  report  states:  “A  sur- 

vey to  ascertain  the  extent  of  malpractice 
coverage  of  doctors  on  the  staff  of  two  large 
Los  Angeles  hospitals  revealed  there  are 
physicians  and  surgeons  who  carry  no  lia- 
bility insurance  whatsoever.  Furthermore, 
about  10  per  cent  of  the  doctors  in  the  sur- 
gical specialties  and  twice  as  many  in  med- 
icine and  general  practice  are  carrying  limits 
of  insurance  in  the  amount  of  $50,000  or 
less.  Doctors  in  the  younger  and  older  age 
groups  tend  to  carry  less  liability  insurance 
than  those  in  the  intermediate  age  bracket. 
Adequate  malpractice  insurance  coverage  for 
each  doctor  is  necessary  to  protect  his  estate, 
his  patients,  and  the  physicians  with  whom 
he  works.” 

It  is  interesting  to  note  that  the  California 
Medical  Association  believes  a minimum  cov- 
erage of  $100,000  should  be  carried  by  all 
physicians.  — The  Penensylvania  Medical 
Journal. 
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HAIL,  AND  FAREWELL! 

Announcement  has  been  made  in  the  press 
that  at  the  December  10,  1961  meeting  of 
the  Board  of  Trustees  I tendered  my  resig- 
nation as  Executive  Secretary  of  the  Ne- 
braska State  Medical  Association  effective 
on  January  1,  1962. 

I am  sure  that  all  of  my  doctor  friends  in 
Nebraska  and  my  associates  in  the  medical 
executive  field  will  immediately  recognize 
that  this  was  one  of  the  most  difficult  deci- 
sions of  a lifetime.  However,  an  evaluation 
of  my  health  situation  and  the  advice  of  my 
doctors  indicated  that  this  was  the  only 
sensible  thing  to  do.  The  final  decision  was 
made  only  after  a great  deal  of  searching 
thought.  It  is  extremely  difficult  to  break 
close,  personal  ties  of  more  than  twenty-six 
years  standing,  but  there  comes  a time  in  the 
lives  of  all  of  us  when  we  must  face  and  ac- 
cept unhappy  and  undesirable  situations. 

As  I write  this  article  the  following  morn- 
ing, many  nostalgic  thoughts  insist  on  creep- 
ing in. 

It  is  well  known  that  when  I took  over  the 
job  as  Executive  Secretary  on  October  1, 
1935,  the  Nebraska  State  Medical  Associa- 
tion was  a loosely  organized  group.  Perhaps 
“unorganized”  is  a better  word.  For  a pe- 
riod of  several  years  I spent  a great  deal  of 
time  driving  all  over  the  state  to  organize 
and  revitalize  county  medical  societies.  It 
was  during  this  period  that  I made  many 
lasting  friendships  with  Nebraska  doctors, 
that  have  been  and  still  are  my  prized  pos- 
sessions. 

The  Nebraska  State  Medical  Journal  was 
losing  money  and  had  an  income  less  than 
two  thousand  dollars  a year.  In  the  inter- 
vening years,  the  gross  has  been  increased 
to  thirty  five  to  forty  thousand  dollars  per 
year.  Under  the  editorship  of  Doctor 
George  Covey,  our  Journal  is  now  recognized 
as  one  of  the  top  medical  publications  in  the 
country. 

The  Annual  Session  normally  consisted  of 
five  or  six  speakers  from  nearby,  with  few 
if  any  exhibitors.  Now  we  have  a meeting 


that  presents  three  sections  and  twenty  to 
twenty-five  speakers  who  are  recognized  as 
among  the  best  in  their  fields.  Thirty-five 
to  forty  technical  exhibits  are  presented  each 
year  to  our  members  for  their  education  in 
every  thing  new  in  medicine. 

A postgraduate  circuit  course  was  organ- 
ized that  brought  top  speakers  into  the 
state  to  spend  a week  touring  the  state,  and 
thus  taking  medical  education  to  our  doc- 
tors. 

Organized  was  a Senior  Medical  Day  pro- 
gram which  every  spring  invites  the  two 
senior  medical  classes  from  our  two  medical 
schools  to  present  them  a picture  they  will 
meet  when  they  enter  practice.  This  was  a 
first  in  Nebraska  and  is  now  being  done  in 
many  of  the  states. 

In  1952  we  started  honoring  our  older 
members  who  have  been  in  practice  for  fifty 
years.  A special  lapel  pin  was  designed  to 
be  presented  to  them  at  the  banquet  at  each 
Annual  Session  as  recognition  of  their  serv- 
ice. This,  too,  was  a Nebraska  first  and  is 
now  being  used  in  many  of  the  states. 

In  1948  the  Nebraska  Medical  Foundation 
was  organized.  This  organization  has  been 
most  helpful  in  providing  loans  for  medical 
students  as  well  as  other  worthy  projects. 

Your  Executive  Secretary  was  elected 
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president  of  the  Medical  Society  Executives 
Association  for  1955-1956  — during  which 
time  an  educational  program  was  estab- 
lished. 

The  Hall  of  Health  was  set  up  as  a health 
exhibit  at  the  Nebraska  State  Fair  in  1955. 
This  exhibit  is  a cooperative  effort  of  many 
health  organizations  in  the  state,  and  is 
viewed  by  thousands  of  fair  goers  every 
year. 

In  1956  I received  a special  merit  citation 
from  the  American  Medical  Association  for 
serving  on  the  Advisory  Committee  to  the 
Director  of  Communications  Division  of  the 
American  Medical  Association. 


We  have  been  able  to  establish  and  main- 
tain a fine  rapport  with  our  many  legislative 
friends  in  the  state,  and  Nebraska  has  a 
medical  practice  act  that  is  the  envy  of  all 
the  states.  Quacks  and  sub-standard  prac- 
titioners are  not  permitted  in  the  state. 
This  is  to  the  benefit  of  our  people. 

In  all,  I have  enjoyed  a full  and  reward- 
ing life  during  these  twenty-six  years,  with 
many  honors  such  as  come  to  few  men.  I 
want  to  thank  all  of  my  close  doctor  friends 
in  Nebraska  and  over  the  entire  United 
States  — including  Hawaii  — as  well  as  my 
many  colleagues  in  the  medical  executive 
field  for  making  all  of  this  possible.  Your 
help,  consideration,  and  many  encouraging 
words  over  the  years  have  made  all  of  this 
possible.  No  one  person  could  do  it  alone. 
I shall  always  be  most  grateful  to  all  of  you. 
Together  we  have  built  an  organization  in 
Nebraska  which  will  endure,  and  of  which 
all  of  us  can  be  justly  proud. 

Yes,  memories  will  always  creep  in! 

I leave  you  a well  trained  and  enthusiastic 
Executive  Assistant  who  will  take  over  as 
Executive  Secretary  on  January  1,  1962,  and 
a staff  of  efficient  people  who  are  dedicated 
to  medicine. 

The  work  will  go  on. 

And  now  • — 

The  shadows  lengthen  and  the  evening 
comes. 


Hail,  and  Farewell. 

— 30  — 


M.C.S. 


A MESSAGE  TO  MERRILL  SMITH  . . . 

Dear  Merrill : 

Thanks  for  more  than  25  years  of  devoted 
and  dedicated  service  to  the  Nebraska  State 
Medical  Association  and  its  members.  We 
accept  your  resignation  with  deep  regret. 

Your  long  record  of  unselfish  service  to 
the  Nebraska  State  Medical  Association  is 
deeply  appreciated  by  its  members  and  I 
speak  for  them  when  I say  “Thanks  Merrill 
for  a job  well  done.” 

May  you  live  long,  well  and  happily  and 
enjoy  the  fruits  of  your  labors. 

Thank  Ollie,  as  well,  for  her  efforts  and 
sacrifices. 


Truly  yours, 

Arthur  J.  Offerman,  President, 
Nebr.  State  Medical  Assn. 


THE  PRINCIPLE  OF  SUBSIDIARITY 

Quoted  from  “Quadragesimo  Anno,” 
the  encyclical  on  the  reconstruction  of  the 
social  order  written  in  1931: 

(Guest  Editorial) 

“It  is  indeed  true,  as  history  clearly 
proves,  that  owing  to  the  change  in  social 
conditions,  much  that  was  formerly  done  by 
small  bodies  can  nowadays  be  accomplished 
only  by  a large  corporation.  Nonetheless, 
just  as  it  is  wrong  to  withdraw  from  the 
individual  and  to  commit  to  the  community 
at  large  what  private  enterprise  and  in- 
dustry can  accomplish,  so  too  it  is  an  injus- 
tice, a grave  evil  and  a disturbance  of  right 
order  for  a large  and  higher  organization  to 
arrogate  to  itself  functions  that  can  be  per- 
formed efficiently  by  smaller  and  lower 
bodies.  This  is  a fundamental  principle  of 
social  philosophy,  unshaken  and  unchange- 
able, and  it  retains  its  full  truth  today.  Of 
its  very  nature  the  true  aim  of  all  social 
activity  should  be  to  help  individual  mem- 
bers of  the  social  body,  but  never  to  destroy 
or  absorb  them.” 

This  is  the  principle  of  subsidiarity  which 
is  operative  in  a democracy  and  particularly 
is  applicable  to  the  social-economic  aspects 
of  health  care. 


Arthur  J.  Offerman,  M.D. 
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A COMMUNICATIONS  BLOCK 

Physicians  know  that  they  must  put  up  a 
continuous  fight  in  order  to  avoid  being 
swamped  by  the  socialistic  activities  in  our 
land.  It  has  not  always  been  easy  to  make 
ourselves  believe  there  is  any  danger  ahead 
for  the  American  way  of  practicing  our  pro- 
fession and  to  make  ourselves  do  our  part 
to  avoid  state  medicine.  When  convinced, 
most  of  us  have  felt,  it  seems,  that  our  part 
in  this  fight  lay  with  Congress  and  other 
governmental  agencies  who  are  in  a position 
to  put  pressure  in  the  right  spots  to  help 
the  Socialists.  Much  of  the  time  we  have 
failed  to  appreciate  that  the  people  should 
be  urged  and  guided  to  take  part  in  this 
battle  and  that  we  should  make  every  effort 
to  get  them,  the  public,  on  our  side.  If  we 
could  sell  the  people  at  large  on  the  evils  of 
state  medicine  and  induce  them  to  help  pres- 
sure our  Senators  and  Representatives  to 
vote  against  all  attempts  to  force  state  medi- 
cine on  the  people  (rather  than  on  the  doc- 
tors), Congressman  would  listen.  After  all 
is  said,  the  votes  of  the  people  at  large  are 
far  more  important  than  those  of  the  rela- 
tively few  physicians,  and  it  takes  votes  to 
elect  Congressmen. 

Acting  on  this  theory,  the  Colorado  State 
Medical  Society  conducted  a statewide  opin- 
ion poll,  through  a professional  research 
firm.  The  objective  of  the  survey  was  to 
test  public  awareness  and  opinion  on  the 
question  of  medical  care  for  the  aged.  Here, 
in  brief,  is  what  they  found  out,  as  given 
in  The  PR  Doctor,  current  issue: 

— “Coloradans  are  only  vaguely  aware  of 
proposed  measures  for  aged  medical 
care,  and  for  the  most  part,  are  com- 
pletely uninformed  about  them  . . .” 

— “On  the  subject  of  socialized  medicine, 
one  in  every  four  persons  had  no  clear 
concept  of  what  the  term  meant.” 

— “Although  more  than  80  per  cent  of  Col- 
oradans interviewed  favor  some  form 
of  medical  care  for  the  aged,  they  are 
two  to  one  against  a compulsory  gov- 
ernment program  which  includes  all 
aged  persons  regardless  of  need  . . . 
Less  than  half  of  those  interviewed, 
however,  feel  that  doctors  are  doing  all 
that  they  can  to  help  the  medically  in- 
digent . . 

These  findings  seem  to  indicate  a trend 
to  public  indifference  and  misinformation. 


If  physicians  realize  the  importance  of  stim- 
ulating public  interest  and  of  furnishing  the 
people  with  the  information  we  have  on  the 
evils  of  socialized  medicine  as  it  affects  the 
people  and  the  doctor,  this  trend  to  indif- 
ference may  be  reversed.  An  aroused  public 
would  be  far  more  potent  in  guiding  our 
lawmakers  than  all  the  letters  we  may  write 
to  our  Senators  and  Representatives.  Both 
communication  with  our  Congressmen  and 
efforts  on  our  part  to  engage  the  help  of  the 
people  are  necessary.  It  seems  that  we  may 
have  had  a block  in  our  communications  with 
the  public,  and  every  effort  to  break  up  this 
block  should  be  undertaken  speedily.  It  is 
well  for  medical  societies  to  undertake  such 
activity,  as  the  Colorado  State  Medical  So- 
ciety is  now  doing,  but  we  must  not  leave  it 
all  for  someone  else  to  do.  Individuals  may 
be  more  effective  than  large  groups  in  cer- 
tain instances.  Both  are  important. 


X RAY 

On  discovery  of  the  Roentgen  ray,  it  was 
called  the  X ray.  It  is  notable  that  R and  X 
are  capitalized  and  that  the  two  words, 
Roentgen  ray  and  X ray,  have  no  hyphens. 
These  items  are  correct  as  stated  in  Web- 
ster’s International  Dictionary,  Second  Edi- 
tion, unabridged.  From  this  same  source  it 
is  learned  that  Roentgen  may  be  spelled  with 
a lower  case  letter,  r,  but  the  same  is  not 
true  of  the  word,  X ray. 

When  X ray  (noun)  is  to  be  used  as  an 
adjective,  it  is  to  be  hyphenated,  X-ray.  The 
word  cannot  correctly  be  used  as  a verb  • — 
that  is  we  cannot  X ray  (or  X-ray)  the  skull 
or  other  part.  We  can  take  Roentgenograms 
or  X rays  and  can  study  X-ray  films. 

It  has  become  common  usage  to  reduce 
this  whole  affair  to  one  word,  x-ray.  This 
makes  for  simplicity,  but  it  is  incorrect.  The 
time  may  come  when  this  reduction  and  sim- 
plification of  our  vocabulary  is  accepted  as 
good  usage.  Until  then,  we  should  adhere 
to  the  correct  form. 


Doctors  in  Saskatchewan  want  no  part 
of  a government-controlled  prepaid  medical 
plan,  according  to  an  article  from  the  Toron- 
to Daily  Star,  reprinted  in  the  July  issue  of 
Public  Health  Economics. 
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Comments  From 
Your  President 


AMERICAN  MEDICAL  POLITICAL 
ACTION  COMMITTEE  (AMP AC) 

A PROGRESS  REPORT 

The  American  Medical  Association’s  House 
of  Delegates,  meeting  in  Denver,  Colorado, 
November  27-29,  1961,  warmly  endorsed  and 
enthusiastically  approved  the  formation  of 
AMP  AC  in  every  State  in  the  Union. 

Leading  members  of  the  medical  profes- 
sion from  Nebraska  attending  the  Denver 
meeting  of  the  A.M.A.  assumed  the  leader- 
ship in  forming  an  AMPAC  group  for  Ne- 
braska. 

It  is  anticipated  that  AMPAC  will  be  in 
operation  in  Nebraska  early  in  1962. 

It  was  emphasized  at  the  Denver  meeting 
that  effective  political  action  and  education 
of  the  electorate  must  be  carried  out  at  local 
or  state  level  and  effective  implementation 
must  be  done  by  local  groups  of  physicians, 
their  families  and  their  friends. 

AMPAC  now  provides  an  opportunity  and 
a mechanism  for  physicians  to  carry  out 
their  political  obligations.  But  this  will  not 
be  simply  a matter  of  contributing  money  or 


lending  the  use  of  names  on  a letterhead. 
And  there  will  be  no  neat,  dramatic,  nicely 
wrapped,  do-it-yourself  package  telling  you 
exactly  how  to  win.  AMPAC,  to  be  effec- 
tive, will  require  time,  hard  work,  personal 
contacts,  pavement  pounding,  doorbell  ring- 
ing and  all  other  essentials  of  political  activ- 
ity from  the  national  to  the  precinct  level. 

It  must  be  clearly  understood  that 
AIM P AC  is  an  organization  separate  and  dis- 
tinct from  the  Nebraska  State  Medical  As- 
sociation as  required  by  Federal  Law. 

Nebraska  AMPAC  deserves  the  whole- 
hearted support  of  every  member  of  the  med- 
ical profession  in  Nebraska.  It  is  much 
later  than  you  think,  in  the  time  table  of  the 
social  planners.  The  “titanic  struggle”  for 
socialization  of  American  medicine  has  been 
joined,  but  the  Doctors  of  America  will  win 
it,  if  they  work  hard  enough. 

Doctor  — will  you  do  your  part  in  this 
fight  for  freedom? 

Arthur  J.  Offerman,  M.D., 
President. 
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ARTICLES 


Endocrine  Disorders 

Resulting  from 

Genetic  Defects* 


The  application  of  the  science  of  genetics,  the 
rapidly  increasing  knowledge  of  enzymes,  and 
inborn  molecular  defects  and  their  important 
places  in  physiology  and  physiologic  chemistry 
are  well  illustrated  in  this  article.  Known  aber- 
rations due  to  genetic  defects  were  four  in  num- 
ber half  a century  ago,  but  now  well  over  50 
are  recognized.  Abnormal  enzymes  or  enzyme- 
activities  are  more  recently  recognized  actors 
on  the  stage  of  medicine.  This  author  dips  into 
all  these  fields,  although  the  major  considera- 
tions are  conditions  resulting  from  genetic  ab- 
normalities related  to  genes  and  chromosomes. 

—EDITOR 

GENETIC  defects  may  give  rise 
to  endocrine  disorders  and  are 
considered  under  the  concept 
of  inborn  errors  of  metabolism.  Originally 
only  four  metabolic  disorders  were  so 
grouped,  namely,  abinism,  alkaptonuria,  cys- 
tinuria  and  pentosuria.  They  had  certain 
features  in  common:  first,  the  abnormality 
could  be  discovered  in  the  first  few  days 
or  weeks  of  life;  second,  there  was  some 
familial  occurrence ; third,  the  conditions 
were  relatively  benign  and  compatible  with 
normal  life  expectancy,  and  fourth,  they  oc- 
curred more  frequently  in  consanguineous 
marriages.1 

Since  the  first  part  of  this  century,  known 
inborn  errors  of  metabolism  have  increased 
to  well  over  50.  These  errors  in  metabolism 
arise  from  disarrangement  of  the  genes 
which  are  submicroscopic  substances  on  the 
chromosomes.  Of  the  22  pairs  of  nonsex 
chromosomes  (autosomes)  and  one  pair  of 
sex  chromosomes,  one  member  of  each  pair 
is  derived  from  the  father  and  one  from  the 
mother. 

The  disturbances  caused  by  inborn  errors 
of  metabolism  cover  a variety  of  abnormal- 
ities. They  may  be  classified  as  follows: 
(1)  disturbances  of  molecular  structure  in- 
cluding sickle  cell  anemia  and  other  abnorm- 
al hemoglobins,  and  abnormalities  of  the  red 
cells;  (2)  disturbances  in  molecular  struc- 
ture which  include  alterations  in  plasma  pro- 
teins and  clotting  factors;  (3)  disturbances 
in  molecular  function  or  enzymic  defects 
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which  include  abnormalities  in  amino  acids 
and  carbohydrate  metabolism  (under  this 
heading  also  come  several  endocrine  and 
pigment  disorders)  ; (4)  disturbances  in 

renal  transport  mechanisms  which  include 
nephrogenic  diabetes  insipidus,  renal  gly- 
cosuria, Fanconi’s  syndrome,  and  so  forth. 
The  fifth  classification,  according  to  Hsia, 
of  which  the  mechanism  or  etiology  is  un- 
known, includes  disturbances  in  lipoid  met- 
abolism, muscular  dystrophies  and  miscel- 
laneous metabolic  disorders. 

Great  strides  in  the  study  of  some  of  these 
inborn  errors  of  metabolism  have  resulted 
from  two  discoveries.  First  was  the  recog- 
nition of  the  sex  chromatin  mass2  which  is 
adherent  to  the  inner  surface  of  the  nuclear 
membrane  and  is  present  in  70  to  80  per 
cent  of  females  and  in  only  an  average  of 
4.5  per  cent  of  males,  as  found  in  oral 
smears  or  skin  biopsies.  Sex  chromatin  pat- 
terns may  also  be  determined  by  examina- 
tion of  polymorphonuclear  cells  in  blood 
smears.  An  accessoiy  lobule,  or  drumstick 
projection,  occurs  in  1 to  10  per  cent  of  fe- 
males; none  are  found  in  males.  Thus,  the 
finding  of  a larger  percentage  identifies  the 
chromosomic  female  and  vice  versa.  The 
second  discovery  was  one  of  technique 
whereby  chromosomes  could  be  more  accur- 
ately counted.3'4  For  many  years  scientists 
have  maintained  that  there  were  48  chromo- 
somes (24  pairs),  but  by  the  improved  meth- 
ods there  is  now  little  doubt  that  there  are 
46,  or  22  pairs  of  autosomes  (nonsex 
chromosomes),  and  one  pair  of  sex  chromo- 
somes which  are  designated  XX  in  the  fe- 
male and  XY  in  the  male.  The  relationship 
of  the  XX  chromosome  to  the  chromatin 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1961. 
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areas,  which  can  easily  be  seen  in  females, 
is  not  as  yet  clearly  defined,  although  evi- 
dence points  to  a close  relationship  — espe- 
cially the  probability  that  XX  chromosomes 
are  required  for  a visible  chromatin  mass. 
These  discoveries  have  helped  to  clarify  our 
understanding  of  the  development  of  the  hu- 
man reproductive  system  as  well  as  to  pro- 
vide an  exploratory  tool  in  revealing  the  na- 
ture of  some  of  the  unusual  anomalies  of  sex 
differentiation. 

Known  endocrine  disorders  involving  ab- 
errations of  sex  chromatin  and  chromosome 
patterns  are  ovarian  dysgenesis,  Klinefelt- 
er’s syndrome,  testicular  feminization  and 
certain  instances  of  defective  mentality. 

Ovarian  Dysgenesis 

Ovarian  dysgenesis  is  also  called  ovarian 
agenesis  or  ovarian  short  stature  syndrome. 
A variant  is  Turner’s  syndrome  which,  in 
addition  to  the  features  of  ovarian  dys- 
genesis, is  characterized  by  congenital  web- 
bing of  the  neck  and  increased  carry  angle 
of  the  arms.  Testicular  agenesis  or  Turner’s 
syndrome  has  been  described  in  males  but  is 
exceedingly  rare.  I have  seen  no  reports 
of  such  cases  in  males  in  which  sex  chro- 
matin patterns  have  been  established. 

Children  with  ovarian  agenesis  are  always 
reared  as  females.  Their  growth  is  retard- 
ed and  at  maturity  they  rarely  reach  a height 
exceeding  57  inches.  Breast  development 
and  sexual  hair  are  absent  or  minimal,  and 
menarche  does  not  occur.  As  stated  above, 
some  cases  are  easily  identified  by  the  web- 
bing of  the  neck  and  a low  hair  line.  Other 
defects  have  been  noted,  such  as  coarctation 
and  congenital  heart  disease.  The  majority 
show  a menopausal  type  of  urine  (that  is, 
strongly  positive  follicle  - stimulating  hor- 
mone) although  I have  personally  observed 
one  patient  with  a negative  FSH  test  and 
know  of  one  other  reported  case.  Biopsies 
in  these  cases  show  rudimentary  ovaries. 

Sex  chromatin  patterns  in  our  cases  and 
144  cases  reported  in  the  literature  revealed 
120  chromosomal  males  and  24  chromosomal 
females.5  The  discrepancy  here,  namely, 
some  with  female  chromatin  patterns,  has 
not  been  explained;  this  finding  also  occurs 
in  Klinefelter’s  syndrome. 

Studies  of  the  chromosomes  in  these  cases 
revealed  that  the  sex  chromatin  negative 
cases  (males,  83  per  cent)  showed  only  45 


chromosomes  and  were  considered  XO.  In 
the  sex  chromatin  positive  cases  (males,  17 
per  cent),  46  chromosomes,  the  normal  num- 
ber, were  present,  with  the  sex  chromosomal 
complement  of  XX.  Evidence  indicates  that 
testes  develop  only  in  the  presence  of  a Y 
chromosome  and  for  this  reason  such  per- 
sons develop  as  females  anatomically  because 
of  failure  of  functional  testes  and  because  a 
deficiency  in  X chromosomes  retards  ovarian 
maturation. 

Diagnosis  may  be  made  or  suspected  be- 
fore the  usual  age  of  menarche.  First,  the 
characteristic  webbing  of  the  neck  and  short 
stature  are  present.  Not  all  females  with 
webbing  of  the  neck  and  low  neck  hair  line 
have  ovarian  agenesis.  A positive  FSH  may 
be  observed  earlier  than  the  usual  time  of 
menarche.  Bone  age,  which  averages  two 
years  below  the  chronological  age,  is  not  as 
retarded  as  one  would  expect,  in  contrast  to 
the  true  hypopituitary  dwarf. 

The  only  treatment  is  the  administration 
of  estrogen  which  causes  some  breast  devel- 
opment, periodic  vaginal  bleeding  and  pos- 
sibly some  growth  of  sexual  hair.  Although 
these  persons  are  sterile,  they  do  many. 

Klinefelter’s  Syndrome 

This  interesting  disturbance  of  gonadal 
function  is  characterized  by  tubular  degen- 
eration resulting  in  small  testes  and  usually 
gynecomastia.  Many  are  quite  masculine, 
sexually  potent,  but  sterile.  A strongly  posi- 
tive test  for  FSH  in  the  urine  is  also  found. 
Testicular  biopsies  reveal  tubular  hyaliniza- 
tion  with  abundant  Leydig  cells.  Treatment 
is  futile  until  function  of  the  Leydig  cells 
dwindles  later  in  life  at  which  time  testos- 
terone can  be  given. 

Chromatin  sex  studies  reveal  that  72  of 
88  cases  reported  have  female  chromatin 
patterns,  although  all  are  reared  as  males.5 
In  those  with  a female  chromatin  pattern,  47 
chromosomes  were  found  to  be  present  and 
were  designated  XXY,  XXXY  or  XX YY. 
While  the  presence  of  a Y chromosome 
causes  testicular  formation  in  the  embiyo, 
its  function  is  overridden  by  the  preponder- 
ance of  X chromosomes,  causing  regression 
of  testicular  function  at  or  after  puberty. 
The  chromatin  negative  cases  showed  46 
chromosomes  (normal).  Their  detailed  ex- 
planation of  the  various  possibilities  involved 
in  chromosomal  “mix-up”  is  too  lengthy  and 
uncertain  to  be  discussed  here.  Most  au- 
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thors  agree  that  the  mix-up  is  the  result  of 
faulty  separation  or  dys junction  when  the 
cell  divides.  It  is  obvious  that  there  is  much 
more  to  be  learned. 

Testicular  Feminization  Syndrome 

Persons  with  the  endocrine  disorder,  tes- 
ticular feminization  syndrome,  are  uncom- 
mon. Although  they  are  reared  as  females, 
since  they  have  a female  habitus,  they  are 
often  called  male  pseudohermaphrodites. 
Stature  is  normal,  menarche  does  not  take 
place,  and  sexual  hair  is  absent  or  scanty. 
Testes  are  present  in  the  labia  majora,  in- 
guinal canals  or  within  the  abdomen.  The 
vagina  may  be  incompletely  developed  and  a 
rudimentary  uterus  and  fallopian  tubes  may 
be  present. 

The  sex  chromatin  pattern  is  male.  The 
normal  number  of  chromosomes  is  present 
and  the  sex  chromosomal  complement  is  XY 
(male).  Quite  often  the  condition  is  known 
to  be  familial  and  may  be  a sex-linked  re- 
cessive gene  or  sex-limited  autosomal  gene. 
This  condition  therefore  is  inadequately  ex- 
plained at  present.  As  pointed  out  by  Pata- 
nelli  and  Nelson,5  the  mere  presence  of 
testes  is  insufficient  to  prevent  female  de- 
velopment. 

A third  type  of  sex  chromosomal  anomaly 
was  predicted  — the  super-female  with  a 
chromosomal  complement  labeled  XXX.  One 
such  case  has  been  reported;  however,  it 
was  found  that  this  patient  was  not  a super- 
female but  one  with  underdeveloped  sex  or- 
gans and  breasts.6  More  recently  a fourth 
type,  an  XXXX  or  tetra  X anomaly,  has 
been  reported  in  two  mentally  retarded  fe- 
males. They  had  normal  genital  develop- 
ment, with  normal  catamenia.7 

Mongolism 

The  riddle  of  the  cause  of  mongolism  has 
now  been  shown  to  involve  the  same  mech- 
anism as  described  above,  and  while  it  is  not 
primarily  an  endocrine  disorder,  it  has  so 
often  been  labeled  such  in  the  past  that  I 
mention  it  here  only  in  passing.  Mongolian 
children  have  an  additional  autosomal 
chromosome,  making  a total  of  47. 

Congenital  Adrenogenital  Syndromes 

Congenital  adrenogenital  syndromes  do 
not  involve  any  aberration  of  sex  chromo- 
somal patterns,  but  represent  a genetic  in- 
born error  of  enzyme  metabolism.  The  de- 


fect occurs  in  both  males  and  females.  In 
females  it  can  be  recognized  at  birth  by  the 
presence  of  an  enlarged  clitoris,  and  for 
this  reason  some  (10  per  cent)  are  reared  as 
males.  When  it  occurs  in  males,  the  infant 
at  birth  has  a larger  than  normal  penis. 
As  the  male  child  grows,  the  penis  is  dis- 
proportionately larger  than  the  testes. 

The  17-ketosteroid  determination  is  al- 
ways considerably  elevated.  Bone  age  is  ad- 
vanced even  at  birth.  Linear  growth  pro- 
ceeds more  rapidly  than  normally  but  stops 
around  nine  or  ten  years  of  age.  In  males 
one  thinks  of  precocious  puberty ; in  females, 
the  term  female  pseudohermaphroditism  is 
applicable. 

There  are  three  variants  of  this  syndrome : 
( 1 ) excessive  production  of  androgen  with 
virilization;  (2)  excessive  production  of  an- 
drogen with  virilization  and,  in  addition, 
salt-losing  effects  (low  sodium,  low  carbon 
dioxide,  high  potassium),  which  simulates 
clinical  adrenal  insufficiency  and  results 
from  failure  of  aldosterone  production,  and 
(3)  excessive  production  of  androgen  with 
virilization  plus  excessive  production  of  11- 
desoxyhydrocortisone3  or  desoxycorticoster- 
one  products,  both  of  which  may  raise  blood 
pressure. 

It  is  important  to  recognize  these  syn- 
dromes, since  cortisone  readily  corrects  the 
excessive  androgen  production.  Normal 
growth  and  development  then  take  place  as 
well  as  reduction  of  blood  pressure  in  the  pa- 
tient with  hypertension.  Desoxycorticoster- 
one  or  salt  may  be  lifesaving  in  the  salt- 
losing type. 

Congenital  adrenogenital  syndromes  are 
caused  by  an  inborn  enzymic  defect  which 
prevents  the  elaboration  of  cortisol  (or  hy- 
drocortisone). Cortisol  is  the  normal  inhib- 
itor and  regulator  of  ACTH  (corticotropin) 
of  the  pituitary  body.  Without  cortisol, 
ACTH  is  produced  in  large  amounts,  thus 
stimulating  the  adrenal  cortex  to  overpro- 
duce androgens  and,  to  a lesser  extent,  estro- 
gens. The  excess  of  circulating  androgens 
causes  virilization  and  also  depresses,  along 
with  estrogens,  gonadotropic  hormones  of 
the  pituitary.  Thus,  female  (or  male)  sex 
hormones  under  control  of  gonadotropin  are 
not  secreted  by  the  sex  glands  and  hence,  no 
secondary  sex  development  in  the  female 
and  no  testicular  growth  in  the  male.  With 
the  administration  of  cortisone,  ACTH  is 
depressed,  androgen  production  is  reduced  to 
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normal  levels,  gonadotropins  are  released 
and  normal  sexual  function  returns.  As 
pointed  out  by  Wilkins,8  a special  problem 
arises  in  female  pseudohermaphrodites  when 
they  have  been  reared  as  males  and  have 
gone  untreated  to  an  age  when  change  of  sex 
is  psychologically  hazardous.  He  believes 
that  in  such  cases,  if  they  are  to  go  on  as 
males,  hysterectomy  and  ovariectomy  should 
be  performed  to  prevent  feminization  includ- 
ing breast  development  if  cortisone  therapy 
is  instituted  and  continued. 

Familial  Cretinism  With  Goiter 

This  endocrine  disorder,  familial  cretinism 
with  goiter,  is  also  an  inborn  enzymic  defect. 
As  a result,  effective  thyroid  hormone  is  not 
formed.  There  are  at  least  three  recognized 
defects : ( 1 ) failure  to  convert  iodide  to  or- 
ganic iodine;  (2)  failure  of  iodotyrosines  to 
couple  and  form  thyroxin;  and  (3)  failure 
of  iodotyrosines  to  deiodinate,  plus  loss  of 
this  in  urine,  preventing  formation  of  thy- 
roid hormone  in  adequate  amounts.  The 
thyroid  tissue  in  these  cases  shows  hyper- 
plasia. Uptake  studies  before  and  after  the 
administration  of  potassium  sulfocyanate, 
along  with  a family  history,  lead  to  the  di- 
agnosis. These  patients  do  well  on  desic- 
cated thyroid.  If  operation  is  performed 
there  is  a tendency  to  recurrence  even  if 
the  patient  is  given  thyroid  medication. 

The  defect  is  not  always  permanent;  we 
have  seen  patients  presumed,  in  retrospect, 
to  have  this  type  become  euthyroid  or  even 
hyperthyroid. 

Other  Enzymic  Defects 

Retardation  of  growth  and  sexual  develop- 
ment may  result  from  malnutrition,  such  as 
nontropical  sprue,  gluten  sensitivity,  and 
cystic  fibrosis  of  the  pancreas.  At  times 
there  may  be  no  gross  evidence  of  malnutri- 
tion so  that  the  child  might  appear  to  have 
hypopituitarism  or  other  primary  endocrine 
disorder.  Suitable  studies  will  reveal  the 
underlying  defects. 

In  disturbances  in  the  renal  transport 
mechanism  the  following  conditions  suggest 


endocrine  disorders  which  must  be  ruled 
out:  (1)  nephrogenic  diabetes  insipidus; 

(2)  renal  glycosuria,  and  (3)  vitamin  D re- 
sistant rickets.  Unclassified  errors  of 
metabolism  involving  the  endocrine  system 
are  idiopathic  hypoparathyroidism,  pseudo- 
hyperparathyroidism, Laurence-Moon-Biedl 
syndrome,  idiopathic  spontaneous  hypogly- 
cemia, idiopathic  diabetes  insipidus,  diabetes 
mellitus,  and  familial  eunuchoidism. 

Undoubtedly,  many  other  conditions  such 
as  simple  hirsutism  or  obesity  may  be  gen- 
etically determined,  in  addition  to  the  varia- 
tions in  otherwise  normal  and  healthy  per- 
sons. Some  writers  (Hsia)  speak  of  our 
“biochemical  individuality”  which  tends  to 
maintain  the  same  pattern  throughout  life. 

This  is  a brief  review  of  a subject  which 
will  become  of  increasing  importance  in  the 
future.  Not  being  geneticists  or  enzyme 
chemists,  we  can  merely  look  on  from  the 
side  lines.  We  can  better  appreciate  and 
understand  the  reasons  for  the  existence  of 
many  clinical  syndromes  by  so  doing. 
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APPRAISAL  of  the 

Electrocardiogram 

in  the 

Diagnosis  of  Angina  Pectoris* 


MANY  writers  give  the  impres- 
sion the  diagnosis  of  angina 
pectoris  is  so  simple  that  a 
history  of  the  patient  is  all  that  is  neces- 
sary to  arrive  at  a correct  conclusion. 

Levine1  believes  the  diagnosis  of  angina 
can  easily  be  made  from  the  history  alone 
and  in  fact  there  is  no  other  way.  If  a pa- 
tient has  the  classic  symptoms,  he  has  an- 
gina or  is  malingering. 

However,  typical  anginal  pains  are  caused 
by  many  other  conditions,  as  mediastinitis, 
pleurisy,  pericarditis,  cardiac  aneurism,  dis- 
secting aneurism,  cardiospasm,  diaphrag- 
matic hernia,  gallbladder  disease,  intestinal 
angina,  neurocirculatory  asthenia  or  other 
heart  neuroses,  dorsal  neuritis  or  arthritis, 
left  shoulder  arthritis,  myocardial  infarct, 
asthma,  high  blood  pressure,  cardiac  hyper- 
trophy, and  aortic  stenosis  or  regurgitation. 
Every  anterior  chest  pain  should  require  a 
careful  history  and  examination,  while  neces- 
sary laboratory,  X ray,  and  other  instru- 
mental means  should  be  utilized.  There  has 
been  a great  urge  recently  to  confirm  or 
deny  the  existence  of  angina  by  objective 
methods,  such  as  electrocardiographic  trac- 
ings. 

What  Is  Angina? 

Angina  pectoris  is  a paroxysmal  pain- 
syndrome  in  the  substernal  or  precordial 
area  caused  by  an  inadequate  supply  of  oxy- 
gen to  the  myocardium  and  is  brought  on  by 
overstimulation  of  the  heart  through  physi- 
cal, physiologic,  or  psychical  stress. 

Accuracy  of  the  Electrocardiographic 
Method  in  Angina  Pectoris 

Up  to  the  present  time,  after  all  kinds  of 
exercise  tests  the  electrocardiogram  is  posi- 
tive in  from  50-70  per  cent.  Mason2  has 
shown  in  coronary  heart  disease  the  nega- 
tive and  positive  reactors  are  about  equal, 
while  Unterman3  has  reported  62.5  per  cent 
positive  results  in  those  with  overt  angina, 


ARTHUR  L.  SMITH,  SR.,  M.D. 
and 

ARTHUR  L.  SMITH,  JR„  M.D. 
Lincoln.  Nebraska 


and  Robb4  under  the  same  conditions  found 
70.6  per  cent  positive  reactors. 

Electrocardiographic  Results  in 
164  Selected  Angina  Patients 

The  members  of  this  group  were  followed 
from  two  to  12  years,  the  ages  varied  from 
29  to  73  years,  and  134  were  males  and  30 
females.  In  this  series,  using  all  possible 
“trigger”  methods  and  indefinite  exercise 
tests,  114  patients  (69.5  per  cent)  reacted 
positively  and  50  (30.5  per  cent)  negatively. 
The  vectorcardiographic  recordings  made  by 
us6  on  the  same  patients  under  the  same  con- 
ditions showed  positive  reactions  on  147  pa- 
tients (89.6  per  cent)  and  negative  on  17 
cases  (10.4  per  cent).  The  cardiac  rhythm 
and  complexes  were  observed  for  various 
periods  of  time  on  the  Viso-Scope,f  and 
many  changes  were  seen  which  were  not  in- 
scribed in  the  electrocardiogram. 

Exercise  Tests 

First,  the  electrocardiogram  was  taken  at 
rest  and  was  utilized  as  a control  for  com- 
parison and  evaluation  of  the  postexercise 
recording.  The  diagnosis  can  be  made  only 
by  this  comparison,  and  either  tracing  alone 
is  of  little  value. 

No  fixed  exercise  tests  and  no  mechanical 
apparatus  were  used,  but  anterior  chest  dis- 
tress, dyspnea,  tachycardia,  leg  weariness, 
or  general  weakness  was  the  end-point  re- 
quired for  the  tracings,  and  these  were  tak- 
en at  once.  It  even  may  be  necessary  at 
times  to  reproduce  the  condition  (“trigger”) 

♦Presented  at  Mexico  City  before  the  Pan  American  Medical 
Association,  May  5,  1960. 

♦Model  No.  169  made  by  Sanborn  Company,  Waltham,  Mass. 
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which  provokes  the  chest  distress,  such  as, 
after  meals,  cold  drinks,  cold  air  breathing, 
tension,  nervousness,  smoking,  coffee,  or 
hyperventilation.  If  the  rest-record  is  not 
abnormal,  the  work  tests  can  be  given,  but 
if  the  original  tracing  shows  recent  infarct 
or  coronary  insufficiency,  no  exercise  tests 
should  be  given. 

Electrocardiographic  Criteria  for 
Diagnosis  of  Angina  After  Exercise 

1.  Flat  or  sagging  S-T  depression  of  1.5 
mm.  or  more. 

2.  Inverted  T waves  in  L,  or  lateral 
chest  leads. 

3.  Many  premature  systoles,5  bundle 
branch  block,  paroxysmal  tachycardia 
or  atrial  fibrillation. 

These  changes  appearing  after  exercise,  or 
in  a spontaneous  anginal  attack,  are  indica- 
tive of  coronary  insufficiency  and,  in  our 
experience,  should  return  to  normal  within 
20  minutes  or  in  a short  time  after  taking 
nitroglycerin. 

Only  four  patients  were  never  exercised, 
because  in  the  first,  the  breathing  of  cold 
air  “triggered”  the  anginal  reaction;  a sec- 
ond, over  a period  of  12  years,  always  de- 
veloped a precordial  pain  when  placed  on  the 
examining  table;  and  two  others  came  into 
the  office  with  typical  anginal  attacks. 

Findings  in  This  Series 

Of  the  114  patients  who  were  positive 
reactors,  the  changes  were  mixtures  of  2 
or  3 of  the  diagnostic  criteria.  The  prin- 
cipal changes  were  as  follows:  (1)  flat  or 
sagging  S-T  depression  in  79  cases;  (2)  in- 
verted T waves  in  22  cases;  and  (3)  in  this 
group,  many  premature  systoles  were  pres- 
ent in  six  patients,  bundle  branch  block  in 
three,  paroxysmal  tachycardia  in  two,  and 
atrial  fibrillation  in  two. 

Method  of  Making  Clinical 
Diagnosis  of  Angina 

The  clinical  diagnosis  of  angina  pectoris 
in  these  164  patients  was  made  on: 

1.  The  history  of  paroxysmal  anterior 
chest  pain  after  various  types  of  ef- 
fort (physical,  physiologic,  or  psy- 
chical ) . 

2.  This  pain  was  relieved  by  rest  or 
nitroglycerin. 


3.  The  condition  was  improved  by  long 
acting  sublingual  nitrates  as  ervthrol 
tetranitrate  (Cardilate)  or  isosorbide 
dinitrate  (Isordil). 

4.  Betterment  by  neutralizing,  prevent- 
ing or  overcoming  “triggers”  of  vari- 
ous kinds. 

5.  By  eliminating  organic  conditions,  as 
gastric  disease,  asthma  and  its  com- 
plications, psychical  fears,  and  such 
others  as  possible. 

6.  Improving  the  general  physical  condi- 
tion, and 

7.  The  judicious  use  of  phenobarbital. 

Finally,  all  possible  means  were  used  to 
eliminate  other  abnormalities  which  result  in 
anterior  chest  pains. 

Case  Reports  With  Essential  Findings 

Case  1.  Male,  farmer,  aged  69  years. 

Had  suffered  from  an  advanced  spon- 
dylitis for  25  years  and  during  the  past 
five  years  had  complained  of  pain  in  the 
entire  chest.  Of  late,  this  pain  had  be- 
come paroxysmal  in  type.  Walking  in 
the  city  was  limited  to  two  blocks  but 
he  could  do  considerable  farm  work 
without  distress.  He  had  been  advised 
all  chest  pains  were  due  to  the  dorsal 
arthritis. 

Examination  — Blood  pressure,  164 
mm.  Hg  systolic  and  74,  diastolic.  Ar- 


Figrure  1 — Case  1.  After  exercise  (A),  flat  depres- 
sion of  S-T  in  L2  and  3. 
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teries  in  arms  hard  and  tortuous.  Spine 
fixed.  Heart  normal  in  size  and  shape. 
Electrocardiogram  (figure  1).  Before 
exercise  (B),  slight  depression  of  S-T2 
and  S-Ts.  After  exercise  (A),  de- 
pressed flat  S-To  (4  mm.)  and  S-T3 
(2.5  mm.),  also  high  S-T,.  This  is  a 
typical  coronary  insufficiency. 

Diagnosis:  Generalized  arteriosclero- 
sis. Spondylitis.  Angina  pectoris. 

Case  2.  Farmer,  65  years  of  age. 

Two  years  ago  first  noticed  a sub- 
sternal  pain  while  watching  wrestling 
matches  on  television.  This  pain  had 
increased  and  now  appeared  especially 
after  meals,  while  working,  with  stom- 
ach distress,  and  when  he  was  nervous 
or  tense. 

Examination  — Blood  pressure  180 
mm.  Hg  systolic  and  90,  diastolic.  Elec- 
trocardiogram (figure  2).  Before  ex- 
ercise (B),  essentially  normal.  After 
exercise  (A),  S-T  in  V2  3 4 5 sagging  and 
depressed  3.5  mm.  This  is  a case  of 
coronary  insufficiency. 

Diagnosis:  Essential  arterial  hyper- 
tension. Left  ventricular  hypertrophy. 
Angina  pectoris. 

Case  3.  Farmer,  54  years  of  age. 

Two  months  ago  severe  pain  for  three 


hours,  in  precordial  area.  In  hospital 
12  days  and  in  bed  at  home  for  4 weeks. 
Later,  chest  distress  would  appear  upon 
walking,  after  eating,  and  especially 
with  gastric  symptoms. 

Examination  — Blood  pressure  118 
mm.  Hg  systolic  and  80,  diastolic. 
Heart  not  enlarged.  Free  gastric  hy- 
drochloric acid  increased.  Electrocardi- 
ogram (figure  3).  Before  exercise  (B), 
negative  T in  L„  V4  and  V5.  Q-R-S  in- 
terval 0.12  second.  Old  anterior  myo- 
cardial infarct  and  complete  left  branch 
block.  After  exercise  (A),  L,  S-T  sag- 
ging 5 mm.,  V4  and  5 flat  depression 
S-T1  5 mm.  The  Q-R-S  interval  of  0.12 
second  shows  a complete  left  branch 
block  with  a definite  coronary  insuffi- 
ciency (very  unusual). 


Figure  3 — Case.  3.  Left  branch  block  before  exer- 
cise (B).  After  exercise  (A),  same  block  but  added  flat 
depressed  S-T  in  V3,  4,  and  5.  (Unusual). 

Diagnosis : Angina  pectoris.  Gastric 
hyperacidity.  Old  anterior  myocardial 
infarct. 

Case  4.  Butcher,  63  years  of  age. 

Had  had  arterial  hypertension  and  a 
gastric  ulcer  for  several  years.  Eight 
months  ago  he  had  developed  a severe 
substernal  pain  which  continued  for  six 
hours  and  required  several  injections  of 
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morphine.  Two  months  later,  nitrogly- 
cerin would  relieve  the  pain  which  be- 
came paroxysmal  in  type.  Stomach  dis- 
tress increased  the  severity  and  number 
of  substernal  attacks.  At  present,  the 
chest  symptoms  appear  after  exercise, 
tension,  and  a hard  day’s  work.  His 
physician  said  his  pulse  rate  was  re- 
duced one  half  with  each  painful  attack. 

Examination  — Blood  pressure  204 
mm.  Hg  systolic  and  98,  diastolic. 
Heart  enlarged  to  left.  At  rest,  hea,rt 
rate  and  rhythm  are  normal.  Retinal 
arteries  narrow  and  tortuous. 

Electrocardiogram  (figure  4).  Be- 
fore exercise  (B),  inverted  T4,  and 
S-T  is  depressed  1 mm.  in  V4  and  V5. 
After  exercise  (A),  biphasic  T in  Llf 
S-T  depressed  1 mm.  in  L2  and  L3,  and 
to  1.5  mm.  in  V4  3 and  6.  A pulsus 
bigeminy  is  seen  in  all  leads  and  the 
S-T  is  greatly  depressed  in  all  prema- 
ture systoles. 


Figure  4 — Case  4.  After  exercise  <A>,  pulsus  bigeminy. 
Depressed  S-T  in  all  premature  ventricular  systoles. 


Diagnosis : Arteriosclerotic  heart  dis- 
ease. Left  ventricular  hypertrophy. 
Old  myocardial  infarct.  Angina  pec- 
toris. 


Case  5.  Housewife  of  48  years. 

In  hospital  4 weeks  with  “nervous 
break  down.”  Complained  of  head- 
aches, hot  flashes,  rapid  heart,  dyspnea, 
and  precordial  pain  with  exertion  and 
nervousness.  Had  been  afraid  to  stay 
alone  during  the  last  three  years.  Her 
diagnosis  had  been  neurosis. 

Examination  — Blood  pressure  110 
mm.  Hg  systolic  and  70,  diastolic.  All 
superficial  nerves  tender  to  pressure. 
Heart  rate,  rhythm,  valve  sounds,  and 
size  are  normal.  BMR  +7.  Spastic  de- 
scending colon. 

Electrocardiogram  (figure  5).  Be- 
fore exercise  (B),  normal  except  bi- 
phasic T in  V,.  Spatial  vector,  ballisto- 
cardiogram, stethogram  and  polygram 
are  normal.  After  exercise  (A),  a pre- 
cordial pain  develops  and  a definite 
complete  left  bundle  branch  block  is 
noted.  Q wave  present  in  V4.  This 
change  happened  on  four  different  occa- 
sions, under  the  same  conditions.  The 
pain  and  block  disappeared  with  sub- 
lingual nitroglycerin. 


Figure  5 — Case  5.  Before  exercise  (B).  essentially 
normal.  After  exercise  (A),  complete  left  bundle  branch 
block  with  Q in  V4. 
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Diagnosis:  Angina  pectoris.  Meno- 

pausal symptom  complex. 

Case  6.  Farmer,  aged  69  years. 

Had  complained  of  paroxysmal  chest 
pain  for  eight  years.  It  was  “trig- 
gered” by  lifting  heavy  sacks,  drinking 
coffee,  or  cold  drinks,  and  eating  ice 
cream ; also  by  walking  against  the 
wind.  With  these  attacks,  a tachy- 
cardia developed  and  this  was  relieved 
by  rest  in  from  30  minutes  to  five 
hours.  He  was  a nervous  and  tense 
person. 

Examination  — Blood  pressure  138 
mm.  Hg  systolic  and  78,  diastolic.  Was 
first  seen  with  a severe  precordial  pain, 
rapid  atrial  fibrillation  and  cramping 
contraction  of  left  thigh  muscles.  Re- 
lieved by  nitroglycerin.  Blood  choles- 
terol 300  mg.  per  100  ml. 

Electrocardiogram  (figure  6).  With 


Figure  6 — Case  6.  Before  exercise  (B)  normal.  After 
exercise  (A),  atrial  fibrillation. 


attack  (A)  rate  100-144.  Atrial  fibril- 
lation, T wave  low  in  L:!  and  V,.  The 
normal  EKG  (B)  with  sinus  rhythm 
and  a rate  of  60  was  taken  the  follow- 
ing day.  At  this  time  he  was  exercised 
and  the  pain  and  fibrillation  again  de- 
veloped. 

Diagnosis:  Angina  pectoris  followed 
by  atrial  fibrillation.  Hypercholester- 
olemia. 

Case  7.  Retired  farmer,  73  years  old. 

Had  had  anterior  chest  pains  of  short 
duration  for  three  years,  but  recently 
these  had  appeared  about  10  to  12  times 
daily  and  were  always  followed  by  a 
rapid  heart  rate.  The  attacks  were  re- 
lieved by  nitroglycerin.  These  attacks 
came  on  after  exercise,  especially  after 
drinking  coffee  or  eating  big  meals. 

Examination  — Blood  pressure  130 
mm.  Hg  systolic  and  70,  diastolic.  Few 
extrasystoles  in  sinus  rhythm  are  heard. 
Edema  to  knees,  ascites,  and  some  pul- 


Figure  7 — Case  7.  Before  exercise  (B),  normal.  After 
exercise  (A),  ventricular  paroxysmal  tachycardia.  Sagging 
S-T  in  LI  and  L2,  and  flat  depression  S-T  in  V4. 
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this  time.  The  spatial  vector  showed 
an  anginal  change  after  exercise. 


monary  edema.  Leukocytes,  16,150. 
Hemoglobin,  79  per  cent.  Urine:  Some 
albumin ; P.S.P.,  given  into  vein,  58  per 
cent  in  2 hours;  specific  gravity,  1018- 
1020.  All  urine  is  concentrated.  Blood 
urea  nitrogen  8 mg.  per  100  ml. 

Electrocardigram  (figure  7).  Before 
exercise  (B),  normal.  After  exercise 
(A),  depressed  S-T  in  L.,  1.5  mm.  and  in 
V4  2.5  mm.  Ventricular  paroxysmal 
tachycardia  with  a rate  of  210-256  is 
seen  and  this  same  condition  appeared 
after  each  exercise  test. 

Diagnosis.  L o w kidney  function. 
Angina  pectoris  complicated  by  ven- 
tricular paroxysmal  tachycardia. 

Case  8.  Elevator  manager,  29  years 
old. 

Was  a strong,  healthy,  hard  working 
man  until  he  was  injured  in  an  elevator 
eight  months  ago.  At  that  time,  a 250- 
pound  motor  fell  20  feet  and  struck 
him  in  the  anterior  chest.  A constant 
anterior  chest  pain  followed  this  and 
he  did  no  work  for  one  month,  then  light 
work  for  two  months,  and  finally  tried 
heavier  work ; but  severe  chest  pain 
made  it  necessary  to  discontinue  all 
work.  At  the  time  of  observation  the 
continuous  pain  had  changed  and  ap- 
peared for  short  periods  of  time.  It 
was  now  “triggered”  by  meals,  tension, 
worry,  and  when  exposed  to  cold  air. 
He  had  done  no  work  for  about  five 
months  but  the  precordial  pain  was  ap- 
pearing more  often  and  increasing  in 
severity. 

The  physician  who  examined  him  (no 
EKG  was  ever  taken)  testified  he  was 
malingering  and  the  court  decided  he 
was  not  entitled  to  compensation. 

Examination  — Blood  pressure  150 
mm.  Hg  systolic  and  100,  diastolic. 
The  teleroentgenogram  showed  the 
heart  to  be  normal  in  size,  shape,  and 
position.  The  rate,  rhythm  and  valve 
sounds  were  normal. 

Electrocardiogram  (figure  8).  Be- 
fore exercise  (B),  slurred  R2  and  low 
T,.  After  exercise  (A),  S-T.  is  flatly 
depressed  1.5  mm.,  there  is  a sagging 
S-T3  to  4 mm.  and  a high,  sharp  T4.  A 
precordial  pain  was  complained  of  at 


Figure  8 — Case  8.  Before  exercise  (B),  normal.  After 
exercise  (At.  flat  depressed  S-T  in  L2  and  sagging  depres- 
sion in  L3.  High  T in  L4. 

Diagnosis : Probable  traumatic  myo- 
cardial damage  and,  at  present,  a defin- 
ite angina  pectoris. 

The  case  was  appealed  to  a higher 
court. 

Problem ? Can  enough  objective  car- 
diac changes  (with  the  history)  be 
shown  in  the  EKG  to  convince  the  high- 
er court  the  plaintiff  has  suffered  a 
heart  injury  while  at  work? 

Outcome.  After  the  medical  report 
was  made  to  the  court  and  the  defend- 
ant, the  case  was  settled  thus  deciding 
the  young  man  had  received  a heart  in- 
jury while  employed  by  the  elevator 
company  and  that  he  was  not  malinger- 
ing. 

Conclusions 

In  this  series  of  164  anginal  patients,  114 
were  diagnosed  as  postive  reactors,  electro- 
cardiographically. 

In  the  electrocardiographic  tracings  the 
rest  values  are  utilized  as  controls  to  evalu- 
ate the  changes  after  exercise. 

The  method  of  exercise  tests  and  the  neces- 
sary end-points  for  recording  are  given. 
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Eight  representative  cases  showing  vari- 
ous postexercise  reactions  are  illustrated. 

Finally,  in  this  essentially  subjective  dis- 
ease, the  electrocardiographic  obj  ective 
findings  are  very  effective  when  employed 
in  conjunction  with  the  history,  the  clinical 
means  and  laboratory  methods. 
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“In  the  United  States,  almost  all  older  people  view  the  move  to 
a home  for  the  aged  or  to  a nursing  home  with  fear  and  hostility. 
The  reasons  may  vary  somewhat  from  person  to  person,  but  in 
general,  there  are  three  major  explanations  for  these  feelings.  First, 
the  move  to  a home  for  the  aged  or  to  a nursing  home  is  seen  by 
most  older  people  as  a sacrifice  of  their  independence,  or  the  with- 
drawal from  the  role  of  an  adult  into  that  of  a dependent  child. 
Second,  older  people  without  exception  believe  that  the  move  to  an 
institution  is  a prelude  to  death  . . . Finally,  no  matter  what  the 
extenuating  circumstances,  an  older  person  interprets  the  move  to 
an  institution  as  a sign  that  he  has  been  rejected  by  his  children.” 
(Family  Relationships  of  Older  People,  Health  Information  Founda- 
tion, Research  Series  20,  October,  1961,  page  2). 
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The 

ALLERGIST'S  APPROACH  /o 

The  Wheezing 

Child* 

THE  physician  who  is  confronted 
by  a wheezing  child  has  as  his 
first  responsibility  the  relief  of 
the  acute  attack  and  this  must  be  considered 
a true  medical  emergency.  True  allergic 
bronchial  asthma  is  probably  the  most  fre- 
quent cause  of  wheezing  in  the  child  but  it 
is  well  known  that  “all  that  wheezes  is  not 
asthma.”  Wheezing  is  a symptom  and  is 
caused  by  narrowing  or  obstruction  of  some 
part  of  the  respiratory  tract.  By  careful 
physical  examination  the  site  of  the  obstruc- 
tion can  usually  be  determined  and  by  the 
use  of  X ray  and  other  laboratory  proce- 
dures the  true  cause  of  the  obstruction  can 
often  be  determined.  There  are  many  con- 
ditions which  must  be  taken  into  considera- 
tion. 

Foreign  bodies  lodged  in  the  respiratory 
tract  and  occasionally  those  lodged  in  the 
esophagus  are  fairly  common  causes  of 
wheezing  in  the  child  and  if  not  correctly 
diagnosed  can  be  of  serious  consequence, 
particularly  if  the  foreign  body  is  organic 
in  nature.  A recent  history  of  choking  on 
a toy,  peanut,  popcorn,  or  similar  object 
may  help  in  the  diagnosis  of  a foreign  body, 
but  it  must  be  remembered  that  nonorganic 
foreign  bodies  may  remain  in  the  bronchial 
tree  for  long  periods  before  their  presence 
is  shown  by  symptoms,  as  pointed  out  by 
Schwarz.1 

Mediastinal  tumors  can  cause  extrinsic 
pressure  on  the  bronchial  tree  and  their 
presence  can  be  determined  by  X ray  of  the 
chest.  In  addition,  congenital  anomalies  of 
the  pulmonary  or  vascular  trees  can  cause 
symptoms  which  are  similar  to  asthma. 
Cystic  fibrosis  of  the  pancreas  with  its  as- 
sociated thick  mucous  can  also  be  mistaken 
for  asthma,  but  it  must  be  remembered  that 
the  two  conditions  can  co-exist.  Kulczycki 
and  his  associates2  found  the  incidence  of  al- 
lergy in  patients  with  cystic  fibrosis  of  the 
pancreas  to  be  16.6  per  cent.  Congestive 
heart  failure  is  sometimes  very  difficult  to 
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differentiate  from  acute  allergic  asthma, 
but  correct  diagnosis  is  imperative  if  proper 
treatment  is  to  be  instituted.3  Bronchiolitis, 
whether  it  be  considered  an  allergic  disease 
or  not,  can  be  confused  with  true  asthma 
and  most  certainly  has  some  relation  to  the 
later  development  of  allergic  asthma. 
Whittig4  reports  that  out  of  one  hundred 
children  w i t h bronchiolitis  32  developed 
asthma  and  17  others  some  form  of  respira- 
tory allergy. 

The  diagnosis  of  asthma  is  sometimes 
very  difficult  in  the  child,  particularly  the 
young  infant.  The  young  child  presents  a 
picture  of  wheezing  of  varying  degree  with 
retraction  of  the  soft  tissues  of  the  neck 
and  intercostal  spaces.  There  is  exaggera- 
tion of  the  abdominal  excursions  in  the  se- 
vere attack  and  increase  in  the  antero- 
posterior diameter  of  the  chest,  all  due  to 
the  more  flexible  tissues  of  the  chest  cage 
in  the  infant  and  young  child.  Varying  de- 
grees of  emphysema  will  be  seen  in  the  young 
child  depending  on  the  length  of  time  since 
the  disease  began,  but  chronic  emphysema  is 
less  often  seen  because  the  child  has  not  as 
yet  had  time  for  it  to  develop.  The  prolong- 
ation of  the  expiratory  phase  of  respiration 
as  seen  in  the  older  patient  with  asthma 
may  not  be  evident  in  the  younger  child,  and 
sometimes  the  high  pitched  character  of  the 
rales,  usually  associated  with  bronchial 
asthma  in  the  typical  attack,  is  not  heard.  It 
is  not  my  intention  to  discuss  the  treatment 
of  the  acute  attack  of  asthma  in  this  paper, 
since  this  is  to  be  found  in  all  standard  pedi- 
atric textbooks,  but  rather  to  discuss  the 
overall  continued  care  of  the  infant  or  child 
who  is  allergic  in  order  to  prevent  the  de- 
velopment of  chronic  emphysema  with  re- 
sulting asthmatic  crippling. 

Since  with  each  attack  of  asthma  the 
child  will  develop  more  and  more  emphy- 
sema, it  is  necessary  that  total  allergic  man- 

*Read  before  the  Post  Graduate  Pediatric  Conference,  Uni- 
versity of  Nebraska  College  of  Medicine,  April  17,  1961. 
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agement  be  started  as  soon  as  humanly  pos- 
sible after  one  makes  the  diagnosis  of  aller- 
gic bronchial  asthma  or  any  other  allergic 
syndrome.  One  can  expect  to  help  all 
asthmatic  children  through  proper  and  thor- 
ough management,  and  occasionally,  but  not 
as  often  as  desired,  we  accomplish  what 
seems  to  be  a cure.  It  is  true  that  some  chil- 
dren will  “out-grow“  their  asthma,  but  as 
yet  no  one  is  able  to  tell  which  child  this 
will  be,  and  therefore  all  must  be  treated 
with  every  means  available  to  us. 

Asthma  is  far  from  a rare  disease  and 
is  sometimes  forgotten  as  an  important 
cause  of  crippling  children.  It  is  almost 
never  considered  as  a major  cause  of  death 
in  children,  as  is  pointed  out  by  Susan  Dees.5 
She  examined  the  vital  statistics  of  1957  and 
found  that  asthma  killed  6677  persons  of 
all  ages  during  that  year  in  the  United 
States.  Of  these,  139  were  children  under 
five  years  and  223  were  under  19.  Vaughn6 
has  stated  that  the  incidence  of  major  aller- 
gic disease  is  generally  accepted  as  about 
10  per  cent.  Rapaport,  Szanton,  and  Appel,7 
however,  believe  the  actual  incidence  of  ma- 
jor allergic  disease  in  the  pediatric  age 
group  to  be  from  15  to  20  per  cent.  In  a 
standardized  survey  these  authors  found  an 
incidence  of  23.7  per  cent  of  major  allergy 
in  2169  children.  One  incidental  and  shock- 
ing finding  of  this  survey  was  that  less 
than  one-third  of  these  children  had  been 
treated.  Of  course,  not  all  allergic  disease 
is  asthma,  but  there  is  a good  chance  that 
asthma  will  develop  if  it  has  not  been  one 
of  the  initial  symptoms  of  the  allergic  state. 
Peskin8  states  that  60  per  cent  of  children 
with  pollinosis  subsequently  develop  asthma, 
and  Ratner  and  his  associates9  pointed  out 
that  there  is  a definite  progression  from  der- 
mal allergy  to  respiratory  allergy  with  the 
eventual  development  of  asthma  unless 
proper  treatment  is  instituted  at  the  earliest 
possible  moment.  The  interruption  of  this 
progession  of  lesser  allergic  syndromes  to 
asthma  is  the  main  purpose  of  all  allergic 
management  and  is  deserved  by  all  allergic 
children  no  matter  how  mild  the  presenting 
syndrome.  Even  if  asthma  has  been  the  ini- 
tial syndrome  much  can  still  be  done  to  pre- 
vent progression  of  irreversible  pathologic 
changes  in  the  lung. 

A detailed  history  is  one  of  the  most  use- 
ful tools  available  to  the  allergist  and  it  will 
tell  him  much  about  the  patient’s  sensitivi- 
ties. Realizing  that  the  ability  to  become 


easily  sensitized  is  an  inherited  trait,  the 
history  of  allergy  in  the  immediate  family 
is  of  interest.  The  earlier  the  age  at  which 
allergic  symptoms  begin  the  more  likelihood 
of  a strong  allergic  background.  Spain  and 
Cook10  report  that  79  per  cent  of  asthmatics 
with  bilateral  inheritance  and  36  per  cent 
of  those  with  unilateral  inheritance  develop 
their  symptoms  during  the  first  decade  of 
life.  It  must  be  remembered,  however,  that 
parents  of  allergic  children  may  not  as  yet 
have  developed  their  own  sensitivities,  and 
furthermore,  that  lay  people  sometimes  do 
not  recognize  allergic  symptoms  as  such. 
After  all,  many  very  competent  physicians 
have  a difficulty  in  this  regard  unless  allergy 
is  continually  kept  in  mind  as  a possibility. 

The  allergist  would  next  like  to  explore 
the  past  history  of  the  patient  from  birth  to 
the  present.  The  first  condition  seen  in  the 
infant  which  might  be  considered  allergic 
in  nature,  and  which  occurs  during  the  new- 
born period,  is  erythema  toxicum  neona- 
torum. Luders11  concludes  that  the  cause 
of  this  condition  is  not  known  but  that  the 
papules  and  pustules  are  loaded  with  eosino- 
philes,  a cell  characteristically  found  in  al- 
lergic lesions.  The  next  question  would  be 
concerned  with  the  type  of  feeding  given  the 
infant.  Years  ago  Grulee  and  Sanford12 
stated  that  the  breast-fed  infant  has  seven 
times  less  chance  of  developing  eczema 
than  the  formula-fed  baby.  As  proof  of  the 
importance  of  the  early  feeding  of  prealler- 
gic  infants  Glaser13  has  had  much  success  in 
the  use  of  nonallergenic  diets,  not  only  in 
preventing  manifestations  of  allergy  in  sus- 
ceptible infants  during  the  period  of  infancy, 
but  also  during  the  first  decade  of  the  child’s 
life. 

The  present  fad  of  feeding  very  young  in- 
fants highly  allergenic  foods  must  come  un- 
der consideration  in  any  discussion  of  al- 
lergy in  childhood.  Butler  and  Wolman14 
conducted  a survey  of  physicians’  opinions 
concerning  the  early  introduction  of  solid 
foods  into  the  diet  of  infants.  Seventy-two 
per  cent  of  those  responding  thought  that 
there  had  been  no  increase  in  allergy  to 
foods  as  a result  of  the  early  feeding  of 
solids  while  22  per  cent  believed  the  oppo- 
site. When  one  considers  the  permeability 
of  the  intestine  of  the  neonate,  which  allows 
large  protein  particles  to  pass  directly  into 
the  blood  stream,  it  would  seem  very  likely 
that  the  early  feeding  of  solids  to  infants 
as  is  often  practiced  today  may  have  some 
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influence  on  the  actual  increase  of  allergic 
diseases  now  seen  in  pediatric  practice. 
Further,  Meyer15,  author  of  a text  on  infant 
feeding,  feels  that  the  early  introduction  of 
solids  serves  no  useful  purpose,  and  the  prac- 
tice should  at  least  be  individualized.  In- 
fants with  a family  history  of  allergy  should 
receive  special  supervision. 

Colic  is  sometimes  thought  to  be  of  al- 
lergic origin  and  a history  of  colic  is  fre- 
quently elicited  in  allergic  children.  Mar- 
tin16 found  colic  in  25  per  cent  of  three  hun- 
dred infants  from  nonallergic  families  while 
60  per  cent  of  infants  from  allergic  families 
gave  a history  of  colic.  Ratner,17  however, 
pointed  out  that  colic  like  other  pediatric 
conditions  may  be  caused  by  more  than  one 
factor.  He  felt  that  colic  was  not  often  due 
to  allergy  and  concluded  “we  might  define 
colic  as  a protean  disease  not  often  due  to 
protein.” 

The  history  of  past  or  present  eczema 
firmly  establishes  the  fact  that  the  patient 
is  allergic,  although  the  wheezing  still  might 
not  be  due  to  allergy.  Occasionally  sebor- 
rheic dermatitis  is  mistaken  for  atopic  ec- 
zema but  here  again  it  seems  that  a good 
share  of  infants  who  have  seborrhea  later 
develop  allergic  syndromes.  Eczema  is  a fre- 
quent precursor  of  asthma.  Hill18  states 
that  in  a series  of  one  hundred  asthmatic 
children  about  one  half  had  eczema  in  in- 
fancy. 

At  some  time  during  his  childhood  the  al- 
lergic child  is  likely  to  exhibit  the  tension- 
fatigue  syndrome  as  described  by  Speer.19 
These  children  show  irritability  and  tension 
resulting  in  an  unpleasant  personality  and 
may  show  no  other  allergic  symptoms.  With 
control  of  the  allergies,  these  unpleasant 
symptoms  clear  and  the  child  becomes  a dif- 
ferent individual. 

There  is  frequently  a previous  history  of 
recurrent  or  continuous  respiratory  infec- 
tions. This  history  makes  one  suspicious, 
particularly  when  combined  with  the  “al- 
lergic salute,”  that  the  basic  cause  is  aller- 
gically inflamed  mucous  membranes  which 
are  more  susceptible  to  organisms  which 
cause  respiratory  infections.  Although 
perennial  rhinitis  may  occur  at  any  age,  it 
many  times  begins  about  the  time  the  in- 
fant is  crawling  and  cruising  about  the 
furniture  and  rugs  and  usually  has  a fuzzy 
toy  as  a constant  companion. 


Many  allergic  children  are  subjected  to 
needless  removal  of  the  tonsils  and  adenoids. 
The  patient  who  has  had  a tonsillectomy  and 
adenoidectomy  before  the  age  of  three,  and 
particularly  if  the  operation  has  to  be  re- 
peated, is  very  likely  suffering  from  res- 
piratory allergy.  Although  exacerbations  of 
allergy,  particularly  asthma,  are  frequently 
seen  after  tonsillectomy  the  indications  for 
the  operation  are  the  same  in  the  allergic 
and  nonallergic  child.  The  patient  who  is 
suspected  of  being  allergic  deserves  a thor- 
ough trial  on  allergic  management  before 
such  an  operation  is  done,  and  in  cases  of 
seasonal  rhinitis  the  operation  should  be 
postponed  until  a time  when  the  pollen  count 
is  low. 

The  allergist  would  next  like  to  concern 
himself  with  similar  attacks  of  wheezing 
which  the  patient  has  had  in  the  past.  The 
time,  the  place,  under  what  conditions,  and 
particularly  if  the  wheezing  was  preceded  by 
a respiratory  infection  are  all  important  in 
making  a diagnosis  of  the  actual  sensitivi- 
ties which  are  causing  the  asthma  and  in 
relieving  the  patient  from  future  attacks. 

Foods  are  more  frequently  a factor  in  the 
production  of  allergy  and  asthma  in  the  in- 
fant, but,  as  the  child  becomes  older,  pollens 
and  respiratory  allergens  such  as  house  dust 
and  molds  become  more  frequent  causes.  As 
has  been  stated,  pollinosis  is  frequently  a 
precursor  of  asthma,  and  Kaufman20  states 
that  one-in-three  pollin  sufferers  has  bron- 
chial asthma.  Sensitivity  to  molds  is  a fre- 
quent cause  of  asthma21  and  these  are  some- 
times overlooked  since  some,  particularly  al- 
ternaria,  has  seasonal  distribution  similar  to 
that  of  the  pollen-producing  plants.  Al- 
though only  30  per  cent  of  mold-sensitive  in- 
dividuals are  sensitive  to  molds  alone,22 
their  consideration  in  the  treatment  of  the 
case  of  asthma  may  be  a factor  in  the  suc- 
cess or  failure  of  allergic  management.  The 
importance  of  house  dust  as  a sensitizer, 
either  alone  or  in  combination  with  other 
allergens,  must  never  be  overlooked  and  a 
history  of  difficulty  incriminating  house 
dust  should  be  seriously  considered  and 
asked  about. 

The  physical  examination  of  the  patient 
should  be  complete  and  thorough,  including 
X ray  of  the  chest,  after  the  acute  attack 
has  subsided.  This  is  important  to  deter- 
mine the  degree  of  chronic  emphysema  pres- 
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ent  and  for  use  in  the  future  to  determine 
the  success  of  the  allergic  management. 

It  is  important  that  the  general  physical 
condition  of  the  allergic  patient  be  known 
and  treatment  instituted,  if  necessary,  so 
that  the  patient  is  in  the  best  possible  gen- 
eral physical  condition.  This  will  require 
determination  of  the  sedimentation  rate,  tu- 
berculin reaction,  urine  analysis,  and  deter- 
mination of  hemoglobin.  A differential 
count  should  be  done  to  help  rule  out  infec- 
tion and  to  determine  the  number  of  eosino- 
philes  in  the  circulating  blood.  In  allergic 
asthma  one  would  expect  the  number  of 
eosinophiles  to  be  increased  above  the  nor- 
mal.23 

Skin  testing  with  a selected  number  of 
allergens  is  a part  of  allergic  diagnosis  al- 
though probably  less  important  than  a well 
taken  history  in  determining  the  actual  sen- 
sitivities present  in  the  individual  patient. 
Although  testing  with  foods  is  seldom  help- 
ful, a selected  few  are  usually  used  and  occa- 
sionally are  instructive.  Considerable  judg- 
ment and  experience  is  required  in  the  se- 
lection and  determination  of  the  results  of 
skin  testing. 

After  actual  determination  of  the  sensi- 
tivities through  the  history  and  skin  tests, 
desensitization  is  usually  advisable.  Par- 
ents of  children  who  have  asthma  should  be 
warned  that  desensitization  over  a period 
of  at  least  three  years  and  perhaps  longer 
will  be  necessary.  During  that  period  all 
possible  efforts  should  be  made  to  keep  the 
general  health  of  the  child  as  good  as  pos- 
sible. Allergens  to  which  the  child  is  known 
to  be  sensitive  should  be  avoided  as  well  as 
highly  allergenic  materials  to  which  he 
might  become  sensitized.  Environmental 
control  is  especially  important  in  the  pedi- 
atric asthmatic.  Since  over  one-third  of  the 
patient’s  time  is  spent  in  his  bedroom,  this 
should  contain  the  least  possible  number  of 
allergens  and  receive  special  attention. 
Foods  proven  to  be  important  in  the  produc- 
tion on  the  patient’s  asthma  should  be  avoid- 
ed but  care  must  be  taken  that  important 
foods  incriminated  by  skin  test  alone,  not 
be  removed  from  the  diet  unless  clinical  trial 
of  the  food  has  proved  it  to  be  a cause  of 
symptoms.  If  so,  it  m u s t be  scrupulously 
avoided. 

It  is  to  be  expected  that  even  with  the 
best  allergic  management  there  will  be  fu- 
ture attacks  and  that  the  child  will  not  im- 
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mediately  be  cured.  With  this  in  mind, 
medication  should  be  prescribed  and  be  in 
the  hands  of  the  parents  at  all  times.  This 
is  used  to  abort  the  asthmatic  attack  in  its 
beginning  rather  than  allow  it  to  become  se- 
vere. Pai-ticular  attention  should  be  called 
to  the  importance  of  dehydration  in  asth- 
matic attacks.  If  possible  the  child  should 
be  protected  from  respiratory  infections 
and  early  treatment  of  minor  respiratory 
infections  will  frequently  help  abort  a se- 
vere attack  of  asthma. 

The  thorough  and  longtime  management 
of  the  wheezing  child  is  time-consuming  and 
tedious  for  the  allergist  and  expensive  and 
time-consuming  for  the  parents  of  the  al- 
lergic child.  However,  all  these  efforts  are 
well  worthwhile  because  help  can  be  offered 
these  unfortunate  children.  A very  large 
percentage  can  be  managed  and  treated  so 
that  they  can  lead  productive  and  comfort- 
able lives. 
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Invocation  by  the  Reverend  Robert  Weston  at  the  opening  ses- 
sion of  the  Ninety-third  Annual  Session  of  the  Nebraska  State 
Medical  Association: 

“Almighty  God,  who  art  known  to  us  by  one  who  went  about 
doing  good  and  helping  all  manner  of  disease  among  the  people, 
we  beseech  Thee,  in  this  meeting  dedicated  to  looking  forward  to 
more  effective  ways  of  bringing  healing,  to  give  Thy  guidance  so  that 
this  vocation  may  be  seen  as  the  work  of  Thy  hands.  Give  unto 
them  whom  Thou  hast  blessed  with  the  study  and  practice  of  the 
art  of  healing  and  the  prevention  of  disease  and  pain  Thy  guidance 
that  Thou  alone  can  give.  Strengthen  them  with  Thy  life-giving 
spirit  so  that  by  their  ministry  the  help  of  all  communities  may  be 
promoted  and  so  that  every  inside  gain  in  the  prevention  and  cure 
of  diseases  may  be  seen  as  a portion  of  that  great  partnership 
which  Thou  dost  want  us  to  have  with  Thee  in  this  universe,  our 
home.” 
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Acute  Retroperitoneal  Appendicitis 

And  ITS  COMPLICATIONS 

A Case  Report 


This  author's  case  report  presents  a number  of 
interesting  and  instructive  items  for  discussion. 
Most  of  these  items  stem  from  the  retroperitoneal 
position  of  the  appendix  and  the  fact  that  it  con- 
tained a large  fecalith.  This  particular  patient 
also  presented  an  unexpected  complication  • — 
myocardial  infarction  — during  his  convales- 
cence. 

—EDITOR 

History 

This  man,  R.D..  age  86  years,  is  a patient 
at  the  Beatrice  State  Home.  He  was  seen 
about  three  times,  as  an  outpatient,  com- 
plaining' of  intermittent  pain  in  the  right 
lower  abdominal  quadrant.  The  pain  was 
rather  severe  at  times.  It  was  of  about  two 
months  duration.  There  had  never  been  any 
vomiting  during  these  attacks,  but,  at  times, 
the  patient  felt  nauseated. 

Physical  Findings 

This  is  an  obese  man,  who  points  to  his 
right  lower  quadrant  as  to  the  source  of 
pain.  General  physical  examination  was  es- 
sentially negative. 

X-ray  Film  — Abdomen 

“A  single  flat  film  of  the  abdomen  (taken 
on  November  28,  1960),  reveals  no  bowel  ob- 
struction. An  oval  shaped  calcific  rimmed 
radiolucency  is  noted  within  the  lower  right 
quadrant.” 

Impression 

“Calcific,  rimmed  density,  right  lower 
quadrant.  This  may  represent  a coprolith 
and,  less  likely,  a gall  bladder  calculus  with- 
in the  lower  small  bowel.” 

Surgical  Exploration  11-29-60 

This  man  was  extremely  fat;  about  four 
inches  of  fat  was  found  under  the  skin.  It 
was  noted  that  the  terminal  ileum  was  bound 
down  by  dense  adhesions  to  the  right  pelvic 
brim.  These  adhesions  were  loosened.  The 
cecum  also  was  bound  down,  by  dense  adhe- 
sions. This  was  mobilized  from  its  lateral 
attachment.  A large  appendolith  could  then 
be  palpated,  deep  down  in  the  retroperi- 
toneal space.  The  McBurney  incision  was 
enlarged,  because,  technically,  it  was  obvious 
that  this  was  going  to  be  a difficult  surgical 
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procedure.  The  appendix  was  one  and  one 
half  inches  long  and  was  acutely  inflammed. 
It  contained  a very  hard,  palpable  fecalith. 
After  careful  blunt  dissection,  the  appendix 
was  removed  with  fecalith  intact.  The  ap- 
pendiceal stump  was  tied  off  with  No.  1 
catgut  suture  and  the  stump  was  treated 
with  phenol  and  alcohol.  No  attempt  was 
made  to  pursestring  this  appendiceal  stump, 
because  the  site  of  this  appendix  was  deep 
down  in  the  retrocecal  space,  and  was  very 
difficult  to  approach.  Iodoform  gauze  was 
used  for  a cigarette  drain  and  the  peri- 
toneum was  closed  with  plain  No.  1 catgut. 
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Fascia  was  closed  with  chromic  No.  1,  and 
the  skin  with  atraumatic  dermal  sutures. 

Pathological  Report 

Gross  Findings 

Specimen  consists  of  an  appendix  measur- 
ing 4 cm.  in  length,  with  a diameter  up  to 
2 cm.  There  appears  to  be  a perforation  of 
the  appendix  and  a fecalith  is  partially  pro- 
truding through  the  site  of  perforation.  In 
some  areas,  the  appendix  measures  about  2 
cm.  in  diameter  and  a definite  exudate  is 
seen  within  the  lumen.  On  removal  of  the 
impacted  fecalith,  it  is  found  to  measure 
about  2i/2  cm.  in  length  with  a diameter  of 
about  1.2  cm.  Sections  made  through  this 
appendix  for  further  study. 


scientific  article.  So  often,  people’s  names 
are  devoured  by  the  rust  of  time.  However, 
in  deference  to  a man  who  taught  me  sur- 
gical anatomy,  I will  quote  Spivak’s  Rule. 
(Spivak’s  Rule  as  given  in  Dorland  Medical 
Dictionary)  “If  the  terminal  loop  of  the 
ileum  is  attached  to  the  brim  of  the  pelvis, 
the  veriform  appendix  will  be  retrocecal  or 
retrocolic  in  position.”  In  the  case  under 
discussion,  it  was  retrocolic  and  retroperi- 
toneal. 

It  is  pretty  well  proven  and  an  accepted 
fact,  that  70  to  80  per  cent  of  the  appendices 
are  retrocecal.  The  remainder  are  either 
intraperitoneal  or  retroperitoneal.  The  sta- 
tistical break-down  on  this  overall  picture 
has  never  been  worked  out.  (Thorek) 


Microscopic  Findings 

Examination  of  the  above  described  ap- 
pendix, shows  an  acute  suppurative  appen- 
dicitis, with  myriads  of  inflammatory  cells 
infiltrating  the  wall.  The  wall  is  moderate- 
ly increased  in  thickness  in  some  areas,  with 
increased  fibrotic  change.  Considerable 
hemorrhage  is  seen  over  the  surface. 

Diagnosis  ( Pathologic ) 

1.  Acute  appendicitis  secondary  to  ob- 
struction by  fecalith. 

2.  Gross  evidence  of  perforation  of  ap- 
pendix. 

I am  reluctant  to  use  a proper  name  in  a 


Postoperative  Course 

Following  surgery,  a guarded  prognosis 
was  given  on  this  patient  primarily  because 
the  retroperitoneal  fat  is  an  ideal  culture 
medium.  I’m  sure  that  many  surgeons  in  the 
past  have  been  dismayed  by  gun  shot  wounds 
in  this  area,  even  where  the  abdomen  was 
quickly  opened  and  all  obvious  wounds  to 
the  cecum  were  carefully  closed.  However, 
in  the  case  of  a gunshot  wound  there  was 
some  seepage  into  the  retroperitoneal  fat. 
This  contamination  resulted  in  a rather  pro- 
found infection,  and,  before  the  days  of  anti- 
biotics, it  seems  certain  many  fatalities 
could  be  attributed  to  this  situation. 

This  patient  was  put  on  heavy  doses  of 
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antibiotics  following  surgery,  and  did  quite 
well  until  the  end  of  the  first  week,  when 
considerable  purulent  drainage  began.  He 
again  was  taken  to  surgery,  for  a wound 
dehiscence.  A tube  was  put  into  the  cecum 
to  help  decompress  this  organ.  The  entire 
wound  was  then,  inspected  and  all  of  the  old 
remaining  sutures  were  removed.  The  peri- 
toneum and  muscle  that  was  available,  were 
then  closed  with  chromic  catgut  No.  1 in- 
terrupted sutures.  Ten  interrupted  sutures 
of  braided  silk  were  used  through  and 
through.  A catheter  was  cut  into  one-half 
inch  lengths,  which  served  as  guards  for  the 
skin.  The  patient  was  then  returned  to  his 
room  in  fair  condition.  This  patient  had 
adequate  drainage  through  his  cecostomy 
tube  following  the  second  operation.  There 
was  also  some  drainage  around  the  through 
and  through  silk  sutures.  Drainage  was 
purulent  — it  was  foul,  and  had  a fecal 
odor.  Normal  saline  hot  packs  were  ap- 
plied to  the  wound,  and  the  cecostomy  tube 
was  removed  two  weeks  following  its  in- 
sertion. 

One  month  following  the  removal  of  the 
appendix,  the  patient  developed  a severe 
substernal  pain.  A clinical  diagnosis  of 
myocardial  infarction  was  made,  verified  by 
an  electrocardiographic  examination,  which 
showed  the  following:  “The  record  shows  a 
recent  posterior  myocardial  infarction.” 

For  the  next  three  weeks  the  patient  was 
treated  by  bed  rest  and  nitroglycerine  tab- 
lets, which  relieved  his  anginal  pain.  Hot 
packs  continued  on  the  wound,  and  by  Janu- 


ary 1,  1961,  drainage  had  almost  ceased. 
The  patient  was  now  up  and  about,  getting 
tub  baths  and  having  very  few  complaints. 
On  February  10,  1961,  he  was  dismissed 
from  the  hospital.  Nitroglycerine  tablets 
were  continued  p.r.n.,  for  the  relief  of  oc- 
casional anginal  pain. 

At  the  time  of  this  writing,  this  man  is 
being  seen  twice  a week  in  the  outpatient 
clinic  for  very  minimal  wound  drainage.  He 
has  no  complaints,  and  he  seems,  finally,  to 
be  on  the  road  to  recovery. 

There  is  a dictum  in  general  surgery:  “In 
surgery,  keep  out  of  trouble.  However,  if 
one  gets  into  trouble,  then  he  should  know 
how  to  get  out.”  Perhaps,  as  an  after 
thought,  one  might  add:  “One  should  also 
know  when  to  expect  trouble.” 

Prolonged  convalescence  was  not  unex- 
pected in  this  case,  due  to  the  fact  that  the 
patient  had  an  acutely  perforated  appendix 
which  was  outside  of  the  peritoneal  cavity, 
and,  at  the  time  of  surgery,  infection  was 
present  in  the  retroperitoneal  space  where 
retroperitoneal  fat  is  especially  vulnerable 
to  all  types  of  bacterial  action. 

It  has  been  said:  “Appendices  should  not 
be  removed  unless  acute.”  I don’t  particu- 
larly like  hard  and  fast  rules  in  surgical  and 
medical  procedures.  It  is  quite  obvious  in 
this  case  under  discussion,  that  before  the 
stone  in  this  man’s  appendix  became  large 
enough  to  cause  a breakdown  in  the  mucosa, 
leading  to  his  infection,  there  must  have 
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been  many  months  and  perhaps  years,  when 
the  disease  could  have  been  called  chronic, 
and  surgery  would  have  been  justifiable.  It 
is  obvious,  that  these  stones,  when  enlarg- 
ing, serve  as  a ball  valve,  and  cause  obstruc- 
tion distal  to  the  stone.  This  leads  to  gas 
pressure  and  accumulation  of  feces.  This 
pressure  is  then  relieved  by  blowing  out 


around  the  stone  and  into  the  cecum ; if  not, 
necrosis  and  perforation  result. 

Summary 

Appendicitis  is  a protean  disease.  Its 
symptoms  and  findings  may  be  subtle.  The 
treatment  for  appendicitis  is  surgical.  Once 
the  diagnosis  has  been  established,  appen- 
dectomy is  indicated. 


One  of  the  mysteries  of  life  to  us  is  how  much  better  a man. 
who  has  never  done  a job  can  do  it,  at  least  in  his  own  estimation, 
than  the  man  who  with  sweating  brow  and  straining  back  is  trying 
his  utmost  to  do  the  job  passably  well.  Active  practicing  physicians 
cannot  help  but  look  with  deep  concern  at  the  efforts  of  the  coon- 
skin-bedecked  Senator  from  the  Volunteer  State  to  control  the 
drug  industry  from  a Washington  bureau  of  some  type  and  especial- 
ly to  hamstring  pharmaceutical  research.  Accordingly,  we  who 
must  use  drugs  daily  in  our  efforts  to  relieve  human  suffering  do 
not  feel  that  we  are  transcending  the  bounds  of  propriety  in  dis- 
cussing the  proposed  drug  control  legislation.  (From  Editorial: 
Political  Pharmacy,  West  Virginia  M.  J.  57:215,  June,  1961). 
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Brucellosis 


This  author  has  rendered  a service  to  those 
who  are  interested,  for  one  or  another  reason, 
in  the  history  of  our  knowledge  of  brucellosis. 
He  goes  back  as  far  as  1864,  when  one  author 
attributed  abortion  in  pregnant  cows  to  the  sym- 
pathetic effect  of  one  cow  watching  another  abort. 
From  his  point  he  traces,  by  reference  and  quo- 
tation, the  accumulation  of  accurate  knowledge 
of  the  etiology  of  brucellosis  and,  based  on  this 
knowledge,  briefly  states  the  principles  of  con- 
trol of  the  disease  in  animals  and  man. 

—EDITOR 


Brucellosis  is  a disease 

which  has  been  associated  with 
cattle  in  America  since  before 
the  turn  of  the  century.  With  the  establish- 
ment of  Grade  A Milk  and  its  requirement 
that  all  milk  be  pasteurized,  a great  forward 
step  has  been  taken  to  help  eliminate  bru- 
cellosis from  the  American  people. 

The  author  has  been  privileged  to  read  re- 
cently the  English  literature  on  brucellosis, 
both  in  Europe  and  this  country,  and  believ- 
ing that  it  would  be  of  general  interest  to 
a good  many  people  is  setting  forth  a few  of 
the  interesting  facts  gleaned  from  this  study. 

“Brucellosis  is  a specific  infectious  dis- 
ease of  animals  and  man  caused  by  micro- 
organisms or  bacteria  of  the  genus  Bru- 
cella.” 

“The  three  known  types  of  organisms  of 
this  genus  are : (a)  Brucella  abortus  — most 
commonly  causing  brucellosis  in  cattle,  in- 
fective for  man  and  other  animals,  some- 
times called  Bang’s  disease;  (b)  Brucella 
suis  — most  commonly  causing  brucellosis 
in  swine  but  infective  for  other  animals  and 
man;  (c)  Brucella  melitensis  (this  name  is 
derived  from  the  origin  of  the  disease  — 
Malta)  — most  commonly  causing  brucel- 
losis in  goats  but  infective  for  man  and 
other  animals.” 

“Brucellosis  is  an  insidious  disease  of  ani- 
mals and  man  which  must  have  been  preva- 
lent in  cattle,  goats  and  swine  centuries 
ago,  inasmuch  as  a similar  disease  now 
known  in  man  also  as  undulant  fever  was 
described  in  early  histories.”1 

“Undulant  (Malta)  Fever  was  first 
brought  prominently  before  the  notice  of  the 
medical  profession  during  the  Crimean  War, 
when  a large  number  of  cases  of  prolonged 
fever,  which  did  not  appear  to  be  enteric,  oc- 
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curred  among  the  troops.  It  was  named 
‘Mediterranean  or  gastric  remittent  fever’ 
by  Dr.  Marston,  who,  in  1859,  gave  an  ac- 
curate account  of  the  clinical  histories  and 
post-mortem  appearances  of  these  cases.”2 

“One  may  find  a clear  picture  of  the  dis- 
ease as  it  occurred  in  1864  in  the  discussion 
by  Dr.  Robert  Jennings,  an  American  veteri- 
narian, on  ‘Cattle  and  Their  Diseases’.3”  “At 
that  time  he  was  of  the  opinion  that  it  was 
due  to  some  sympathetic  influences.  In  oth- 
er words,  when  a pregnant  cow  would  see 
another  animal  abort,  she  would  abort  in  a 
few  days  or  few  weeks.  In  his  discussion 
for  the  control  of  the  disease  he  laid  down 
a plan  which  is  in  no  way  different  from 
that  in  use  or  recommended  today.  In  con- 
trolling the  disease  he  recommended  the  iso- 
lation of  the  aborting  animal,  the  burial  of 
the  fetus,  and  permanent  separation  of  the 
cow  from  the  herd.  In  this  instance,  he 
was  of  the  opinion  that  when  an  aborting 
animal  was  isolated,  the  other  animals  had 
no  opportunity  to  see  the  act  or  occurrence 
of  the  abortion  and  as  a consequence  did  not 
abort  in  sympathy.”4 

“An  account  of  the  disease,  as  seen  in  re- 
turned soldiers  at  Netley  Hospital,  was  giv- 
en in  1879  by  Veale,  and  Fazio  suggested  its 
bacterial  origin.  The  causative  organism,  a 
micrococcus  abundantly  present  in  the  spleen 
was  discovered  by  Bruce”  (this  doctor’s 
name  still  lives  with  the  name,  brucellosis) 
“in  1886,  and  was  cultivated  by  him  from 
human  cases  shortly  afterwards.  More- 
over, he  succeeded  in  isolating  and  in  repro- 
ducing the  disease  in  monkeys.”5 

“Brucella  abortus  was  first  isolated  and 
described  as  a bacillus  by  Bang,  assisted  by 
Stribolt,  in  1897.  They  isolated  the  organ- 
ism from  the  fetuses  and  fetal  membranes 
of  cows  that  had  aborted  and  later  estab- 
lished the  fact  that  it  was  the  cause  of  in- 
fectious abortion  of  cattle.  The  disease  is 
n o w recognized  as  ‘Bang’s  abortion  dis- 
ease’.”6 

In  1898  two  alert  American  physicians, 
Musser  and  Sailer,  in  Philadelphia,  discov- 
ered brucellosis  in  a returned  army  officer 
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who  had  contracted  the  disease  in  Puerto 
Rico.7  In  establishing  the  diagnosis,  they 
used  the  technique  of  agglutination  as  de- 
scribed by  A.  E.  Wright  and  F.  Smith. 

Here,  serendipity  aids  the  following  in- 
vestigator to  an  unexpected  and  greatly 
beneficial  discovery. 

“The  prevalence  of  Mediterranean  fever 
in  Malta  among  the  civil  population  and 
the  forces  of  the  Crown  led  to  the  formation 
in  1904  of  the  British  Commission  on  Medi- 
terranean Fever  under  the  auspices  of  the 
Royal  Society  and  with  the  cooperation  of 
the  War  Office,  the  Admiralty  and  the  Civil 
Government  of  Malta.  The  chairman  of  this 
Commission  was  Colonel  David  Bruce.  On 
June  14,  1905,  Dr.  Zammitt,  a member  of 
the  Commission,  while  carrying  out  prelim- 
inary experiments  on  goats,  found,  greatly 
to  his  surprise,  that  the  serum  of  five  out 
of  six  goats  under  observation,  but  not  ex- 
perimentally infected,  “agglutinated  the  M. 
melitensis  when  considerably  diluted.  This 
discovery  was  soon  abundantly  confirmed  by 
other  workers,  and  on  June  21st,  Major  Hor- 
rocks,  another  member,  found  the  microbe  in 
large  numbers  in  the  milk  of  a naturally  in- 
fected goat.  Subsequently  it  was  found  that 
the  blood  serum  of  about  40  per  cent  of  the 
goats  in  Malta  agglutinated  the  causative 
organism  and  that  numbers  of  apparently 
healthy  goats  in  every  herd  were  excreting 
M.  melitensis  in  their  milk  and  urine.  In 
the  end,  after  considering  the  circumstan- 
tial, as  well  as  the  bacteriological  evidence, 
the  Commission  came  to  the  conclusion  that 
in  Malta,  if  not  universally  in  the  Mediter- 
ranean area,  the  disease  was  almost  entirely 
due  to  the  ingestion  of  infected  goat’s  milk, 
the  animals  at  the  time  showing  no  evidence 
of  disease.  So  far  as  Malta  was  concerned, 
the  soundness  of  this  conclusion  was  speed- 
ily proved  by  the  result  of  applying  it  in 
practice  to  the  British  forces.  Following  an 
order  in  1906  to  the  naval  and  military 
forces  forbidding  the  consumption  of  un- 
boiled goat’s  milk,  the  incidence  of  the  dis- 
ease upon  these  men  was  suddenly  and  dra- 
matically reduced.”9 

“Brief  reference  must  be  made  to  the  fa- 
mous case  of  the  steamship  ‘Joshua  Nichol- 
son.’ This  cargo  steamer  set  out  from  Malta 
for  Antwerp,  having  taken  on  board  on  Au- 
gust 19th,  1904,  a herd  of  65  goats,  of  which 
61  were  milk  goats ; they  were  all  apparently 
in  good  health  and  had  been  specially  select- 


ed from  the  herds  on  the  island  for  trans- 
port to  the  United  States.  During  the  voy- 
age to  Antwerp,  which  lasted  until  Septem- 
ber 2nd,  the  goats  were  milking  well  and 
many  of  the  ship’s  company  partook  freely 
of  the  milk,  the  officers  drinking  ‘mixed’ 
milk  collected  in  a large  vessel,  the  crew 
each  obtaining  ‘whole’  milk  from  one  goat 
in  his  own  private  pannikin.  Of  twelve  of- 
ficers and  men  whose  history  could  be  veri- 
fied, it  was  found  that  eight  fell  ill  at  inter- 
vals varying  from  eighteen  to  thirty-four 
days  from  the  date  of  embarcation  of  the 
goats,  and  in  the  case  of  five  of  these  eight, 
the  blood  agglutination  reactions  made  it 
certain  that  melitensis  infection  was  the 
cause  of  their  illness.  Of  the  four  members 
of  the  ship’s  company  who  did  not  show  any 
signs  of  illness,  two  had  drunk  very  little  of 
the  milk  as  it  disagreed  with  them,  and  the 
other  two  had  always  boiled  it.  After  five 
days  in  quarantine  at  Antwerp,  the  goats 
were  reshipped  on  the  S.S.  ‘St.  Andrew’ 
bound  for  New  York,  and  on  arrival  there, 
the  animals  were  transferred  to  the  Quaran- 
tine Station  at  Athenia,  New  Jersey,  where 
the  micrococcus  was  recovered  from  the 
milk  of  several  of  the  goats,  and  eventually 
all  the  goats  and  their  kids  had  to  be  de- 
stroyed as  being  possible  sources  of  infec- 
tion.”10 

Hutyra,  as  early  as  1909,  isolated  a species 
of  Brucella  (later  identified  as  Brucella 
suis ) from  fetuses  of  aborting  sows  in  Hun- 
gary. Hutyra  failed  to  report  this  finding 
until  many  years  after  Traum  had  published 
his  findings  of  a similar  discovery  in  1914. 

Just  as  fortune  had  previously  smiled  on 
Dr.  Zammitt,  here  again  careful  observation 
aids  in  another  very  important  discovery  in 
the  study  of  Brucellosis. 

“Another  very  important  gap  was  bridged 
in  the  study  of  the  nature  of  the  disease  in 
1911  by  a discovery  made  simultaneously  by 
Schroeder  and  Cotton  and  Smith  and  Faby- 
an.  A large  series  of  guinea  pigs  were 
inoculated  with  milk  from  presumably 
healthy  cows  in  the  search  for  the  tubercle 
bacilli.  To  the  great  surprise  of  these  very 
observing  students  of  animal  disease,  it  was 
found  that  the  milk  produced  lesions  in  the 
spleen  and  liver  of  the  guinea  pig  which 
resembled  tuberculosis.  From  the  lesions 
in  the  various  organs,  the  organism  which 
Bang  and  his  associates  isolated  from  abort- 
ing cattle  in  Denmark  was  isolated.”11 
Because  of  the  finding  of  the  organism  in 
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cows’  milk,  these  workers  called  attention 
to  the  possibility  of  brucella  being  trans- 
mitted to  man. 

“Brucella  suis  was  first  isolated  by  Traum 
in  1914  from  fetuses  expelled  prematurely 
from  sows.  Although  this  species  of  bru- 
cella resembles  Br'ucella  abortus  culturally 
and  antigenetically,  it  differs  markedly  in 
one  respect,  in  that  it  does  not  require  an 
increased  CO,  tension  for  primary  isola- 
tion. The  hog  appears  to  be  the  chief  host 
for  Brucella  suis.  Brucella  abortus  has  not 
been  found  to  infect  the  hog  naturally.  In 
fact  it  is  very  difficult  to  infect  the  hog 
with  this  species  artificially.”12 

These  then  are  the  three  established 
strains  of  brucella:  Number  one  derived 

from  goats;  number  two,  from  cattle;  and 
number  three,  from  hogs.  It  remained  for 
a very  capable  American  investigator,  Alice 
Evans,  to  bring  together  the  various  dis- 
coveries and  to  prove  that  these  three  strains 
were  closely  related.  She  also  proved  that 
brucellosis  could  be  contracted  from  goats 
through  goats’  milk,  from  cattle  through 
cows’  milk,  and  from  pigs  through  the  han- 
dling of  the  infected  animals  or  from  the 
meat  of  the  animals.  Her  work  proved  to  be 
the  impetus  necessary  to  the  medical  profes- 
sion to  begin  searching  for  the  disease,  and 
thus  a great  step  forward  in  brucellosis  dis- 
covery and  treatment  was  accomplished. 

The  battle  against  brucellosis  is  continu- 
ing and  it  is  now  almost  entirely  eliminated 
from  all  Grade  A herds  and  is  being  elim- 
inated from  beef  cattle  and  hogs.  It  is  not 
too  much  to  hope  that  before  too  long,  bru- 
cellosis will  vanish,  as  typhoid  fever  has, 
from  our  midst.  Various  agencies,  including 
the  U.S.  Government,  our  state  government, 
and  various  counties  throughout  our  state 
are  joining  in  an  effort  to  eradicate  brucel- 
losis. This  work  is  well  organized  and  is 
continuing.  We  all  should  be  grateful  to  the 
veterinary  profession  for  their  invaluable 
aid  in  the  eradication  of  as  much  brucellosis 
as  has  been  accomplished  to  date.  It  is  not 
beyond  expectation  that  in  the  next  few 


years,  you  will  see  Nebraska  on  the  list  of 
approved  states  for  brucellosis  eradication. 

The  work  of  eradication  of  Brucella  suis 
is  not  quite  so  simple,  but  determined  ef- 
forts are  also  continuing  in  this  field. 

One  of  the  main  difficulties  of  eradication 
of  brucellosis  in  animals  is  the  same  prob- 
lem that  we  meet  in  humans.  There  is  no 
positive  way  of  making  the  diagnosis  except 
by  examination  of  the  blood  and  this,  in 
large  numbers  of  animals,  becomes  time- 
consuming  and  expensive.  These  efforts 
must  be  continued,  however,  until  brucellosis 
is  recognized  before  the  slaughter  of  both 
cattle  and  hogs.  This  has  not  been  accom- 
plished as  yet  and  only  by  thorough  cooking 
of  both  pork  and  beef  can  we  be  sure  that 
this  disease  may  not  be  transmitted  to  the 
human.  As  thorough  cooking  is  necessary  in 
preparation  of  meat,  so  proper  pasteuriza- 
tion is  still  very  necessary  in  producing  safe 
milk. 
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What's  New  in  Internal  Medicine 


HEREIN  is  reported  a review 
of  some  of  the  recent  litera- 
ture pertaining  to  internal 
medicine.  These  reviews  are  given  in  sim- 
ple dogmatic  statements  that  are  intended 
to  help  make  the  concepts  that  we  all  use 
in  the  practice  of  medicine.  It  is  hoped  that 
these  statements  will  whet  the  interest  of 
the  reader  to  gain  the  knowledge  contained 
in  the  reviewed  articles  by  reading  them, 
and  these  over  - simplified  concepts  will 
not  remain  as  the  whole  knowledge  on  these 
subjects.  This  review  is  to  primarily  cover 
the  fields  of  hematology,  gastroenterology, 
and  endocrinology. 

Macrocytic  megaloblasic  anemias  can  be 
caused  by  deficiencies  of  B12,  folic  acid,  or 
ascorbic  acid,  and  by  any  combination  of 
these  deficiencies.1 

“In  management  of  a disease  for  which 
vitamine  B12  therapy  is  completely  adequate 
and  wholly  reliable  (parenteral),  it  is  be- 
lieved inadvisable  to  use  oral  therapy  that 
is,  at  best,  unpredictably  effective.”  State- 
ment regarding  treatment  of  pernicious  ane- 
mia.2 

Amelioration  of  anemia  in  hypoplastic 
anemia,  myeloid  metaplasia,  and  malignant 
reticulum  disease  (multiple  myeloma,  lym- 
phatic leukemia,  or  Hodgkin’s  disease)  by 
the  use  of  testosterone  has  been  reported.3 

Two  boys  had  spontaneous  remission  of 
aplastic  anemia  at  puberty.  Erythroid  hy- 
perplasia has  been  shown  in  some  patients 
with  aplastic  anemia  after  1 to  5 months  of 
testosterone  therapy.  This  would  seem  en- 
couraging.4 

The  incidence  of  renal  disease  (tumor,  hy- 
dronephrosis, pyelitis)  is  high  in  polycy- 
themia. Every  patient  with  polycythemia 
deserves  a study  of  the  kidneys,  especially 
when  leukocyte  and  platelet  counts  are  nor- 
mal. Erythropoietic  stimulating  factor  has 
been  demonstrated  in  the  blood  of  patients 
with  polycythemia.  In  certain  pathologic 
conditions  of  the  kidneys,  increased  amounts 
of  erythropoietin  are  produced.5 

Lupus  erythematosus  sera  contain,  prob- 
ably, an  autoantibody  to  the  patient’s  own 
desoxyribonucleic  acid  (DNA).6 

The  indications  for  treatment  of  lym- 
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phomas  and  leukemias  should  be  activity  or 
imminent  activity  of  the  disease  to  the  ex- 
tent that  it  endangers  the  patient’s  ability 
to  carry  on  his  activities.  Some  medications 
will  produce  changes  in  the  peripheral  blood 
picture  without  producing  a remission.  All 
forms  of  treatment  damage  normal  as  well 
as  malignant  hemapoietic  tissues.  Steroids 
are  probably  the  most  effective  and  least 
toxic  of  the  agents  used  in  acute  leukemias.7 

Heartburn  can  be  caused  by  two  different 
mechanisms:  (1)  Reflux  of  gastric  contents 
with  a pH  of  less  than  4;  (2)  altered  motil- 
ity pattern  in  the  lower  esophagus  without 
acid  reflux.8 

Secondary  malabsorption  syndromes  may 
be  associated  with  the  following  disease 
states:  regional  enteritis,  amyloidosis,  scle- 
roderma, Whipple’s  disease,  lymphomas,  in- 
ternal fistulas  and  diverticulosis.  Jejunal 
biopsy  or  even  exploratory  laparotomy  may 
be  necessary  to  establish  the  etiological  di- 
agnosis.9 

Whipple’s  disease  (intestinal  lipodystro- 
phy) has  been  shown  to  be  a systemic  dis- 
ease with  pathological  involvement  of  lymph 
nodes,  heart,  lungs,  and  other  organs.  In- 
clusion bodies  are  found  in  macrophages 
suggesting  viral  etiology  of  the  disease. 
Treatment  with  steroids  and  antibiotics  have 
produced  remissions.10 

Report  is  m a d e of  perforation  of  the 
esophagus  by  the  use  of  Caroid  powder  in 
the  treatment  of  meat  impaction  of  the 
esophagus.  Care  should  be  used  in  this 
therapy.11 

Rapid  gastric  emptying  demands  the  use 
of  a rapid  acting  antiacid  that  must  be  ad- 
ministered often  in  the  treatment  of  peptic 
ulcer.  Calcium  carbonate  has  been  shown  to 
be  the  fastest  acting  antiacid  and  is  also  one 
of  the  least  expensive.12 

“Post  gastrectomy  dumping  syndrome”  is 
better  termed  “Jejunal  hyperosmolic  syn- 
drome.” High  osmolarity  of  liquids  enter- 
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ing  the  jejunum  causes  a pouring  out  of 
fluid  from  the  jejunum  causing  weakness, 
hypotension,  faintness,  pain,  etc.  By  limit- 
ing highly  refined  sugars  and  readily  hydro- 
lyzed starches  and  proteins  from  the  diet, 
also  the  extremes  of  hot  and  cold  foods,  the 
symptoms  can  be  markedly  reduced  in  this 
syndrome.  Frequent  feedings,  5 or  6 daily, 
also  are  helpful.13 

Nontropical  sprue  is  probably  an  inherit- 
able disorder  in  which  intramucosal  hydroly- 
sis of  certain  polypeptides  is  impaired.  This 
may  develop  early  in  the  child  as  celiac  dis- 
ease, or  later  in  the  adult  as  nontropical 
sprue.  A gluten-free  diet  alleviates  most  of 
the  clinical  symptoms.14 

Nontropical  sprue  and  celiac  disease,  on 
jejunal  biopsy,  show  a loss  of  the  brush  bor- 
der. On  the  gluten-free  diet,  the  brush  bor- 
der returns.15 

The  best  screening  test  for  intestinal 
malabsorption  is  the  examination  of  the  stool 
for  microscopic  fat  droplets.  Confirmatory 
tests  are  serum  carotene  levels,  d-xylose  ex- 
cretion test,  and  radio-active  tagged  lipids.16 

Ileocecal  prolapse  may  be  a cause  of  gas- 
trointestinal hemorrhage.  It  is  demonstrat- 
ed by  barium  enema  study.  Several  cases  of 
rather  massive  hemorrhage  have  been  re- 
ported.17 

Evidence  is  appearing  that  ulcerative  co- 
litis may  be  an  autoimmune  disease  in  which 
antibodies  are  present  for  cells  of  the  colon. 
(This  may  further  explain  the  rationale  of 
cortisone  therapy  in  this  disease.18 

Acute  dilatation  of  the  colon  in  acute  ul- 
cerative colitis  usually  indicates  a serious 
complication.  It  often  indicates  a small  per- 
foration, or  a necrosis  of  the  wall  of  the 
colon  involving  all  of  the  layers.  Treatment 
is  colectomy  as  an  emergency  procedure. 
Plain  film  of  the  abdomen  demonstrates  the 
condition.  A barium  enema  should  not  be 
done.19 

The  arthritis  occurring  in  ulcerative  co- 
litis is  usually  monarticular,  affects  the  large 
joints,  leaves  no  residual,  and  is  usually 
greatly  benefited  by  definitive  colon  sur- 
gery.20 

Retention  enemas  of  glucocorticoids  have 
been  found  effective  in  the  treatment  of 
some  forms  of  ulcerative  colitis.  It  is  hoped 
that  such  kits  for  home  use  will  be  pro- 
duced.21 


Transaminase  studies  are  probably  the 
most  sensitive  available  tests  to  discover 
anicteric  hepatitis.22 

The  incidence  of  carcinoma  of  the  pan- 
creas is  high  in  patients  having  pancreatic 
calcifications  (25%  in  one  series).  On  the 
other  hand,  only  1.4  per  cent  of  patients  with 
carcinoma  of  the  pancreas  have  calcinosis  of 
the  pancreas.23 

Hypoglycemia  induces  measurable  in- 
creases in  epinephrine  secretion.  It  is  felt 
that  epinephrine  produces  many  of  the 
symptoms  of  hypoglycemia  (i.e.  palpitation, 
tachycardia,  sweating,  and  anxiety).  The 
low  sugar  content  of  the  blood  produces  the 
central  nervous  system  symptoms  of  leth- 
argy and  coma.  (The  failure  of  epinephrine 
'•’esponse  to  hypoglycemia  may  be  the  cause 
for  some  insulin  comas  developing  without 
antecedent  recognizable  symptoms).  Also, 
by  measuring  urinary  excretion  of  urinary 
epinephrine  before  and  after  insulin  admin- 
istration, one  may  determine  adrenal  medul- 
lary function.24 

The  presence  of  peptic  ulcer  has  proven  a 
better  tip-off  to  the  presence  of  parathyroid 
overactivity  than  has  renal  lithiasis.25 

Hydrochlorothiazide  has  been  reported  ef- 
fective in  controlling  a case  of  idiopathic 
diabetes  insipidus.  Thiazide  and  supple- 
mental potassium  have  controlled  the  pa- 
tient for  five  months.26 

Masked  hyperthyroidism  may  manifest 
itself  in  middle  aged  and  elderly  people  as 
apathy,  lethargy,  placid  facies,  and  a de- 
pressed mood.  Other  signs  such  as  goiter, 
eye  signs,  tachycardia,  and  so  forth,  may  be 
entirely  absent.  More  use  of  the  PBI  test 
will  help  to  find  this  unsuspected  syndrome.27 

“Thyroid  Crisis”  is  considered  to  be  only 
an  exaggeration  of  response  to  stress,  infec- 
tion, trauma,  emotion,  and  so  forth,  in  a hy- 
perthyroid patient.  Iodine,  cortisone,  reser- 
pine  (to  control  tachycardia) , glucose,  fluids, 
and  oxygen  are  the  main  aids  in  treating  the 
“crisis.”  The  old  term  is  not  without  merit 
in  that  it  emphasized  the  need  for  special 
treatment  in  this  phase  of  hyperthyroid- 
ism.28 

Patients  with  primary  myxedema  can  be 
determined  even  if  they  are  taking  thyroid. 
Thyroid  stimulating  hormone  (TSH)  is  giv- 
en and  in  primary  myxedema  there  is  no 
increase  in  the  rate  of  uptake  of  I131.  Eu- 
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thyroid  patients  taking  thyroid  will  show  a 
definite  increase  in  uptake.  Secondary  myx- 
edema due  to  pituitary  failure  cannot  be 
identified  in  this  manner.29 

The  most  common  symptoms  of  myxedema 
are  paresthesias  — 92  per  cent  of  the  cases 
reported  this.  Other  symptoms  were  report- 
ed in  the  following  decreasing  incidence : 
loss  of  energy  79  per  cent;  intolerance  to 
cold  51  per  cent;  muscle  weakness  34  per 
cent;  drowsiness  34  per  cent.  Of  the  objec- 
tive signs,  "pseudo-myotonic”  reflexes  were 
reported  in  95  per  cent;  changes  in  men- 
strual pattern  86  per  cent;  dry  skin  79  per 
cent;  puffy  eyelids  70  per  cent;  hoarseness 
56  per  cent;  weight  gain  41  per  cent;  thin- 
ning of  eyebrows  24  per  cent.30 

The  risk  of  a patient  with  nontoxic  nodu- 
lar goiter  developing  cancer  is  one  per  cent. 
Efforts  must  be  made  to  develop  criteria  as 
to  which  nodule  should  be  removed.  Cer- 
tainly not  all  nontoxic  nodular  goiters  need 
to  be  removed.31 

The  general  consensus  of  opinion  is  that 
the  “metabolic  insufficiency  syndrome” 
does  not  exist  no  matter  how  comforting  this 
diagnosis  may  have  been  to  both  patient  and 
the  physician.  A double  blind  study  on  pa- 
tients diagnosed  as  having  this  syndrome 
showed  no  statistical  difference  between 
placebo  and  triiodothyronine  medication. 
Most  of  the  patients  in  this  categoiy  in  psy- 
chometric tests  proved  to  be  depressive,  hy- 
pochondriachal,  or  schizoid  types.32 

Measurements  of  circulating  insulin  in  di- 
abetics after  a glucose  load  using  the  im- 
muno-chemical  assay  method,  show  increased 
circulating  insulin  over  that  found  in  the 
nondiabetic  in  similar  situations.  Assays, 
under  the  same  conditions,  using  the  bio- 
assay method,  show  lower  amounts  of  circu- 
lating insulin  in  diabetics.  This  suggests 
that  the  pancreas  of  diabetics  may  produce 
a protein  of  the  specific  antigenic  configur- 
ation of  insulin,  but  at  the  same  time  it  is 
physiologically  inactive.33 

Chlorpropamide  is  capable  of  producing 
severe  hypoglycemic  reactions  in  some  indi- 
viduals. Patients  on  this  drug  should  be 
so  informed  and  rather  closely  observed  as 
to  the  degree  of  their  control.34 

More  and  more  reports  keep  coming  in 
showing  lesser  incidence  of  retinitis  and  ne- 
phropathy in  diabetics  that  are  "tightly 
controlled”  than  in  the  ones  that  are  "loose- 


ly controlled.”  At  present  this  is  the  only 
guard  we  can  offer  against  these  distressing 
complications.35 

On  the  basis  of  the  present  evidence  it  is 
felt  that  the  adrenal  gland  is  not  the  cause 
of  diabetic  retinitis.  There  is  cautious  op- 
timism that  hypophysectomy  may  in  some 
cases  reverse  this  process.  Several  groups 
have  been  doing  section  of  the  pituitary  stalk 
with  regression  of  retinitis  in  about  50  per 
cent  of  the  cases.  These  groups  are  yet 
small  and  still  show  a rather  high  mortality 
rate.  Rather  uniformly  insulin  dosage  can 
be  lowered,  however,  this  is  no  reason  for 
hypophysectomy.36 

Essential  hyperlipemia  can  be  readily  sus- 
pected by  finding  a milky  appearance  in  the 
fasting  serum.  Patients  with  this  problem 
have  hepatosplenomegaly,  abdominal,  coro- 
nary, and  central  nervous  system  crises,  and 
occasionally  xanthoma.  They  may  present 
an  acute  abdominal  crisis  leading  to  unneces- 
sary surgery.  Treatment  of  crises  is  pri- 
marily intravenous  fluids,  Demerol,  and 
heparin  (which  is  a lipemia  clearing  fac- 
tor) .37 

Acute  arthritis  starting  after  the  institu- 
tion of  chlorothiazide  therapy  should  make 
one  think  of  the  probability  of  gout.  Chloro- 
thiazide reduces  the  excretion  of  uric  acid 
and  thus  may  precipitate  the  original  attack 
of  this  disease.38 

There  is  increasing  evidence  that  endo- 
crine adenomatosis  or  hyperplasia  (pitui- 
tary, parathyroid,  pancreas  or  adrenal)  is 
causally  related  to  peptic  ulcer.  The  pan- 
creas should  be  carefully  examined  during 
surgery  for  ulcer.  The  lesion  in  the  pancreas 
is  usually  a nonbeta-islet-cell  tumor,  approx- 
imately 40  per  cent  of  which  will  be  malig- 
nant. Jejunal  ulcers  should  always  suggest 
the  possibility  of  endocrine  adenomatosis.39 

The  parathyroid  hormone  has  recently 
been  isolated  in  a pure  state  and  has  been 
found  to  be  a relatively  small  molecule.  It 
may  be  possible  to  produce  antibodies 
against  this  substance  so  that  immuno-as- 
says  can  be  carried  out  to  specifically  de- 
termine excesses  or  deficiencies  of  para- 
thormone. This  would  simplify  the  some- 
what difficult  job  of  determining  parathy- 
roid activity.40 

Treatment  of  thyroid  nodules  and  goiter 
with  thyroid  extract  has  been  revived  and 
has  again  been  demonstrated  to  be  effective. 
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“The  proper  treatment  of  goiter  is  thyroid,” 
a dictum  first  reported  70  years  ago.41 

Radioactive  iodine  pickup  is  not  thorough- 
ly reliable  in  differentiating  benign  and  mal- 
ignant nodules.  In  one  series,  24  per  cent 
of  cold  nodules  were  malignant,  three  per 
cent  of  warm  nodules  were  malignant,  and 
12  per  cent  of  hot  nodules  were  malignant.42 

Aldosterone  excess  in  the  normal  indi- 
dividual  induces  hypertension  and  potassium 
depletion.  In  the  hypertensive,  if  low  levels 
of  both  sodium  and  potassium  exist,  aldos- 
terone is  not  excreted.  Increasing  the  po- 
tassium level,  however,  will  increase  aldos- 
terone excretion.  Aldosterone  does  not  cause 
simple  primary  hypertension,  but  it  may  be 
basically  involved  in  producing  malignant 
hypertension.43 

The  presence  of  hypokalemia  and  alkalosis 
in  Cushing’s  syndrome  suggests  cancer  rath- 
er than  benign  adenoma.  (Cushing’s  syn- 
drome is  due  to  adrenal  cortical  adenomas; 
Cushing’s  disease  is  considered  to  be  sec- 
ondary adrenal  hyperplasia  related  to  ex- 
cessive production  of /or  continued  produc- 
tion of  small  amounts  of  ACTH).44 

Of  interest  is  the  development  of  a tech- 
nique to  study  human  chromosomes.  Aber- 
rations in  the  chromosomal  pattern  account 
for  Kleinfelter’s  syndrome,  Turner’s  syn- 
drome, mongolism,  and  some  forms  of  her- 
maphroditism. Cells  from  females  show  a 
chromatin  mass  that  can  be  identified  by  the 
light  microscope  in  the  periphery  of  the  nu- 
cleus of  buccal  cells.  This  mass  is  found 
in  a high  proportion  of  the  cells  in  the  fe- 
male, and  is  found  in  less  than  10  per  cent 
of  the  cells  in  the  male.  This  aids  greatly  in 
determining  sex  in  hermaphrodites  and  pseu- 
dohermaphrodites so  that  the  child  may  be 
brought  up  properly  from  infancy.45 
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Chaude-pisse  is  a term  that  may  well  be  used  to  describe  the 
symptom  commonly  spoken  of  as  burning  on  urination.  The  French 
often  have  a way  of  expressing  ideas  in  common  words. 
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SPECIAL  CONTRIBUTION  - 


NEUROLOGIC  MANIFESTATIONS  of 

Heritable  Disorders  of  Metabolism * 

(Final  Installment) 


Diabetes  Mellitus34a 

An  outline  of  neurologic  manifestations 
of  diabetes  mellitus  includes: 

1.  Diabetic  neuropathy. — 

Symmetrical,  distal  forms. 

Asymmetrical,  mono-neuritis  or  radiculitis. 
Variants  with  prominent  muscular  atrophy 
(“amyotrophy”). 

Autonomic  nervous  system  degeneration. 
Cranial  nerve  palsies  (III,  VI). 

2.  Cerebral  syndromes. — 

Cerebrovascular  disease. 

Renal  failure  due  to  glomerulosclerosis. 
EEG  abnormalities  in  diabetics. 

Diabetic  coma  (ketosis). 

Hypoglycemia  with  insulin  use. 

3.  Increased  spinal  fluid  protein  with  above 

disorders. 

Glycogen  Storage  Disease35 

Recessively  inherited,  this  disorder  is 
based  on  deficiency  of  particular  enzymes 
concerned  with  breakdown  or  modification 
of  stored  glycogen.  It  becomes  apparent  in 
infancy.  Glycogen  is  piled  up  to  excess  in 
several  tissues  (liver,  heart,  kidneys,  mus- 
cles) to  their  impairment.  At  the  same 
time,  it  is  not  available  for  use;  it  does  not 
reconvert  to  glucose.  Hypoglycemia  and  ke- 
tosis ensue. 

There  are  at  least  six  different  forms  of 
this  disease,  depending  on  which  enzyme  is 
deficient.  In  some,  glycogen  deposition  im- 
pairs the  myocardium,  in  another  the  liver, 
in  another  striated  muscles. 

The  following  symptoms  are  variously 
present,  more  severe  in  neonates,  less  severe 
in  the  older  infant  (age  2) : 

Failure  to  thrive,  develop. 

Hypoglycemia  (with  coma  or  convulsions). 

Ketosis. 

Hepatomegaly. 

Cardiomegaly,  failure. 

Mental  retardation. 

Weak  musculature  (atony,  paresis,  atrophy,  may 
simulate  Werdnig-Hoffman  syndrome;  bul- 
bar involvement  in  some). 

Macroglossia. 
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Biopsy  (liver,  muscle)  may  reveal  excessive 
glycogen  deposit. 

Biochemical  tests  for  specific  enzyme  defect. 

Galactosemia36 

Recessively  inherited,  this  defect  consists 
of  a deficiency  of  enzyme  (P-gal-transf er- 
ase) required  in  metabolism  and  utilization 
of  galactose.  It  becomes  readily  apparent 
shortly  after  birth: 

Malnutrition. 

Hepatosplenomegaly. 

Cataracts. 

Mental  retardation. 

Convulsions. 

Icterus. 

Normal  total  blood  sugar,  low  true  blood  glu- 
cose levels. 

Galactosuria,  aminoaciduria,  albuminuria,  im- 
paired galactose  tolerance  test. 

Biochemical  determination  of  specific  enzyme. 

Intermediate  metabolic  products  act  as 
toxic  agents.  The  patients  usually  respond 
to  a galactose-free  diet. 

Primary  Amyloidosis 

Amyloidosis  appears  from  a disturbed 
functioning  of  the  reticuloendothelial  sys- 
tem. An  abnormal  protein  (hydrophilic 
protein  associated  with  a sulfate-bearing 
polysaccharide)  deposit  is  laid  down  in  con- 
nective tissue,  slowly  crowding  into  and  re- 
placing parenchyma. 

There  appear  to  be  several  forms  :37’ 38- 39 

1.  Primary  (familial  and  sporadic  forms). 

2.  With  chronic  infection  (rheumatoid  arthri- 
tis, tuberculosis;  osteomyelitis,  leprosy,  py- 
elonephritis, bronchiectasis). 

3.  With  multiple  myeloma,  Hodgkins’.40 

4.  Senile  types  (heart,  vessels,  brain).37-  38-  41 

5.  X-ray  injury  of  brain. 
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At  times  amyloidosis  diagnosed  “primary” 
subsequently  turns  out  to  be  a manifestation 
of  insidious  multiple  myeloma. 

The  primary  form  is  of  considerable  neu- 
rologic interest.  There  are  both  familial 
(dominant  transmission)  and  sporadic 
forms.  At  least  15  per  cent  will  disclose 
neurologic  symptoms  first  and  a higher  per- 
centage of  such  is  found  in  familial  forms. 
The  syndrome  reveals  progressive  impair- 
ment of  myocardium,  kidneys,  and  periph- 
eral nerves.  The  main  features  are:42 

1.  In  sporadic  form,  more  frequent  occurrence 
in  men,  in  40-50  age  group. 

2.  In  hereditary  form,  age  group  10-30. 

3.  Vitreous  opacitis  (especially  in  hereditary 
form).  May  precede  other  manifestations 
by  several  years. 

4.  Myocardial  involvement.  EKG  changes. 

5.  Renal  involvement. 

6.  Laryngeal  involvement. 

7.  Macroglossia. 

8.  Polyneuropathy. 

9.  Hepatosplenomegaly  in  some  cases. 

10.  Laboratory  tests. 

Polyneuropathy 

This  involvement  is  mostly  sensory  at 
first  with  pain.  It  is  not  usually  symmetri- 
cal in  the  beginning  although  later  it  may 
proceed  to  this.  It  is  more  apt  to  start  in 
lower  extremities,  so  that  pain  in  the  soles 
of  feet  and  calves  is  common.  Later,  motor 
symptoms  appear,  with  weakness,  atrophy 
and  decreased  tendon  reflexes,  all  distal  at 
first.  Temperature  and  pain  sensations  are 
usually  lost  before  other  modalities,  and  this 
will  be  in  a distal  pattern.  The  course  is 
relentlessly  progressive.  As  the  amyloid  in- 
vades the  nerves  sufficiently  (in  late  stages) 
they  can  be  palpated  as  thickened  cords  and 
a biopsy  may  be  diagnostic. 

Sensory  spinal  ganglia  may  be  invaded  by 
the  amyloid,  and  chronic  nerve  root  (or  “ra- 
diculitis”) syndromes  may  be  seen.  Occa- 
sionally, the  autonomic  ganglia  are  affected 
causing  diarrhea,  gastrointestinal  distress, 
sphincter  loss,  impotence,  and  pupillary  ab- 
normalities. Rarely  cranial  nerves  are  in- 
volved. 

Laboratory  Tests 

In  some  cases,  elevated  spinal  fluid  pro- 
tein and  gold-curve  changes  are  reported. 

The  Congo  red  test  is  usually  not  helpful. 
A positive  test  is  rare  but  significant.  The 


usually  found  “negative”  is  of  no  signifi- 
cance. The  Evans  blue  test  has  recently 
been  reported  more  valuable.43 

Biopsies  (skin,  larynx,  gums,  nerves)  are 
often  “negative”  at  first  and  may  have  to  be 
repeated.  Rectal  mucosa  has  been  consid- 
ered an  effective  biopsy  specimen  also.44 

Serum  protein  determination  may  be  help- 
ful, revealing  decreased  total  protein,  de- 
creased albumin,  increased  lipoproteins,  in- 
creased globulin  and  an  abnormal  alpha-2 
globulin.  An  increased  serum  hexosamine 
concentration  is  also  reported  to  be  diagnos- 
tic. 

Unfortunately,  there  is  no  known  treat- 
ment for  this  progressive  disorder. 

Phenylketonuria45 

A recessive,  inherited  deficiency  of  the 
hepatic  enzyme,  phenylalanine  hydrosylase, 
prevents  the  metabolism  of  the  essential 
amino-acid  phenylalanine,  with  the  resulting 
toxic  accumulation  of  this  acid.  The  neuro- 
logic changes  are  profound.  Much  of  the 
damage  gets  underway  between  the  second 
and  sixth  weeks  of  life  and  continues  with 
maximum  damage  accomplished  by  two 
years.  The  full  clinical  picture  reveals : 

Mental  retardation. 

Convulsions. 

Spastic  paresis  or  paralysis. 

Occasionally  chorea  or  athetosis,  ataxia,  trem- 
or. 

Agitated,  hyperkinetic,  repetitive  body  move- 
ments. 

Microcephaly. 

Other  developmental  anomalies. 

Eczema. 

Blond  hair,  fair  complexion  frequent  (especial- 
ly among  infants). 

EEG  abnormalities  in  most.  Spike  and  wave 
forms,  petit  mal  variants,  hypsarrhythmia, 
high  voltage  fast  mixed  with  slow  waves, 
seizure  foci. 

Myelinization  is  retarded,  later  demyelinization 
occurs. 

Urine  test:  5 ml.  urine  acidified  with  dilute 
sulfuric  acid.  5%  ferric  chloride  dropped  in 
produces  deep,  blue-green  color  at  once  (oc- 
casional false  positives).  May  not  appear 
positive  until  4-5  weeks  old. 

Serum  phenylalanine  level. 

Therapeutic  response  to  a rigidly  controlled  low 

phenylalanine  diet  (with  frequent  assay  of 
serum  phenylalanine  levels). 

Occasionally  the  disorder  appears  mani- 
fest with  only  agitation  and  increased  psy- 
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chomotor  activity,  with  normal  or  near  nor- 
mal mental  capacity .45a 

Maple  Syrup  Urine  Disease46 

Recently  recognized,  this  disease  awaits 
further  clarification.  Its  chief  features  ap- 
pear to  be : 

Appearance  in  early  infancy. 

Rapid  cerebral  degeneration  to  decerebrate 
state.  Rigidity,  convulsions. 

Family  history. 

Urine  reveals  large  amounts  of  valine,  isoleu- 
cine, and  leucine. 

Urine  odor  of  maple  sugar  (more  marked  if 
urine  specimen  frozen). 

Defect:  oxidative  decarboxylation  of  alpha- 

keto  acids. 

Edematous  brain;  defective  myelinization. 


Idiopathic 

Transient  deficiency  of  infancy 
Myeloma,  leukemia,  lymphoma 
Amyloidosis 
Protein  deficiency 
Malabsorption  syndrome 
Collagen  disease  (cause  or  effect?) 

Some  allergic  states  (children) 

Loss  of  plasma  protein: 

Hemorrhage 
Exudate 
Proteinuria 
Vitamin  deficiency 
Mesenchymal  injury: 

X-ray 

Corticosteroid 
Nitrogen  mustard 

The  hereditary  form  is  more  common  in 
male  children. 


Hartnup  Disease47 

Genetically  recessive,  this  disease  is  due 
to  a lack  of  enzyme  activity  in  tryptophane 
metabolism  with  resultant  toxicity  from  re- 
tained indolic  acids.  Poor  nutrition  may  be 
a contributing  factor.  Clinical  features  are : 

Disease  of  childhood. 

Pellagra-like  rash  on  sun-exposure. 

Cerebellar  ataxia  (severe,  reversible). 

Personality  changes:  emotional  lability,  apathy, 
irritability,  depression,  acute  brain  syn- 
drome (delirium),  occasionally  progression  to 
dementia. 

Relapses  and  remissions. 

Occasionally  peripheral  neuropathy,  pyramidal 
tract  deficit,  syncope,  “collapse,”  headaches. 

Improves  with  age,  disappears  by  adulthood. 

Aminoaciduria,  indicanuria. 

Alkalinization  of  urine  with  sodium  bicarbonate 
is  therapeutic  (increasing  excretion  of  in- 
doles). 


Methemoglobinemia48 

The  primary,  hereditary  form,  often  evi- 
dent at  birth,  may  be  accompanied  by  men- 
tal deficiency . Whether  this  neurologic  de- 
fect is  secondary  to  the  blood  picture  or  a 
congenital  concomitant  is  not  known  as  yet. 
Methemoglobin  is  of  no  value  in  respiration 
and  its  presence  in  large  amounts  (20  to  40 
per  cent  of  total  hemoglobin)  interferes  with 
oxygen  transport  and  leads  to  hypoxia  and 
cyanosis. 


Hypogammaglobulinemia49 

A deficiency  of  gamma  globulin  may  be  a 
hereditary  (recessive)  defect.  It  may  be 
seen  in  a number  of  other  conditions : 


Manifestations: 

Repeated  acute  and  chronic  infections. 
Staphylococcus  aureus 
Pneumococcus 
Streptococcus 
Meningococcus 
H.  influenzae 

Arthritis  (?  rheumatoid) 

Collagen  diseases. 

Schick  test  positive  after  immunization. 

Total  proteins  low,  globulin  especially. 

Bone  marrow  and  lymph  nodes  reveal  deficiency 
of  plasma  cells. 

Small  tonsils,  deficient  lymphoid  tissue  (even 
leukopenia). 

The  neurologic  importance  of  hypogam- 
maglobulinemia centers  on: 

1.  Its  association  with  infections  which  often 
lead  to  secondary  neurologic  spread: 

Pansinusitis. 

Otitis  media. 

Bronchiectasis. 

Septicemia. 

Pyoderma. 

Pneumonia. 

2.  Its  association  with  collagen  diseases  which 
may  in  turn  disclose  neurologic  complica- 
tions. 


Myoglobinuria 

Myoglobinuria  is  a condition  characterized 
by  acute  striated  muscle  necrosis,  incom- 
pletely understood  at  this  time.  Almost 
every  report  cites  a new  variety  or  possible 
etiologic  factor:50 


Primary. 

Idiopathic. 

Spontaneous. 

Exertional. 

Familial,  hereditary. 
Paralytic. 


Toxic. 

Traumatic. 

Febrile. 

Infectious. 

Ischemic. 
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The  condition  is  manifested  by:51 


Males  4:1. 

Muscle  pain,  cramps  (usually  lower  extremity). 

Muscle  weakness  to  paralysis. 

Recurrent  attacks. 

Fever. 

Elevated  sedimentation  rate  and  leucocytosis. 

Dark  red  or  brown  urine  (myoglobin). 

Renal  damage  (tubular). 

Although  some  cases  appear  spontaneous- 
ly and  without  known  “cause,”  a number  ap- 
pear following  or  associated  with  :52 

Muscular  exertion.53 

Crushing  injuries  or  prolonged  compression  of 
muscle. 

Ischemia  (following  arterial  occlusion).54 

Electroshock  injury. 

A familial  or  hereditary  pattern.55 

Toxic  states  (alcoholism,  e.g.)56 

Other  muscle  disease  (polymyositis,  myotonia, 
progressive  dystrophy). 56a 

Childhood  and  adult  forms  have  been  de- 
scribed.55 

While  the  disorder  may  be  severe  and  even 
occur  in  one  overwhelming  (renal  damage, 
hyperkalemia,  respiratory  failure),  fatal  at- 
tack (12%  in  one  report),  the  course  may  be 
benign.57  Sequelae  of  muscle  contracture 
and  atrophy  are  not  rare. 

Renal  damage  usually  is  the  most  serious 
development.  In  excreting  the  muscle  pig- 
ment, renal  tubules  are  damaged.  Albumin- 
uria is  a common  finding  and,  if  renal  dam- 
age is  severe,  uremia  develops.  The  urine 
reveals  no  red  blood  cells  but  tests  “positive” 
with  usual  hemoglobin  tests  (since  the  pig- 
ment is  a myo-hemo-globin).  A biochem- 
ical or  spectroscopic  identification  of  this 
pigment  is  usually  necessary  to  establish  the 
diagnosis. 

A number  of  tests  are  available  to  iden- 
tify the  myoglobin:58 

Filter  paper  electrophoresis. 

Ultrafiltration 

Spectroscopy 

Rabbit  anti-myoglobin  antiserum  tests. 

Ultra  centrifugal  analysis. 

Muscle  study  reveals  marked  waxy  degen- 
eration, vacuolization,  necrosis,  liquefaction 
(“rhabdomyolysis”).  Several  theories  have 
been  cited  to  explain  this  disorder : 

Defect  in  phosphorylase  system  in  muscle  pre- 
cluding glycogen  use.59 

Deficiency  of  myoglobin  or  an  abnormal  myo- 
globin.55 


Gout 

Primary  gout  is  a geneticaly  determined 
disorder  of  purine  metabolism.  Hyperuri- 
cemia is  a cardinal  feature.  Adult  males  are 
most  frequently  affected. 

Chronic  gouty  arthritis  (or  tophaceous 
gout)  is  a late  manifestation  of  the  severe 
form  of  this  disease.  It  appears  in  less 
than  10  per  cent  of  case  s.G0  Tophaceous 
gouty  deposits  may  be  added  to  the  list  of 
etiologic  considerations  in  cases  of  periph- 
eral nerve  impingement  or  entrapment. 
Even  after  treatment  of  gout,  thickened  tis- 
sues and  fibrosis  may  remain  to  cause  con- 
tinuation of  symptoms. 

Compression  of  the  median  nerve  in  the 
crowded  carpal  tunnel  at  the  wrist  in  par- 
ticular has  been  noted.  Other  likely  sites 
would  include  the  ulnar  nerve  (as  it  enters 
the  hand  in  a shallow,  oblique  trough  formed 
by  carpal  bones,  roofed  by  Palmaris  brevis 
muscle  and  volar  carpal  ligament),  the  pos- 
terior tibial  nerve  (in  the  retromalleolar 
compartment)  or  the  digital  nerves  of  the 
foot  (where  they  may  be  impinged  by  distal 
knuckles  of  the  metatarsal  bones  and  the 
transverse  metatarsal  ligament).1 60> 61 

Rarely  advanced  gouty  arthritis  involves 
the  spine.  Extensive  involvement  of  the  up- 
per cervical  spine  with  imminent  cord  com- 
pression has  been  described.62  Low  back 
joint  and  disc  involvement  may  also  occur 
rarely.63 

Lipidoses 

Several  disorders  are  characterized  by  in- 
tracellular accumulations  of  sphingolipid 
due  to  an  inheritable  defect  in  metabolism 
of  a particular  lipid.  These  include:64’65*66 

1.  Amaurotic  familial  idiocy  with  a defect  in 
ganglioside  metabolism. 

2.  Niemann-Pick’s  disease  with  a defect  in 
sphingomyelin  metabolism. 

3.  Gaucher’s  disease  with  a defect  in  cerebro- 
side  metabolism. 

4.  Hurler’s  (gargoylism)  disease  also  may  be- 
long here. 

Cerebral  and  spinal  neurones  and  reticulo- 
endothelial tissues  may  be  variously  in- 
volved. Rectal  biopsy  has  recently  been 
recommended  to  diagnose  these  conditions. 
Characteristic  granular  and  lipid-filled  neu- 
rones may  be  found  in  the  myenteric  plexus, 
typical  histiocytes  in  the  lamina  propria,  and 
mucopolysaccharides  in  submucosal  cells.67 
Cerebral,  hepatic  or  splenic  needle-biopsy 
may  be  necessary  in  some  cases. 
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Amaurotic  familial  idiocy  is  a recessive 
genetic  disorder  found  in  Jewish  families. 
Ganglion  cells  of  the  brain  and  cord  are 
filled  with  lipid.  Demyelinization  is  prom- 
inent. There  is  also  proliferation  and  lipid- 
loading of  glial  cells.  The  clinical  picture  is 
marked  by: 

Jewish  infant. 

Onset  age,  4-6  months. 

Blindness. 

Progressive  spastic  and  flaccid  paralysis. 

Dementia. 

Relentless  course  to  functional  decerebration. 

Cherry-red  spot  in  ocular  macula. 

Most  die  before  age  3. 

Occasionally  late  infantile  and  juvenile 
forms  of  this  disease  occur. 

Late  infantile  form  (ages  1-4): 

Frequent  convulsions. 

Twitching. 

Progressive  mental  deterioration. 

Macular  cherry-red  spot  often  absent. 
Blindness. 

Juvenile  forms  (ages  5-8): 

As  above. 

Adult  forms  (even  up  to  26  years): 

Marked  mental  changes  with  progressive  de- 
mentia. 

Retinitis  pigmentosa. 

Niemann- Pick  disease  also  appears  in  in- 
fancy, and  has  more  reticuloendothelial  in- 
volvement. These  cells  and  those  of  brain 
and  cord  have  considerable  lipid  accumula- 
tion. Demyelinization  also  occurs.  Clinical 
features  are:67-68 

Jewish  infant. 

Onset  age,  3-6  months. 

Females  more  frequent. 

Mental  deterioration. 

Hypotonia  or  spasticity. 

Hepatosplenomegaly. 

Occasionally  convulsions. 

Relentless  cerebral  deterioration  often  dying  be- 
fore age  3. 

Cherry-red  spot  in  ocular  macula. 

Pulmonary  infiltration  may  occur. 

Those  cases  starting  later  in  infancy  and 
childhood  h a v e a less  rapidly  progressive 
course,  less  severe  symptoms  and  they  live 
longer.  Occasionally  adult  forms  are  seen.69 

Gaucher’s  disease  is  a similar  recessive 
genetic  disorder  in  which  neurones  and  re- 
ticuloendothelial cells  are  found  loaded  with 
granular  deposits  and  cerebroside.70  The  in- 
fantile form  starts  in  the  4-6th  month  of 
life  and  is  accompanied  by  progressive  neu- 
rologic deterioration  with  death  in  six 
months,  usually.  The  older  the  patient,  is 
at  onset,  the  less  neurologic  involvement  oc- 


curs but  more  reticuloendothelial  involve- 
ment is  evident  then.  Infants  with  onset 
late  in  the  first  year  of  life  may  only  re- 
veal mental  retardation.  Hepatospleno- 
megaly is  a common  finding;  it  may  be  the 
only  finding  in  older  patients.  Adult  forms 
are  described. 

Hurler’s  disease  (gargoylism,  lipochondro- 
dystrophy)  may  belong  in  this  genetically 
recessive  group  of  lipidoses.65  Pathologic 
study  reveals  neurones  which  appear  filled 
(at  times  swollen)  with  granules  whose  ex- 
act nature  is  undetermined  as  yet.  This  sub- 
stance has  been  variously  identified  as  pro- 
tein-lipid, glycolipid  or  mucopolysaccharide, 
or  both.  Neurones  of  cortex  and  basal  gan- 
glia are  markedly  involved.  Macrophages 
cluster  in  perivascular  areas.  Parenchyma- 
tous cells  of  many  organs  may  be  involved 
much  as  are  the  neurones.  The  complete 
clinical  picture  is  as  follows  :71*  72> 73 

Onset  up  to  age  3.  slower  course  in  older  child. 

Other  congenital  anomalies  (e.g.  cardiac). 

Dwarfism. 

“Gargoyl”  facies  (eyes  far  apart,  flat  nose  with 
receded  nasal  bones,  flared  nostrils,  thick 
lips,  low-set  ears,  short  neck). 

Other  bony  and  cartilagenous  deformities,  de- 
fects. 

Mental  deterioration. 

Pyramidal  tract  deficit. 

Convulsions. 

Hepatosplenomegaly. 

Corneal  opacities. 

Deafness. 

Incomplete  and  “abortive”  forms. 

Most  die  before  tenth  year. 

Bone  marrow  discloses  diagnostic  phago- 
cytic clasmatocytes  with  inclusions.72  Ab- 
normal  lymphocytic  inclusions  (vacuoles, 
metachromatic  granules)  may  be  found  in 
peripheral  blood  smears.74  A paper  spot  test 
with  toluidine  blue  reagent  for  detecting 
chondroitin  sulfuric  acid  in  urine  is  de- 
scribed as  useful  in  diagnosis.71 

Essential  (Familial)  Hyperlipemia 

This  recessive,  genetic  disorder  is  charac- 
terized by  skin  xanthomas,  abdominal  pain, 
hepatosplenomegaly  and  hyperlipemia.  In 
a small  percentage  of  cases  neurologic  fea- 
tures appear,  believed  associated  with  the 
severe  lipemia  and  embolization.64- 75 

1.  Syndromes  suggesting  cerebral  vascular  oc- 
clusion or  insufficiency. 

2.  Epileptiform-like  attacks. 

(Because  of  extensive  list  of  references, 

“References”  will  be  furnished  with  re- 
prints, only). 
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\ ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  7,  Kearney,  Good  Samaritan  Hos- 
pital 

January  21,  Norfolk,  Norfolk  State  Hos- 
pital 

February  4,  North  Platte,  Lutheran  Edu- 
cation Building 

February  18,  Hastings,  Mary  Lanning 
Hospital 

FIRST  INTER- AMERICAN  CONFER- 
ENCE ON  CONGENITAL  DEFECTS  — 
Sponsored  jointly  by  The  National  Foun- 
dation and  the  University  of  Southern 
California;  Statler  Hotel,  Los  Angeles; 
January  22-24,  1962. 

MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion— 10:00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  11,  1962. 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion— 10 :00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  18,  1962. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  the  following  regional  meetings 
during  1962: 

Los  Angeles,  California,  January  29 
through  February  1,  1962;  for  surgeons 
and  graduate  nurses;  surgeons  at  Stat- 
ler-Hilton;  nurses  at  Biltmore. 

Detroit,  Michigan,  March  5-7,  1962 ; Mem- 
phis, Tenn.,  March  26-28,  1962;  and 
Washington,  D.C.,  April  16-18,  1962. 

SOUTHWEST  SURGICAL  CONGRESS, 
— Western  Skies  Hotel,  Albuquerque,  New 
Mexico;  April  2-5,  1962.  Robert  B.  How- 
ard, Secretary-Treasurer,  111  North  Lee, 
Oklahoma  City. 


SOME  COMPLEXITIES  AND 
PERPLEXITIES  OF  PHARMACEUTICAL 
INDUSTRY  RELATIONSHIPS 

EUGENE  N.  BEESLEY,  President, 

Eli  Lilly  and  Company; 

Chairman,  Board  of  Directors, 
Pharmaceutical  Manufacturers  Association 

The  invitation  extended  by  the  Journal  of 
the  Indiana  State  Medical  Association  to 
pharmaceutical  company  presidents  to  con- 
tribute articles  about  the  industry  for  pub- 


lication is  most  gratifying.  It  is  evident 
that  the  editor  and  his  associates  believe 
that  responsibility  for  satisfactory  health 
care  must  be  shared.  It  is  also  indicative  of 
the  belief  that  better  understanding  of  the 
problems  of  each  segment  of  the  medical 
care  team  will  aid  combined  efforts  to  make 
health  care  in  this  country  surpass  even  to- 
day’s high  level  in  quality  and  availability. 
Members  of  the  pharmaceutical  industry  cer- 
tainly concur  in  both  beliefs. 

Before  industry  activities  are  described  in 
detail  in  future  articles,  I should  like  to 
make  some  general  observations  which,  I 
hope,  will  help  to  put  some  of  the  complex- 
ities and  perplexities  of  industry  operations 
in  proper  persepective.  In  a sense,  I shall 
be  trying  to  describe  some  of  the  hazards 
along  the  obstacle  course  which  all  of  us 
must  run  in  providing  good  medical  care  to 
all  who  need  it. 

So  Now  . . . Everybody’s  An  Expert! 

A decade  or  two  ago  the  average  patient 
received  his  physician’s  prescription  without 
question,  accepting  the  fact  that  the  meaning 
of  those  Latin  hieroglyphics  was  none  of  his 
business.  Today  the  doctor  encounters  all 
too  many  self-educated  therapists  who  have 
their  own  ideas  regarding  the  medication 
they  should  take.  Disease  and  its  treat- 
ment command  public  interest  on  all  sides 
of  us. 

In  this  same  period  people  also  have 
moved  in  their  thinking  from  an  acceptance 
of  certain  limitations  in  man’s  ability  to 
solve  material  problems  to  a feeling  of  confi- 
dence that  nothing  is  impossible.  Science, 
it  seems,  has  given  us  a magic  lamp  which 
needs  but  a little  rubbing  to  make  miracles. 
And  along  with  this,  the  public  has  been  led 
to  believe  by  proponents  of  government 
spending  and  government  control  that  every 
miracle  can  be  made  to  happen  overnight. 

There  can  be  no  quarrel  with  the  right- 
ness of  the  desire  to  wipe  misery,  poverty, 
and  disease  from  the  face  of  the  earth; 
but  if  supercharged  criticism  of  practices 
and  policies  which  have  made  for  progress 
in  medical  care  leads  to  unwise  government 
intervention  and  controls,  the  interests  of 
the  public  will  not  be  served.  To  prevent 
such  from  happening  is  one  of  our  basic 
problems  a this  time. 

“Strangers”  Are  Fair  Game  for  Criticism 

It  is  human  nature  to  believe  gossip  and 
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criticism  about  a stranger  more  readily 
than  about  someone  whose  integrity  and 
good  works  are  well  known.  Until  recent 
times  the  medical  profession  had  little  reason 
to  be  concerned  with  the  operating  prob- 
lems of  the  pharmaceutical  industry:  and 
even  today,  as  far  as  the  general  public  is 
concerned,  the  industry  is  almost  a complete 
stranger. 

In  our  zeal  to  avoid  any  possible  intru- 
sion upon  the  relationship  of  the  physician 
with  his  patient,  ethical  pharmaceutical 
manufacturers  have  over  the  years  shied 
away  from  communication  with  the  general 
public.  Thus,  inadvertently  we  have  ag- 
gravated severely  our  present  public  rela- 
tions problems. 

It  is  now  apparent  that  the  press,  public 
and  government  will  allow  no  choice  as  to 
whether  there  is  public  communication  about 
health  matters.  The  possibility  of  keeping 
new  developments  in  the  field  of  cancer, 
heart  disease  or  poliomyelitis  off  the  front 
page  is  extremely  slight.  Thus,  a problem 
which  the  pharmaceutical  industry  faces  is 
continuing  its  traditional  role  of  working 
with  the  practicing  physician  on  a high  eth- 
ical and  scientific  plane  and,  at  the  same 
time,  finding  ways  to  communicate  effec- 
tively with  the  public  without  intruding  up- 
on the  physician-patient  relationship. 

In  this  age,  when  rapid  communication  is 
“too  much  with  us,”  it  is,  indeed,  perplex- 
ing to  know  how  to  meet  the  demand  for 
public  information  about  health  and  medi- 
cine without  creating  a nation  of  hypochon- 
driacs and  amateur  physicians. 

Research  Successes  Bring  Progress 
and  Problems 

The  profusion  of  therapeutic  advances  re- 
sulting from  success  in  scientific  research 
has  brought  to  the  practicing  physician  the 
problem  of  how  to  keep  up  to  date  with  the 
many  significant  new  medicines. 

Medical  school  curricula  and  postgraduate 
medical  education  programs  cannot  provide 
all  of  the  help  which  he  needs.  In  my 
opinion,  the  time  lag  between  laboratory  dis- 
coveries and  their  practical  application  in 
the  hands  of  the  physician  has  been  reduced 
by  the  pharmaceutical  company  salesman 
and  the  company’s  medical  staff  which 
stands  behind  him. 

Without  attempting  to  justify  all  pharma- 
ceutical promotion,  I believe  that  the  indus- 


try’s efforts  along  this  line  have  benefited 
the  medical  profession  and  the  general  pub- 
lic. The  industry  must  continually  strive  to 
make  its  promotional  services  more  valuable 
to  the  physician.  It  also  must  find  a way 
to  get  a better  understanding  of  its  promo- 
tional efforts  to  people  in  government  and  in 
the  communication  field  particularly. 

Economics  of  Distribution  Obscure 
to  the  Public 

The  observation  can  properly  be  made 
that  the  general  public  does  not  adequately 
understand  the  economics  of  consumer  prod- 
uct distribution  in  any  field.  This  is  espe- 
cially true  for  pharmaceuticals  and  bio- 
logicals.  The  public  does  not  appreciate  the 
fact  that,  if  adequate  supplies  of  fresh  stocks 
of  medicines  are  to  be  available  in  every 
corner  drug  store  and  hospital  across  the 
land,  the  cost  of  fast  and  convenient  dis- 
tribution through  professional  channels 
must  be  met.  I doubt  very  much  that  most 
people  realize  that  about  half  of  each  dollar 
which  they  spend  at  the  prescription  counter 
goes  for  the  handling  of  their  medicine  — 
not  for  the  making  of  it. 

When  it  comes  to  meeting  criticism  of 
“high”  drug  prices  and  “profiteering,”  the 
pharmaceutical  manufacturer  has  self-im- 
posed restraints  upon  his  communications 
with  the  public.  For  the  most  part,  the  con- 
sumer has  no  way  of  knowing  what  the 
manufacturer  charges  because  fees  for  the 
pharmacist’s  services  become  a part  of  the 
total  price  which  he  pays  for  his  medicine. 
This  is  quite  proper,  but  it  means  that  the 
manufacturer  needs  the  support  of  those  in 
the  medical  care  field  who  have  direct  con- 
tact with  the  patient  to  help  explain  the  price 
and  value  of  drug  products.  The  physician, 
the  pharmacist  and  the  manufacturer  all 
have  an  important  stake  in  satisfying  the 
patient  that  he  is  getting  his  money’s  worth 
when  he  purchases  medical  care. 

Medical  Care  Is  a Political 
Clover  Patch 

To  come  back  to  the  subject  of  govern- 
ment and  medicine,  a sizable  hazard  on  the 
obstacle  course  of  medical  care  stems  from 
the  very  nature  of  politics  and  the  desire 
of  every  politician  to  promote  what  is  good 
for  the  people  — or  thought  to  be  good  be- 
cause of  its  popularity.  As  you  in  medicine 
know  — probably  better  than  anyone  — 
this  makes  free  medicine,  free  medical  care, 
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free  hospital  services  most  appealing  causes 
for  elected  representatives  to  support. 

This  will,  no  doubt,  always  be  true.  Also, 
it  will  probably  always  make  investigations 
of  the  drug  industry  popular  political  pas- 
times. 

Ethical  pharmaceutical  manufacturers 
have  been  castigated  in  some  quarters  for 
their  emphasis  on  the  importance  of  quality 
control  in  their  manufacturing  processes  and 
for  standing  behind  brand  names  for  their 
products. 

Our  critics  have  blithely  said  that  the  U.S. 
Pharmacopoiea  and  the  Food  and  Drug 
Administration  are  all  that  the  public  needs 
to  guarantee  the  potency,  safety  and  purity 
of  its  medicines.  Without  in  any  way  im- 
pugning the  Food  and  Drug  Administration 
and  its  conscientious  handling  of  its  respon- 
sibilities and  without  in  any  way  discount- 
ing the  value  of  the  U.S.  Pharmacopoiea,  I 
do  not  hesitate  to  make  this  observation : 
Quality  cannot  be  inspected  into  a product ; 
it  must  be  built  into  the  product  at  every 
step  of  the  manufacturing  process. 

This  means,  quite  without  exaggeration, 
that  if  federal  inspection  of  drug  products 
were  ever  to  be  the  sole  guarantee  of  their 
potency,  safety  and  purity  the  F.D.A.  would 
need  to  have  an  inspector  alongside  every 
production  operator  and  every  control  chem- 
ist in  every  drug  manufacturing  company 
in  the  country.  Fortunately,  the  public  is 
safeguarded  by  the  reliability  of  the  manu- 
facturer and  his  willingness  to  stake  his 
reputation  upon  the  quality  of  his  products. 

It  would  be  unforgivable,  in  my  opinion, 
to  delude  people  into  thinking  that  Big  Gov- 
ernment alone  can  protect  the  quality  of 
their  medicines  any  more  than  Big  Govern- 
ment can  give  them  “free”  medical  care. 

Where  Do  We  Go  From  Here? 

We  in  the  pharmaceutical  industry  are  un- 
der no  delusions  that  perfection  has  been 
achieved  in  our  field.  Improvements  can 
be  made  — and  I am  confident  they  will  be 
made. 

While  striving  for  better  ways  to  research, 
produce,  and  distribute  drugs,  we  cannot,  in 
good  conscience,  stand  by  and  witness  the 
undermining  of  basic  principles  and  prac- 
tices which  have  helped  to  advance  medical 
care  in  this  country.  Responsible  people  in 
government,  the  professions,  and  in  all  walks 


of  life  must  be  alerted  to  the  dangers 
which  confront  our  medical  care  system. 
They  must  be  provided  with  information 
which  will  enable  them  to  evaluate  proposed 
remedies  for  its  alleged  shortcomings.  They 
must  satisfy  themselves  that  something  bet- 
ter is  really  available  before  relinquishing 
something  which  works  much  better  than 
its  critics  will  admit. 

I doubt  that  taking  medicine  will  ever  be- 
come popular  or  that  the  industry  which 
makes  medicine  will  ever  win  a popularity 
contest.  I am  optimistic  enough,  however,  to 
believe  that  the  pharmaceutical  industiy  can 
make  itself  known  for  what  it  is  and  can 
fully  earn  the  public’s  confidence  and  re- 
spect. I am  hopeful  that,  for  the  most  part, 
the  industry  has  the  confidence  and  respect 
of  the  medical  profession  and  that  it  can 
continue  to  demonstrate  that  it  merits  both. 

Reprinted  from  The  Journal  of  the  Indiana  State 
Medical  Association,  May,  1961,  Vol.  54,  No.  5,  pp. 
632-635.  (Copyright  1961,  Indiana  State  Medical 
Association). 


MIDWINTER  MEETING  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION 

The  Mid-Winter  meeting  of  the  American 
Medical  Association  for  1961  was  held  in 
Denver,  Cooraldo,  November  27-30,  1961. 
The  headquarters  was  at  the  Denver  Hilton 
Hotel,  and  the  clinical  portion  and  exhibits 
were  in  the  Denver  Civic  Auditorium.  Cer- 
tain functions,  such  as  “Breakfast  Round- 
tables” were  held  at  the  Brown  Palace  Ho- 
tel. Somewhat  over  2000  doctors  attended. 

The  three  most  talked-about  items  consid- 
ered by  the  House  of  Delegates  were  rela- 
tionships of  and  with  the  College  of  Sur- 
geons, the  proposed  formation  of  an  Ameri- 
can Board  of  Abdominal  Surgeons,  and  the 
American  Medical  Political  Action  Com- 
mittee (AMPAC).  Of  these,  AMPAC  is  the 
most  important,  the  other  two,  the  most  in- 
triguing. The  details  of  these  and  many 
other  items  will  be  brought  to  you  by  the 
delegates  from  Nebraska,  in  the  next  issue 
of  the  Journal. 

The  necessity  for  speedy  action  on 
AMPAC,  leads  us  to  invade  the  prerogatives 
of  the  Delegates  to  some  extent  by  giving 
you  a rundown  on  this  important  commit- 
tee in  the  present  issue.  Your  President, 
Doctor  Arthur  Offerman,  will  furnish  you 
some  of  the  most  important  information  on 
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AMPAC  in  the  editorial  section,  as  a guest 
editorial,  and  will  amplify  this  in  his  “Presi- 
dent’s Page.”  It  is  suggested  that  you  read 
these  items  carefully  and  thoughtfully. 


INHERITED  “RELIEF  RIGHTS” 

The  following  editorial,  reprinted  from 
the  Chicago  Daily  News  (Oct.  24,  1961)  by 
permission,  succinctly  tells  a big  story  — a 
story  of  shameful  misuse  of  moneys  appro- 
priated for  the  relief  of  the  needy  and  of 
shameless  claiming  of  benefits  by  the  second 
generation  of  “reliefers.”  The  facts  relat- 
ing to  the  background  of  this  editorial  can 
be  gleaned  from  current  news  by  anyone 
who  is  interested.  This  reminds  me  of  the 
woman  who  wrote  to  complain  that  her  re- 
lief check  came  so  late  that  her  husband  had 
to  go  to  work. 

HOW  MUCH  “WELFARE”  DO  WE  GET? 

Until  the  Great  Depression,  “relief”  was  a pri- 
vate affair.  Businessmen  contributed  to  charitable 
agencies  or  maintained  a soup  kitchen.  Individuals 
distributed  Thanksgiving  and  Christmas  baskets. 
Except  for  ‘poor  farms,”  government  was  not  in- 
volved, and  what  is  now  called  a “welfare  pro- 
gram” was  then  known  as  “charity.” 

The  two  are  not  quite  the  same,  however,  for 
participation  in  a welfare  program  has  become  a 
matter  of  “right,”  if  one  can  squeeze  under  the 
rules.  To  accept  charity  was  to  acknowledge  the 
need  for  temporary  help,  and  presumably  to  feel 
some  gratitude  for  it.  Taking  one  of  the  many 
forms  of  public  “aid”  or  “compensation’1  is  merely 
claiming  one’s  share  of  the  common  property. 

Appraising  the  relief  situation  today,  Fletcher 
Knebel  in  Look  magazine  notes  “an  almost  visible 
wave  of  resentment  . . . against  the  rackets  and 
abuses  that  plague  the  vast,  ever-growing  American 
relief  programs.”  The  furore  created  by  the  New- 
burgh, N.Y.,  “crackdown”  is  evidence  of  the  wide- 
spread concern. 

The  concern  is  justified  by  the  fact  that  these 
welfare  programs  are  constantly  expanding.  Their 
cost  has  risen  from  $6  billion  a year  in  1940  to  $33 
billion  for  1961.  In  the  same  20  years,  the  num- 
ber of  relief  recipients  has  grown  from  2,500,000  to 
more  than  21,000,000,  a jump  many  times  greater 
than  the  population  increase,  and  during  the  most 
prosperous  times  in  our  history. 

Clearly,  the  concept  of  help  has  expanded  as 
much  as  the  number  of  beneficiaries.  The  effort 
is  no  longer  solely  a hand  to  somebody  down  on 
his  luck,  but  to  bring  everybody  to  some  minimum 
standard  of  living.  To  accomplish  this,  the  rules 
must  be  relaxed  to  an  extent  that  opens  the  door 
for  cheaters. 

As  Knebel  says,  we  now  have  a second  genera- 
tion of  reliefers  maturing  on  the  welfare  rolls  that 
cared  for  their  parents  before  them.  Others,  in  no 
need,  still  claim  whatever  benefits  they  can  qualify 


for,  obviously  on  the  theory  that  since  public  money 
is  being  scattered  about,  they  might  as  well  grab 
a share. 

There  is  no  ready  formula  for  a change.  The 
outlook  is  that  the  politicians  will  find  more 
“needs”  to  fill,  rather  than  retrenching.  The  best 
hope  that  anybody  can  think  of  is  to  provide  the 
money  for,  and  insist  upon  getting,  administration 
that  views  relief  as  a process  of  rehabilitation, 
rather  than  a way  of  life. 


THE  AMERICAN  MEDICAL 
ASSOCIATION  EDUCATION  AND 
RESEARCH  FOUNDATION 

The  American  Medical  Education  Founda- 
tion was  established  in  1951  for  the  purpose 
of  providing  financial  assistance  to  medical 
schools.  The  American  Medical  Research 
Foundation  was  established  in  1957  for 
broader  purposes,  including  the  provision 
of  financial  assistance  to  medical  schools. 

Effective  January  1,  1962,  the  programs 
of  A.M.E.F.  and  A.M.R.F.  will  be  consoli- 
dated within  the  framework  of  a single 
Foundation  — the  American  Medical  Asso- 
ciation Education  and  Research  Foundation. 
At  the  same  time,  these  programs  will  be 
expanded  and  a concerted  effort  made  to  pro- 
vide increased  financial  assistance  to  medi- 
cal schools,  in  addition  to  financing  the  oth- 
er projects  of  the  Foundation. 

The  A.M.A.-E.R.F. 

This  Foundation  is  incorporated  under 
the  laws  of  the  State  of  Illinois  as  an  educa- 
tional, scientific  organization.  All  contribu- 
tions to  the  A.M.A. -Education  and  Research 
Foundation  are  tax  deductible  under  Sec- 
tion 501(c)(3)  of  the  U.S.  Internal  Revenue 
Service  Code. 

The  affairs  of  this  Foundation  are  man- 
aged by  a Board  of  Directors  elected  annual- 
ly by  and  from  the  membership  of  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation. 

At  present,  the  Board  of  Directors  and  Of- 
ficers are : 

Hugh  H.  Hussey,  Jr.,  M.D.,  President 

Raymond  M.  McKeown,  M.D.,  Vice 
President 

James  Z.  Apple,  M.D.,  Secretary-Treas- 
urer 

Leonard  W.  Larson,  M.D. 

Gerald  D.  Dorman,  M.D. 
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The  Programs  of  A.M.A.-E.R.F. 

At  the  present  time,  the  Foundation  is 
seeking  funds  to  support  the  following  pro- 
grams— 

— unrestricted  financial  assistance  to  med- 
ical schools 

— a medical  journalism  fellowship  pro- 
gram 

— a research  grants  program  for  medical 
research  workers 

— a study  of  perinatal  mortality  and  mor- 
bidity 

— a study  of  continuing  medical  education 

During  1962,  the  Foundation  will  also  un- 
dertake to  raise  funds  to  assist  in  the  fi- 
nancing of  medical  scholarships  and  for 
loans  to  medical  students,  as  well  as  to  physi- 
cians in  internships  and  residencies. 

Fund-Raising  by  A.M.A.-E.R.F. 

The  A.M.A.-E.R.F.  seeks  financial  support 
from  physicians,  constituent  and  component 
medical  societies,  the  Woman’s  Auxiliary, 
philanthropic  organizations,  business  en- 
tities, and  the  general  public.  Within  the 
limitations  of  the  financial  needs  of  its  vari- 
ous projects,  the  Foundation  encourages  con- 
tributors to  designate  which  project  they 
wish  to  support  and,  in  the  case  of  financial 
assistance  to  medical  schools,  to  designate 
the  specific  school  which  is  to  receive  their 
contribution. 

The  success  of  the  Foundation’s  fund- 
raising efforts  is  in  good  measure  dependent 
upon  the  voluntary  cooperation  and  support 
from  constituent  and  component  medical  so- 
cieties and  their  counterpart  components  of 
the  Woman’s  Auxiliary.  The  support  of 
physicians  and  their  wives  can  best  be  en- 
listed through  the  efforts  of  these  local  so- 
cieties. The  effectiveness  of  this  approach 
is  clearly  demonstrated  by  the  success  of 
constituent  and  component  society  and  local 
auxiliary  efforts  to  raise  funds  for  A.M.E.F. 
in  the  past. 

With  this  thought  in  mind,  I suggest 
that — 

1.  The  information  in  this  memorandum 
be  made  widely  known  to  the  members 
of  your  society. 

2.  Each  state  continue  to  appoint  a 
“state  A.M.A.-E.R.F.  foundation  com- 
mittee,” e.g.,  your  present  A.M.E.F. 


committee  might  become  the  A.M.A.- 
E.R.F.  committee. 

3.  Such  committees  of  the  constituent 
medical  society  should  be  encouraged 
to  provide  leadership  for  similar  ac- 
tion by  the  component  societies. 

4.  Constituent  and  component  societies 
should  continue  and  expand  their 
fund-raising  programs  to  support 
medical  schools  as  well  as  any  other 
Foundation  project  which  finds  mer- 
it in  the  eyes  of  their  members. 

5.  Officers  and  other  members  of  your 
society  should  be  encouraged  to  make 
the  Foundation  and  its  program  s 
known  to  businessmen,  philanthro- 
pists, and  other  potential  donors  in 
their  communities. 

It  is  our  intention  to  support  these  local 
programs  at  the  national  level  through  di- 
rect-mail solicitation  directed  to  all  physi- 
cians and  to  other  segments  of  the  lay  pub- 
lic ; through  press  releases  and  stories  in  our 
own  publications;  and  through  individual- 
ized presentations  to  national  business  and 
philanthropic  organizations. 

The  coordination  of  all  of  these  efforts  re- 
quires effective  communication  and  a spirit 
of  cooperation.  I have  asked  the  representa- 
tives of  our  Field  Service  Division  to  main- 
tain liaison  with  the  Executive  Secretary  of 
your  society  with  regard  to  the  activities  of 
A.M.A.-E.R.F.  in  much  the  same  manner 
that  we  now  maintain  liaison  with  respect 
to  other  A.M.A.  programs.  If  the  national 
headquarters  of  the  A.M.A.  can  be  of  service 
to  your  society’s  A.M.A.-E.R.F.  programs 
in  1962,  please  make  your  needs  known  to 
the  Field  Representative  assigned  to  your 
state. 


News  From  Our  Medical  Schools 

PATHOLOGIST  OF  THE  YEAR 

Omaha  — “Pathologist  of  the  Year”  and 
the  incoming  president  of  the  American 
Board  of  Pathology  is  John  R.  Schenken, 
M.D.,  chairman  of  the  department  of  Path- 
olgy  at  the  University  of  Nebraska  College 
of  Medicine  in  Omaha. 

The  pathologist,  who  has  served  on  the 
American  Board  of  Pathology  for  the  past 
ten  years,  received  both  honors  at  the  an- 
nual meeting  of  the  College  of  American 
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Pathologists  in  Seattle.  An  engraved  Steu- 
ben bowl,  given  to  the  College  by  the  Scien- 
tific Products  Foundation,  accompanied  the 
“Pathologist  of  the  Year”  title.  Dr.  Schen- 
ken’s  Steuben  marks  the  seventh  such  award 
presented  by  the  College  of  American  Path- 
ologists. 

Nominees  for  this  award  are  voted  upon 
by  a special  committee  within  the  college 
which,  in  turn,  submits  nominee  names  to 
the  Board  who  finally  determines  the  re- 
cipient of  the  award. 

The  award  is  based  upon  the  winner’s 
contribution  to  medicine  through  research; 
contribution  as  a teacher;  and  contribution 
in  organized  pathology  and  medicine. 

Dr.  Schenken,  a 1928  graduate  of  the  Uni- 
versity of  Iowa  School  of  Medicine,  took 
his  internship  at  Montreal  General  Hospital, 
Montreal,  Quebec,  Canada  on  “rotating” 
services. 

He  returned  to  his  Alma  Mater,  the  Uni- 
versity of  Iowa  School  of  Medicine,  in  1931 
to  take  a two-year  residency  in  pathology 
and  bacteriology.  Following  his  residency, 
the  pathologist  delved  into  research  in  path- 
ologic chemistry  at  the  Henry  Ford  Hos- 
pital in  Detroit,  Michigan. 


Beginning  his  teaching  career  in  1934  at 
the  Georgetown  University  School  of  Medi- 
cine in  Washington,  D.C.  as  an  instructor 
in  pathology,  Dr.  Schenken  taught  there  un- 
til July,  1935.  In  1935  he  joined  the  Lou- 
isiana State  University  School  of  Medicine 
faculty  as  an  assistant  professor  of  pathol- 
ogy ; he  was  made  professor  and  head  of  that 
department  in  1940,  a position  he  held  until 
1945. 

The  University  of  Nebraska  College  of 
Medicine  put  Dr.  Schenken  on  its  faculty  as 
a professor  of  pathology  in  1945.  He  was 
made  chairman  of  that  department  in  1954 
and  to  date  serves  in  this  capacity.  Dr. 
Schenken  is  also  the  pathologist  at  Nebraska 
Methodist  Hospital  and  Childrens  Memorial 
Hospital  in  Omaha. 

He  is  certified  by  the  American  Board  of 
Pathology-Clinical  Pathology  and  Anatomic 
Pathology. 

The  author  of  multi-scientific  papers,  Dr. 
Schenken  has  also  found  time  to  head  many 
medical  organizations.  He  has  served  as 
president  of  the  American  Society  of  Clin- 
ical Pathologists,  the  American  Association 
of  Blood  Banks,  the  International  Society  of 
Clinical  Pathologists,  the  Nebraska  Associa- 
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tion  of  Pathologists  and  the  Nebraska  Can- 
cer Research  and  Educational  Society. 

The  pathologist  holds  memberships  in 
state,  national  and  international  medical  or- 
ganizations. In  addition  to  his  recent 
“Pathologist  of  the  Year”  award,  Dr.  Schen- 
ken  has  received  other  national  honors,  in- 
cluding the  “gold  medal”  for  his  exhibit  at 
the  American  Society  of  Clinical  Patholo- 
gists meeting  in  1944,  the  Chaille  orator  in 
1943  in  New  Orleans. 

Dr.  Schenken’s  name  can  also  be  f o u n d 
listed  in  “Who’s  Who  in  America.” 


Omaha  — Five  faculty  members  from  the 
University  of  Nebraska  College  of  Medicine 
participated  in  the  second  annual  “M.D. 
Day”  at  the  University  of  Missouri  School 
of  Medicine  at  Columbia,  Oct.  27-28. 

J.  Perry  Tollman,  M.D.,  dean  of  the  Col- 
elge  of  Medicine  welcomed  those  attending 
the  medical  sessions.  Scientific  portions  of 
the  program  were  presented  by  Nebraska 
and  Missouri  medical  school  faculties. 

Roy  Holly,  M.D.,  dean  of  the  Graduate 
College  and  research  administrator;  How- 
ard Hunt,  M.D.,  chairman  of  the  department 
of  radiology;  and  Merle  Musselman,  M.D., 
chairman  of  the  department  of  surgery, 
participated  in  the  panel  discussion  on 
“Therapeutic  Considerations  in  Carcinoma 
of  the  Cervix.”  Other  members  of  the  panel 
are  on  the  faculty  from  the  University  of 
Missouri  School  of  Medicine. 

Dr.  Holly  also  presented  “Anemia  of  Preg- 
nancy” during  the  first  day  of  the  sessions. 
Dr.  Musselman  participated  on  the  panel  on 
“Carcinoma  of  the  Breast:  Diagnosis  and 
Treatment.”  Other  sessions  presented  by 
Dr.  Musselman  are  entitled  “Stasis  Ulcers 
of  the  Lower  Extremities”  and  “Lymphan- 
giography and  Splenopartography.” 

C.  A.  McWhorter,  M.D.,  professor  of  path- 
ology, Dr.  Holly  and  Dr.  Hunt  were  panel- 
ists on  the  “Clinical  Pathological  Confer- 
ence-Gyn.  Case”  session. 


Omaha  — The  Nebraska  Lions  Sight  Con- 
servation Foundation  contributed  one-thou- 
sand dollars  to  the  University  of  Nebraska 
College  of  Medicine,  December  7,  for  the  es- 
tablishment of  a Nebraska  Lions-Vincent  C. 
Hascall  Memorial  Eye  Bank;  this  will  es- 


tablish the  first  Eye  Bank  in  the  state  of 
Nebraska. 

The  Foundation  has  agreed  to  give  one- 
thousand  dollars  over  a period  of  five  years 
for  the  establishment  of  this  Eye  Bank.  In 
previous  years  the  Nebraska  Lions  have  con- 
tributed to  the  University  of  Iowa  Eye  Bank. 

This  gift  will  permit  the  University  of 
Nebraska  College  of  Medicine  to  remodel  a 
room  in  Unit  II  of  University  Hospital  for 
the  proper  storage  and  processing  of  eyes 
for  corneal  transplants. 

Presented  to  J.  P e r r y Tollman,  M.D., 
dean  of  the  College  of  Medicine,  by  Ben  Kut- 
ler,  D.D.S.,  and  Mr.  Henry  Roose,  the  gift 
was  given  in  honor  of  the  late  Vincent  C. 
Hascall,  an  Omaha  attorney  and  former  in- 
structor in  medical  jurisprudence  at  the  Col- 
lege of  Medicine.  Mr.  Hascall  was  also  a 
former  president  of  the  Lions  International, 
1934-35,  and  a former  Regent  of  the  Univer- 
sity of  Nebraska. 

Dr.  Kutler  is  chairman  of  the  Eye  Bank 
committee  for  the  Nebraska  Lions  Sight 
Conservation  Foundation,  while  Mr.  Roose 
is  the  chairman  of  the  Vincent  C.  Hascall 
Memorial  committee. 


Human  Interest  Tales 

Dr.  W.  E.  Goehring,  Blair,  held  open  house 
in  his  newly  completed  medical  building  in 
November. 

Dr.  Conrad  Thomas,  Franklin,  was  a guest 
speaker  at  a recent  meeting  of  the  Riverton 
Parent-Teachers  Association. 

Dr.  and  Mrs.  S.  L.  Larson  and  family  of 
Superior  have  moved  to  Crete  where  Dr. 
Larson  will  resume  practicing. 

Dr.  J.  T.  Williams,  Lincoln,  was  a guest 
speaker  at  the  November  meeting  of  the  Lan- 
caster County  Medical  Technicians. 

Mrs.  William  H.  Schmitz,  Sr.,  wife  of  Dr. 
William  H.  Schmitz,  Sr.,  Omaha,  passed 
away  in  November  after  a short  illness. 

Dr.  Louis  A.  Sojka,  Jr.,  Tucson,  Ari- 
zona, has  moved  to  Columbus  where  he  is 
associated  with  Dr.  Daniel  M.  Moschel. 

Dr.  H.  F.  Elias,  Beatrice,  has  been  elected 
president  of  the  Cleveland  Clinic  Hospital 
Alumni  Association  for  a three-year  term. 
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Dr.  and  Mrs.  0.  M.  Jardon  and  family 
have  recently  moved  to  Loup  City  where 
Dr.  Jardon  is  associated  with  Dr.  John 
Bogle. 

Dr.  Ralph  C.  Moore,  Omaha,  spoke  on  the 
subject  of  “Radiation  and  Fall-Out”  at  a No- 
vember meeting  of  the  Methodist  Hospital 
auxiliary. 

Dr.  Leon  McGoogan,  Omaha,  was  a guest 
speaker  at  the  November  meeting  of  the  All 
Wives’  Club  of  the  University  of  Nebraska 
College  of  Medicine. 

Dr.  John  R.  Schenken,  Omaha,  was  a guest 
speaker  at  the  November  meeting  of  the 
Adams  County  Medical  Society  and  Aux- 
iliary in  Hastings. 

Dr.  Denham  Harman,  Omaha,  has  been  in- 
vited to  speak  next  April  before  the  Euro- 
pean Biology  Section  of  the  International  In- 
stitute of  Gerontology  in  Paris,  France. 

In  recognition  of  the  Jubilee  Celebration 
of  St.  Joseph’s  Hospital  in  Alliance,  the  sis- 
ters of  the  hospital  entertained  the  medical 
staff  and  their  wives  at  a buffet  supper  in 
November. 

Dr.  Fredrich  W.  Niehaus  served  as  moder- 
ator on  a panel  presenting  the  subject  of 
“Tachycardia”  at  the  interim  session  of  the 
American  College  of  Chest  Physicians  held 
in  Denver,  Colorado,  on  November  25,  1961. 


Announcements 

1962  Congress  of  the  Professions  to 
Meet  in  Michigan,  February  9-10 — 

The  Michigan  Association  of  the  Profes- 
sions, an  active  organization  representing 
more  than  30,000  persons  in  the  professions 
of  architecture,  dentistry,  engineering,  law, 
medicine,  pharmacy  and  veterinary  medi- 
cine, will  hold  its  third  Annual  Congress  of 
the  Professions  at  Michigan  State  Univer- 
sity in  East  Lansing,  Michigan,  Friday  and 
Saturday,  February  9 and  10,  1962. 

Previous  Congresses  have  attracted  na- 
tion-wide interest  and  it  is  expected  that  pro- 
fessional leaders  from  all  over  the  nation 
will  attend  this  year’s  conference  to  partici- 
pate in  the  session  to  consider  the  organiza- 


tional structure  of  the  American  Association 
of  the  Professions,  incorporated  in  1960. 

Programs  will  include  name  speakers  and 
hearings  on  legislation,  education,  public 
relations  and  business  services  at  which  na- 
tionally-recognized experts  in  these  fields 
will  testify. 

All  interested  professional  people  are  in- 
vited to  sit  in  on  the  sessions  and  members 
of  out-of-state  professional  societies  are 
urged  to  attend. 

For  further  details  about  M.A.P.,  A.A.P., 
or  the  Congress  write : M.A.P.,  120  West 
Saginaw,  East  Lansing,  Michigan. 

Prize  Essay:  American  Therapeutic  .Society — 

The  American  Therapeutic  Society  offers 
a prize  of  $500  and  travel  expenses  to  the 
author  of  the  best  essay  in  the  field  of  thera- 
peutics and  clinical  pharmacology.  To  en- 
ter the  contest  the  author  must  be  a scientist 
of  physician  in  residency  or  fellowship  stat- 
us or  within  three  years  following  residency 
or  fellowship.  The  scope  must  be  a formal 
paper  with  presentation  at  the  Annual  Meet- 
ing, Chicago,  June  21-24,  1962,  describing 
original  work  done  by  the  essayist  alone  or 
as  an  important  member  of  a research  team. 
An  original  manuscript  accompanied  by  a 
letter  from  the  chief  of  service  or  laboratory 
indicating  his  approval  of  the  material  be- 
ing entered  in  competition  must  be  in  the 
hands  of  the  secretary,  Oscar  B.  Hunter,  Jr., 
M.D.,  915  Nineteenth  Street,  N.W.,  Wash- 
ington D.C.,  by  March  1,  1962. 

Booklet  on  Suicide  Issued — 

A small  booklet  entitled  “Some  Facts 
About  Suicide:  Causes  and  Prevention”  is 
offered  by  the  National  Institute  of  Mental 
Health.  This  booklet  is  based  upon  material 
prepared  for  the  staff  of  the  Suicide  Preven- 
tion Center  in  Los  Angeles,  California.  The 
information  contained  therein  may  be  very 
helpful  to  the  practitioner  who  meets  a pa- 
tient who  is  or  may  be  contemplating  sui- 
cide. 

A single  courtesy  copy  may  be  obtained 
for  the  asking.  Larger  numbers  cost  10 
cents  each,  or  35  per  hundred.  Anyone  in- 
terested should  write  Publications  and  Re- 
port Section,  National  Institute  of  Mental 
Health,  U.  S.  Public  Health  Service,  Bethes- 
da  14,  Maryland. 
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International  College  of  Surgeons  exhibit  designed  by  James  J.  O’Neil,  M.D.,  Regent  of  the 
International  College  of  Surgeons  for  Nebraska,  and  shown  at  the  1961-Sessions  of  the  Omaha 
Mid-West  Clinical  Society. 


News  and  Views 

During  the  recent  Omaha  Mid-West  Clin- 
ical Society  meeting  in  Omaha,  an  inter- 
national medical  association  had  an  exhibit 
for  the  first  time.  The  exhibit  was  de- 
signed, prepared  and  sponsored  by  Dr. 
James  J.  O’Neil  of  Omaha,  Regent  of  the  In- 
ternational College  of  Surgeons  for  the  State 
of  Nebraska. 

Serving  as  Vice  Regents  for  the  State  of 
Nebraska  are  Drs.  Paul  H.  Thorough  of 
Lincoln  and  S.  J.  Carnazzo  of  Omaha.  Mem- 
bers of  the  Credentials  Committee  are  Drs. 
Walter  J.  Holden  of  Omaha,  Chairman ; 
Ronald  C.  Anderson  of  Columbus,  William  F. 
Novak  of  Omaha,  Max  M.  Raines  of  North 
Platte  and  Horace  W.  Shreck  of  Hastings. 

Identification  from  left  to  right  in  glossy 
print  of  the  exhibit  are  Dr.  John  Philip  Cog- 
ley  of  Council  Bluffs,  Iowa,  who  is  Vice 
President  of  the  International  College  of 


Surgeons  and  Dr.  Richard  L.  Egan  of  Oma- 
ha, Dean  of  the  Creighton  University 
School  of  Medicine. 


Will  American  Hospital  Association  Support 
Social  Security  Route  for  Care  of  Aged?  — 

World  Medical  News  reports  growing 
pressures  within  the  American  Hospital  As- 
sociation to  break  with  the  American  Medi- 
cal Association  and  support  the  Kennedy 
Administration’s  plan  to  finance  aged  health 
care  through  Social  Security.  This  coverage 
reveals  the  conviction  of  many  A.H.A.  lead- 
ers that  if  the  hospitals  do  not  meet  increas- 
ing public  demand  for  aged  care,  the  Govern- 
ment will  take  over  operation  of  what  will 
become  a huge  program,  thus  leaving  Blue 
Cross  virtually  out  of  the  picture. 

A special  committee  is  now  weighing  the 
complex  political  and  economic  issues  in- 
volved. This  committee  will  report  to  a 
special  session  of  the  A.H.A.  House  of  Dele- 
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gates  early  next  month  — ahead  of  the  pres- 
ently upcoming  session  of  Congress.  The 
outcome  of  the  debate  should  be  common 
knowledge  in  short  order. 

What  the  Salk  Vaccine  Has  Done — 

“Since  the  advent  of  the  Salk  vaccine, 
polio  in  America  has  declined  by  more  than 
90  per  cent.”  So  says  the  report  from  the 
National  Foundation  for  1960.  The  report 
goes  on  to  say  that  such  a result  in  the  short 
time  of  six  years  is  unsurpassed  in  the  his- 
tory of  medicine.  “Never  before  have  pro- 
fessional acceptance,  mass  production  and 
large-scale  public  use  of  a preventive  been 
expedited  to  bring  about  control  of  a disas- 
trous and  epidemic  disease  so  speedily  and 
so  effectively,”  the  report  continues.  More- 
over this  result  has  been  brought  about  by 
vaccine  of  only  about  half  the  population. 
The  fact  that  Type  II  virus  has  been  prac- 
tically eliminated  as  a source  of  paralytic 
polio  “suggests  the  possibility  that  the  Salk 
vaccine  is  not  only  protecting  innoculated 
individuals  but  that  it  may  also  be  reducing 
circulation  of  the  virus  in  the  community, 
hence  tending  to  protect  unvaccinated  per- 
sons.” 

Life  Insurance  Medical  Research  Fund — 

Another  instance  of  support  for  research 
by  nongovernment  persons  or  foundations 
is  that  of  the  Life  Insurance  Medical  Re- 
search Fund.  Since  this  Fund  was  estab- 
lished in  1945,  it  has  allocated  $13,770,375 
in  awards  to  support  research  projects  or 
fellowships  in  the  realm  of  the  heart,  blood 
vessels,  or  kidney.  The  fund  has  no  endow- 
ment but  depends  upon  annual  contributions 
made  by  member  companies  in  proportion 
to  their  business. 

During  the  year  ending  June  30,  1961,  the 
company  members  allocated  $1,247,045.  Of 
this  $1,189,200  was  used  in  support  of  re- 
search. Administrative  expenses  were  8% 
of  the  total  receipts. 

A summary  of  the  results  of  this  re- 
search cannot  be  given  here  but  reveals  a 
very  large  number  of  positive  results  in  the 
fields  of  activity  supported.  This  informa- 
tion touches  nearly  every  field  in  relation  to 
cardiovascular  renal  disease,  from  new  ap- 
paratus to  operative  techniques. 

It  is  depressing  to  know  that  as  tax  money 
flows,  by  way  of  the  government,  into  the 
field  of  research,  private  donations  diminish. 


Soon,  the  government  will  control  the  direc- 
tion and  execution  of  most  research. 

Need  for  Care  of  the  Eyes  in  School  Children — 

In  the  News  Bulletin  of  the  National  Med- 
ical Foundation  for  Eye  Care  (Dec.,  1961) 
a note  that : 

“Of  the  33,500,000  school  children  in  the 
U.S.,  it  is  estimated  that  approximately 
25%,  or  7,500,000  . . . have  some  eye  diffi- 
culty requiring  eye  care.  Approximately  1% 
of  all  examined  children,  or  about  78,000, 
are  classified  as  needing  sight-saving 
glasses.  Ten  per  cent  of  these  amblyopic 
children  are  actually  receiving  such  sight- 
saving help.” 


Deaths 

ALBIN  — Walter  L.  Albin,  M.D.,  Nor- 
man, Oklahoma.  Doctor  Walter  L.  Albin,  85, 
former  Lincoln  physician,  died  at  Norman. 
Oklahoma.  An  honor  graduate  from  the  St. 
Louis  University  Medical  College  in  1902, 
Doctor  Albin  did  postgraduate  work  in  New 
York,  Vienna,  and  Berlin.  Along  time 
physician  in  Lincoln,  Doctor  Albin  retired 
in  1952  and  moved  to  Norman,  Oklahoma. 

FLETCHER  — William  G.  Fletcher, 
M.D.,  Orchard.  Doctor  William  G.  Fletcher, 
84,  died  November  17,  1961  at  his  home. 
Bom  March  7,  1877,  in  Ontario,  Canada,  he 
was  educated  in  Toronto,  Canada,  and  re- 
ceived an  M.D.  degree  in  1899.  Doctor 
Fletcher  practiced  medicine  in  Orchard  for 
more  than  60  years. 

EMERY  — A.  L.  Emery,  M.D.,  Waverly. 
On  Saturday,  November  11,  1961,  Doctor 
A.  L.  Emery,  pioneer  doctor  and  civic  leader, 
died  at  the  age  of  82.  Doctor  Emery  had 
lived  in  Waverly  for  more  than  50  years. 

RUBIN  — Sidney  L.  Rubin,  M.D.,  Oma- 
ha. Doctor  Rubin,  30,  died  at  his  home  of  a 
heart  attack  on  November  6,  1961.  A grad- 
uate of  the  University  of  Nebraska  College 
of  Medicine,  Doctor  Rubin  was  a staff  physi- 
cian at  four  Omaha  hospitals  at  the  time  of 
his  death. 

BOWMAN  — Carrie  L.  Bowman,  M.D., 
Broken  Bow.  Doctor  Carrie  L.  Bowman  was 
78  years  old  at  the  time  of  her  death.  Born 
in  Kansas,  she  was  graduated  from  the  Uni- 
versity of  Nebraska  School  of  Medicine  and 
Edinburgh  School  of  Pharmacy.  Doctor 
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Bowman  and  her  husband,  the  late  Doctor 
John  Bowman,  practiced  medicine  in  Loup 
City  from  1912  to  1938  when  they  moved 
to  Broken  Bow. 


The  Woman's  Auxiliary 

The  first  board  meeting  of  the  Lancaster 
County  Medical  Auxiliary  was  held  Septem- 
ber 18th,  1961.  The  chairman  of  the  vari- 
ous committees  were  so  eager  and  enthusi- 
astic they  immediately  began  working  on  the 
projects  planned  for  the  coming  year. 

Before  our  first  general  meeting  in  Octo- 
ber, the  record,  “Operation  Coffee  Cup,” 
had  been  played  before  16  different  groups. 
Approximately  200  people  had  listened  to  it 
and  had  been  asked  to  write  their  legislators 
regarding  their  stand  on  medical  legislation. 

On  November  1st  a tea  was  given  for  the 
members  of  the  Future  Nurses  Clubs  of  all 
Lincoln  High  Schools.  This  was  held  in  the 
lounge  and  recreation  room  of  the  Lincoln 
General  Hospital  Nurses  Home.  A colored 
film  entitled  “Future  Nurse,”  was  shown. 
This  film  is  available  through  the  Division 
of  Public  Health  Education,  State  Depart- 
ment of  Health.  The  girls  also  enjoyed  a 
presentation  of  “The  Hospital  Family,”  by 
Dr.  Nebe.  He  cleverly  enumerated  the  many 
opportunities  and  positions  that  paramedical 
fields  offer. 

Betty  Pfeifer. 

Woman’s  Auxiliary  Fall  Conference, 

October  1-4,  1961 — 

“THE  WORTH  OF  FREEDOM”  was  the 
theme  of  our  honored  guest  speaker,  Prin- 
cess Catherine  Caradja,  FROM  but  not  OF 
Rumania,  FROM  Rumania  because  in  Ru- 
mania there  is  no  freedom.  I wish  that 
every  American  could  hear  her.  Our  herit- 
age is  a precious  one. 

These  are  crucial  times.  The  Woman’s 
Auxiliary  needs  your  knowledge,  your  under- 
standing, your  time  and  your  support  to 
meet  the  challenges  and  attacks  being  made 
on  medicine  today. 

Mrs.  Harlan  English,  our  National  Aux- 
iliary President,  called  our  meeting  to  order 
and  our  pledge  of  loyalty  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion was  led  by  your  Nebraska  State  Presi- 
dent, Mrs.  Frank  Tanner  of  Lincoln. 

At  the  opening  session.,  Mrs.  William  G. 


Thuss,  President-elect  was  the  Conference 
Presiding  Officer.  Our  Circle  of  Freedom 
includes : 

1.  Right  Purpose 

2.  Full  Knowledge 

3.  Thoughtful  Planning 

4.  Honest  Effort 

5.  Progress 

Within  this  circle  our  members,  communi- 
cations and  programs  play  an  ever  more  im- 
portant part  in  our  Auxiliary.  Since  the 
founding  of  the  National  Auxiliary  in  1922, 
many  worthwhile  objectives  have  been  at- 
tained. This  year  the  following  programs 
are  being  emphasized. 

Legislation 

Safety 

Health  Careers 

Civil  Defense 

American  Medical  Education  Foundation 

Rural  Health 

Community  Service 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, asked  us  to  redouble  our  efforts  and 
re-examine  our  moves  and  motives  in  the 
conviction  that  we  are  on  the  right  track 
in  opposing  total  socialism.  Dr.  Blasingame 
reminded  us  that  we  have  more  “potential” 
than  any  other  nation  in  the  world,  and  it 
is  important  that  we  do  not  lose  it  in  the 
present  upsurge  of  socialism. 

To  quote  Dr.  Keith  Markee  of  the  state  of 
Oregon  and  a member  of  the  A.M.A.  Speak- 
ers Bureau,  “Apathy  is  the  cancer  of  democ- 
racy.” This  is  our  most  critical  year  and 
it  is  up  to  us  as  a force  of  82,000  women  to 
sell  our  beliefs  to  the  general  public  in  their 
wanting  private  medicine  and  not  socialized 
medicine. 

Dr.  George  M.  Fister,  President-elect  of 
the  American  Medical  Association  told  us 
the  importance  of  being  informed  on  our 
legislation  so  that  we  will  know  what  we  are 
doing  in  our  political  action. 

The  American  Medical  Political  Action 
Committee’s  purpose  was  explained  very 
clearly  by  Mrs.  Earl  W.  Roles  of  Kentucky. 
She  is  a member  of  AMPAC  and  was  the 
guest  speaker  at  the  luncheon  on  Tuesday, 
the  3rd  of  October.  The  purposes  of  this 
committee  are : 

1.  To  promote  and  strive  for  the  im- 
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provement  of  government  by  encour- 
aging and  stimulating  physicians  and 
others  to  take  a more  and  effective 
part  in  governmental  affairs. 

2.  To  encourage  physicians  and  others  to 
understand  the  nature  and  actions  of 
their  government,  as  to  important 
political  issues,  and  as  to  the  records, 
officeholders  and  candidates  for  elec- 
tive office. 

3.  To  assist  physicians  and  others  in  or- 
ganizing themselves  for  more  effective 
political  action  and  in  carrying  out 
their  civic  responsibilities. 

4.  To  do  any  and  all  things  necessary 
or  desirable  for  the  attainment  of  the 
purposes  stated  above. 

In  maintaining  our  membership,  the  im- 
portance of  orienting  the  new  member  was 
emphasized.  Personal  contact  is  important 
so  that  all  new  members  will  feel  welcome  in 
your  auxiliary.  The  maintenance  of  ade- 
quate auxiliary  records  is  vitally  necessary. 

The  Rural  Health  Presentation  dealt  with 
our  every  day  living  and  the  importance  of 
cooperating  and  participating  in  our  com- 
munity problems.  Immunization,  Nutrition, 
Pollution,  Health  Insurance  and  Civil  De- 
fense were  topics  of  discussion. 

Guest  Speaker  Major  Matthew  D.  Parrish, 
M.C.,  Assistant  Chief  Psychiatry  and  Neu- 
rology, Consultant,  Office  of  the  Surgeon 
General,  Department  of  the  Army  had  as 
his  subject  “Psychiatry  for  the  Community 
in  Modern  Warfare.”  It  was  emphasized 
that  Civil  Defense  should  be  on  the  basis  of 
individual  responsibility  and  community  par- 
ticipation. 

The  contribution  for  the  year  1960-61  to 
the  American  Medical  Foundation  was 
$196,577.38.  The  American  Medical  Asso- 
ciation and  the  A.M.E.F.  expressed  sincere 
gratitude  and  appreciation  to  the  members 
of  the  Woman’s  Auxiliary  for  their  gener- 
osity and  support  of  this  project.  To  help 
raise  money  for  this  worthy  cause  decks  of 
playing  cards  with  the  A.M.E.F.  insignia 
printed  on  them  are  being  sold  as  well  as  the 
A.M.E.F.  Christmas  cards. 

One  of  the  most  interesting  programs  was 
entitled  “Doctor’s  Wives  in  Other  Lands.” 
It  was  a person  to  person  interview  with 
doctor’s  wives  in  England,  South  Africa,  and 
Australia.  It  was  illustrated  by  lantern 
slides  of  the  persons  being  interviewed  as 


well  as  the  locale  and  the  environment  of  the 
different  countries  that  they  and  their  fam- 
ilies live  in. 

“Safety  Under  a Cap”  was  just  that.  We 
were  all  given  caps  to  put  on  to  make  us 
more  safety  conscious.  Papers  were  given 
on  the  following  subjects: 

1.  Halloween  Safety  Parade 

2.  Poisons  in  Your  Homes 

3.  Accident  School  for  Mother  and  Dad 

4.  Teenagers  Safe  Driving  Program 

On  the  final  day  of  the  Conference  at  the 
American  Medical  Association  Headquar- 
ters, there  was  a film-showing  entitled  “Old 
Man  Young.”  It  was  a study  of  the  oppor- 
tunities and  rewards  of  retirement  and  a 
positive  view  of  the  later  years  that  can  be 
useful  and  fruitful.  We  also  enjoyed  an  in- 
teresting tour  of  the  A.M.A.  Headquarters 
on  that  day. 

Dr.  Ernest  B.  Howard,  Assistant  Execu- 
tive Vice  President  of  the  A.M.A.  was  the 
moderator  on  the  subject  “Clinic  for  Aux- 
iliary Problems.”  Many  interesting  ques- 
tions came  up.  Legislation  and  Civil  De- 
fense Measures  were  the  principal  subjects 
mentioned  at  this  discussion. 

One  of  the  highlights  of  the  entire  Con- 
ference was  the  introduction  of  the  Rever- 
end Dr.  Paul  B.  McCleave  who  has  recently 
joined  the  American  Medical  Association 
staff  as  Director  of  the  Department  of  Medi- 
cine and  Religion,  Division  of  Field  Service. 
The  purpose  of  this  new  department  is  to: 

1.  Establish  lines  of  communication  of 
the  clergy  and  the  church  with  the 
physician  and  organized  medicine  at 
the  National,  State  and  Local  levels. 

2.  To  develop  a deeper  understanding 
by  physician  and  clergyman  of  the 
lines  of  medical  science  and  theological 
science,  seeking  to  find  cooperative 
action  in  the  art  of  medicine  and  the 
art  of  pastoral  guidance. 

3.  To  develop  areas  of  inter-relationship 
between  physician  and  clergy  so  that 
each  may  be  aware  of  the  concerns, 
the  problems  and  changing  ideas  and 
programs  of  both  groups. 

Doctor  McCleave  pointed  out  in  his  pre- 
sentation to  the  group  that,  in  his  mind, 
clergyman  and  physician  alike  were  men  and 
women  of  a special  calling  by  God  and  the 
task  of  the  two,  was  to  be  of  greater  service 
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to  all  of  humanity  and  particularly  in  the 
better  health  for  all  mankind. 

For  1961-62  “Speak  Your  Beliefs  in 
Deeds”  is  the  theme  of  our  National  Aux- 
iliary President,  Mrs.  Harlan  English.  What 
better  way  can  we  show  our  American  Way 
of  Life?”' 

As  President-elect  of  the  Woman’s  Aux- 
iliary in  Nebraska,  I appreciated  the  oppor- 
tunity of  attending  the  18th  Annual  Confer- 
ence of  the  Woman’s  Auxiliary  for  it  offered 
an  opportunity  to  gain  valuable  information 
that  can  be  used  in  planning  the  future  work 
of  our  State  and  County  Auxiliaries. 

Betty  Christlieb, 
President-elect. 


Know  Your 
Blue  Shield  Plan 


long  as  you  argue  in  terms  of  what  can  be 
done  if  we  just  give  voluntary  insurance  a 
chance,”  he  emphasized,  “you’re  on  sound 
grounds.” 

Professor  De  Mougeot  outlined  several 
principles  which  he  said  should  be  adhered 
to  in  presenting  clear  and  concise  arguments 
on  the  question  of  government  health  insur- 
ance. He  pointed  out  that  three  errors  of 
logic,  namely,  exaggeration,  omission,  and 
inconsistency,  regularly  appear  in  argu- 
ments against  socialized  medicine,  and  he 
urged  that  these  be  corrected.  He  also  sug- 
gested that  arguments  having  more  emotion- 
al than  logical  appeal  be  played  down.  “And 
there  is  one  line  of  argument  which  has  ap- 
peared . . . but  with  much  less  frequency 
than  it  deserves,”  Professor  De  Mougeot 
emphasized.  “I  refer  to  the  simple  argu- 
ment that  most  of  the  medical  expenses  we 
incur,  and  most  of  the  ones  we  avoid,  can 
easily  be  handled  within  our  incomes  if  we 
would  just  readjust  our  scale  of  values.” 


William  De  Mougeot,  professor  of  speech 
at  North  Texas  State  University,  recently 
presented  an  enlightening  and  comprehen- 
sive analysis  of  the  methods  of  argumenta- 
tion which  should  be  employed  in  present- 
ing a logical  and  valid  refutation  of  any 
proposed  system  of  compulsory  health  insur- 
ance. 

Speaking  at  the  A.M.A.  Institute  on 
“Medicine  in  Action,”  Professor  De  Mougeot 
set  down  several  arguments  which  he  said 
would  be  the  most  convincing  and,  at  the 
same  time,  the  most  valid  and  logical  in  pre- 
senting a strong  case  against  socialized 
medicine. 

One  argument  ivhich,  according  to  De 
Mougeot  can  be  used  quite  effectively  in  op- 
posing the  proponents  of  compulsory 
health  programs,  is  the  contention  that  a 
system  of  socialized  medicine  would  be  com- 
pulsory for  all  regardless  of  need.  “That’s 
the  kind  of  thing  people  resent,  particularly 
in  an  affluent  society,  where  it’s  easy  to  be- 
lieve that  most  people  can  handle  their  own 
problems,”  he  asserted.  “This  argument  is 
strong  because  it’s  true  — the  system  would 
be  compulsory  for  all.” 

A second  refutation  endorsed  by  Profes- 
sor De  Mougoet  had  to  do  with  the  growth 
of  voluntary  health  insurance  programs. 
“The  growth  of  such  insurance  has  been 
phenomenal,  and  I’m  sure  you’ve  seen  sta- 
tistics about  that,”  De  Mougeot  said.  “As 


Professor  De  Mougeot  f u r t h e r urged 
physicians  to  take  the  offensive  more  often 
in  their  battle  against  socialized  medicine. 
“Challenge  the  opposition  to  prove  that  the 
need  for  a change  is  great  enough  to  war- 
rant this  drastic  change,”  he  said. 

“I  want  you  people  to  win  your  fight 
against  socialized  medicine  because  I think 
we  can  solve  the  problems  that  still  exist  in 
paying  for  medical  care  without  going  to  the 
extremes  that  less  wealthy  nations  felt  they 
had  to  adopt,”  De  Mougeot  concluded.  “But 
if  we’re  to  win  the  fight,  we  ought  to  be 
anxious  to  use  the  most  effective  weapons. 
In  the  face  of  informed  opposition,  some 
arguments  that  are  emotionally  strong 
prove  to  be  logically  weak.  However,  in 
such  situations,  there  are  other  arguments 
that  have  logical  validity.  By  using  some 
of  those  I’ve  mentioned  — by  taking  a more 
positive  approach  — by  demanding  that  the 
supporters  of  socialized  medicine  show  a 
drastic  need  — and  by  avoiding  some  of  the 
errors  of  argumentation,  I hope  you’ll  be 
better  able  to  present  a case  against 
socialized  medicine,”  he  asserted.  “A  n d 
then  we’ll  both  have  done  our  share  in  sav- 
ing our  nation  from  what  we  both  believe 
to  be  the  wrong  solution  to  the  problem  of 
paying  the  cost  of  medical  care.” 

The  above  is  quoted  from  the  November, 
1951,  National  Association  of  Blue  Shield 
Plans  Newsletter. 
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Books 


Books  received  recently  from  Little,  Brown  and 
Company  of  Boston,  Massachusetts  furnish  the  ma- 
terial for  the  reviews  in  this  month’s  N.S.M.J. 
These  books  are  six  in  number,  three  of  which  are 
published  proceedings  of  Ciba  Foundation  Study 
Groups,  and  three  of  which  are  published  proceed- 
ings of  Ciba  Foundation  Symposia. 

Readers  of  this  section  will  recall  that  the  Ciba 
Foundation,  a unique  international  institution,  owes 
its  inception  to  the  generosity  of  Ciba  Limited, 
Basle.  However,  being  established  under  British 
trust  law,  it  enjoys  complete  independence  in  prac- 
tice and  policy.  Under  the  guidance  of  its  distin- 
guished Trustees,  the  Foundation  offers  accommo- 
dation to  scientists  from  all  over  the  world  at  its 
home  in  Portland  Place,  England.  Foremost  in  its 
activities  is  the  organization  of  small  conferences, 
the  proceedings  of  which  are  published  in  book 
form.  The  Foundation  convenes  many  other  in- 
formal conferences  and  discussions  between  re- 
search workers  of  different  disciplines  and  nation- 
alities and  each  year  invites  an  outstanding  au- 
thority to  deliver  a special  lecture.  An  exchange 
program  between  French  and  British  postgraduates 
is  conducted  and  a library  service  is  available.  The 
Ciba  Foundation  attempts  in  every  other  way  pos- 
sible to  aid  scientists,  whether  they  be  Nobel  Lau- 
reates or  young  graduates  making  their  first  or- 
iginal contribution  to  research. 

“Problems  of  Pulmonary  Circulation”  was  the 
subject  of  study  of  the  Ciba  Foundation  Study 
Group  No.  8 which  convened  on  18  November  1960. 
Papers  given  and  discussed  included  the  following: 

1.  Radiological  assessment  of  pulmonary  arterial 
and  pulmonary  venous  pressure 

2.  Regional  pulmonary  blood  flow  in  mitral  and 
congenital  heart  disease 

3.  The  functional  aspect  of  pulmonary  hyperten- 
sion 

4.  The  nervous  control  of  the  pulmonary  circu- 
lation 

5.  Experiments  on  pulmonary  circulation  and  gas 
exchange 

6.  The  effects  of  varying  oxygen  tension  and 
of  acetylcholine  in  the  human  pulmonary  di- 
lation 

“Problems  of  Pulmonary  Circulation,”  Ciba  Foun- 
dation Study  Group  No.  8.  Published  by  Little, 
Brown  and  Company  of  Boston  in  December,  1961. 
96  pages.  S2.50. 


The  Ciba  Foundation  Study  Group  No.  9,  which 
met  on  10  February  1961,  considered  the  topic  of 
“Progesterone  and  the  Defence  Mechanism  of  Preg- 
nancy'.” Papers  given  and  discussed  included  the 
following: 

1.  Defence  mechanism  of  pregnancy 

2.  Relationship  between  progesterone  produc- 
tion in  the  human  placenta  and  the  foetus 

3.  Molecular  aspects  of  the  contractile  mech- 


anism of  the  uterus  and  its  changes  during 
pregnancy 

4.  Recent  studies  on  the  electrophysiology  of  the 
uterus 

5.  Clinical  applications 

“Progesterone  and  the  Defence  Mechanism  of 
Pregnancy,”  Ciba  Foundation  Study  Group  No.  9. 
Published  by  Little,  Brown  and  Company  of  Bos- 
ton in  December,  1961.  108  pages.  §2.50. 


On  7 March  1961  the  Ciba  Foundation  Study 
Group  No.  10  convened  to  consider  the  “Biological 
Activity  of  the  Leucocy'te.”  Papers  given  and  dis- 
cussed included  the  following: 

1.  Human  leucocytic  functions  in  the  tissues 

2.  The  immunological  activity  of  lymphocytes 

3.  Nonimmunological  functions  of  the  lymphocyte 

4.  Metabolic  shifts  in  leucocytes  during  the 
phagocytic  event 

5.  Metabolic  pattern  of  leucocytes  within  the 
circulation  and  outside  it 

6.  Energy  levels  in  the  human  circulating  leuco- 
cyte 

7.  Metabolism  of  the  white  blood  cell  inside  and 
outside  the  blood  stream 

“Biological  Activity  of  the  Leucocyte,”  Ciba 
Foundation  Study  Group  No.  10.  Published  by  Lit- 
tle, Brown  and  Company  of  Boston  in  December, 
1961.  120  pages.  $2.50. 


During  27,  28  and  29  June  1960  there  assembled 
in  Portland  Place  33  world-reknown  investigators 
(from  England,  Belgium,  Germany,  France,  Aus- 
tralia, the  United  States,  Switzerland,  Finland  and 
Italy)  to  consider  “The  Nature  of  Sleep.” 

Papers  read  and  discussed  included  the  follow- 
ing: 

1.  Sleep  patterns  on  polar  expeditions 

2.  Effects  of  sleep-deprivation  on  performance 
and  muscle  tension 

3.  Cortical  function  during  human  sleep 

4.  The  nature  of  dreaming 

5.  Sleep  and  the  energy  metabolism  of  the  brain 

6.  Hibernation  and  sleep 

7.  Neurophysiological  mechanisms  in  cerebral 
arousal 

8.  Mechanisms  of  reticular  deactivation 

9.  Neuronal  activity  in  wakefulness  and  in  sleep 

10.  Telencephalic  and  rhombencephalic  sleep 

11.  A clinical,  electroencephalographic  and  poly- 
graphic study  of  sleep  in  the  human  adult 

“The  Nature  of  Sleep”  — a Ciba  Foundation 
Symposium.  Published  by  Little,  Brown  and  Com- 
pany of  Boston  in  December,  1961.  416  pages. 

§10.00. 
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Of  interest  to  a more  limited  group  of  readers  is 
the  published  record  of  the  Ciba  Symposium  which 
met  on  11,  12,  13  May  1960  to  consider  “Quinones 
in  Electron  Transport.” 

Papers  read  and  discussed  included  the  follow- 
ing: 

1.  Coenzyme  Q (ubiquinone)  and  related  com- 
pounds 

2.  Organic  and  biological  studies  of  Coenzyme  Q 

3.  Coenzyme  Q in  the  human  body  and  in  the 
diet 

4.  Coenzyme  Q and  electrons  transport 

5.  Recent  investigations  on  the  chemistry  and 
function  of  Vitamin  K 

6.  The  oxidation  of  q u i n o 1 s by  mitochondrial 
preparations 

7.  In  vitro  pholphorylation  involving  oxidation 
of  quinol  phosphates 

8.  Chroman  formation 

9.  Diet  induced  changes  in  Coenzyme  Q levels 

10.  Plastoquinone  in  the  electron  transport  sys- 
tem of  photosynthesis 

11.  The  possible  role  of  Coenzyme  Q in  respira- 
tion 

“Quinones  in  Electron  Transport”  — a Ciba  Foun- 
dation Symposium.  Published  by  Little,  Brown 
and  Company  of  Boston  in  December,  1961.  453 

pages.  $11.00. 


“Somatic  Stability  in  the  Newly  Born”  was  the 
subject  considered  by  the  Ciba  Foundation  Sympo- 
sium meeting  held  24,  25,  and  26  January  1961. 
Papers  read  and  discussed  included  the  following: 

1.  The  endocrine  function  of  the  newborn 

2.  The  stability  of  the  nervous  system  duiing 
development 

3.  Enzymes  in  the  development  of  homeostatic 
mechanisms 

4.  The  physics  and  physiology  of  the  develop- 
ment of  homeothermy 

5.  Metabolic  effects  of  fasting  and  food 

6.  Effect  of  nutrition  on  the  stage  of  develop- 
ment 

7.  Biochemical  changes  occurring  during 
asphyxia  at  birth  and  some  effects  on  the 
heart 

8.  Metabolic  rate  and  body  temperature  in  the 
new  born 

9.  Metabolic  changes  in  the  respiratory  distress 
syndrome  of  prematurity 

“Somatic  Stability  in  the  Newly  Born”  — a Ciba 
Foundation  Symposium.  Published  by  Little,  Brown 
and  Company  of  Boston  in  December,  1961.  393 

pages.  $10.00. 


TUBERCULOSIS  ABSTRACTS 

DRUG  RESISTANCE  IS  INCREASING 

Studies  in  the  United  States  and  in  Great 
Britain  show  that  drug-resistant  tuberculosis 
in  previously  untreated  patients  is  on  the  in- 
crease. The  public  health  as  well  as  the  clin- 


ical implications  of  this  problem  must  be  con- 
sidered in  planning  programs  in  the  future. 

If  tuberculosis  is  to  be  eliminated,  timing  is 
vital.  The  principal  drugs,  streptomycin,  isonia- 
zid,  and  PAS  (para-aminosalicylic  acid)  must  be 
brought  to  bear  while  their  potential  is  still  at 
its  height  and  before  their  value  goes  swirling  down 
the  drain  with  the  widespread  emergence  of  drag- 
resistant  strains  of  tubercle  bacilli. 

The  present  situation  with  respect  to  infection 
by  drug-resistant  tubercle  bacilli  is  by  no  means 
entirely  clear. 

In  1952,  the  Veterans  Administration  - Armed 
Forces  Study  Group  reported  on  the  initial  strepto- 
mycin susceptibility  pattern  of  more  than  2,000 
tuberculosis  patients  admitted  for  treatment  dur- 
ing the  previous  year  who  had  no  prior  chemo- 
therapy. Just  over  2.5  per  cent  of  these  patients 
yielded  cultures  showing  “primary,”  or  pretreat- 
ment, resistance  to  streptomycin.  It  was  conclud- 
ed that  streptomycin-resistant  tubercle  bacilli,  how- 
ever much  of  a clinical  problem  they  might  be,  had 
not  yet  become  an  epidemiologic  factor  of  impor- 
tance. 

INCIDENCE  UP 

In  the  Veterans  Administration  - Armed  Forces 

1957  study,  the  incidence  of  drag-resistant  tubercle 
bacilli  in  untreated  patients  was  up  to  5 per  cent. 
The  Medical  Research  Council  of  Great  Britain  in 
a similar  survey  of  previously  untreated  patients 
found  primary  drug-resistant  strains  in  almost  4 
per  cent  of  those  tested. 

Later  reports  are  even  more  disquieting.  In 

1958  two  committees  of  the  International  Union 
Against  Tuberculosis  studied  the  occurrence  of 
drag-resistant  tubercle  bacilli  in  patients  admitted 
consecutively  to  72  tuberculosis  treatment  centers 
in  17  different  countries  of  Asia,  Europe,  North  and 
South  America.  Among  1,400  patients  who  had  had 
no  chemotherapy  prior  to  admission,  the  incidence 
of  drug-resistant  tubercle  bacilli  ranged  from  2 7 
per  cent  to  19  per  cent  and  averaged  6.5  per 
cent.  The  United  States  was  well  above  the  av- 
erage with  8.7  per  cent.  Simultaneous  resistance 
to  two  drugs  occurred  in  1.5  per  cent;  resistance 
to  all  three  drugs  was  rare,  but  all  five  cases  re- 
ported were  from  the  United  States. 

The  incidence  of  bacilli  resistant  to  streptomycin, 
isoniazid,  and  PAS  in  patients  with  no  history  of 
previous  treatment  is,  therefore,  on  the  increase. 
If  the  8.7  per  cent  incidence  is  correct  for  the 
nation  as  a whole,  and  if  we  have  75,000  new  ac- 
tive cases  of  tuberculosis  reported  annually  in  the 
United  States  for  the  next  few  years,  then  each 
year  at  least  6,000  of  the  new  cases  will  yield 
bacilli  resistant  to  one  or  more  of  the  three  major 
drags;  roughly  2,500  resistant  to  isoniazid,  2,5000 
to  streptomycin,  and  the  remainder  to  PAS. 

The  U.S.  Public  Health  Service  has  calculated 
that  among  the  36  million  individuals  in  this  coun- 
try now  infected  by  tubei’de  bacilli  but  not  yet 
ill,  the  new  active  case  rate  will  be  approximately 
85  per  100,000  population  per  year  for  the  next 
four  or  five  years.  If  these  relationships  hold 
true,  6,000  new  active  cases  of  tuberculosis  with 
drug-resistant  bacilli  are  actually  a reflection  of 
more  than  7 million  individuals  now  infected  by 
such  bacilli,  but  not  yet  manifestly  ill  with  tuber- 
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culosis.  If  the  evolution  in  this  group  from  in- 
fection to  disease  is  more  frequent  or  more  rapid 
than  usual,  the  population  infected  with  resistant 
bacilli  may  be  less  than  7 million;  if,  on  the  other 
hand,  this  transition  in  those  infected  with  re- 
sistant bacilli  (particularly  isoniazid  resistant)  is 
slower  or  less  frequent,  the  reservoir  of  drug-re- 
sistant tuberculous  infection  may  be  even  greater 
than  7 million. 

Thus,  it  seems  inescapable  that  in  the  drug  re- 
sistance being  discovered  with  increasing  frequency 
among  previously  untreated  patients,  we  are  see- 
ing only  that  small  segment  of  the  iceberg  that 
rears  above  the  surface. 

WHAT  PRICE  RESISTANCE? 

What  can  be  done  about  this  trend  ? The  first 
step,  of  course,  is  to  recognize  that  the  emergence 
of  drug-resistant  tubercle  bacilli  is  not  merely  a 
clinical  handicap,  but  also  an  epidemiologic  fact. 
Our  attitude  toward  ding  resistance  must  be  re- 
focused to  recognize  its  broad  public  health  im- 
plication as  well  as  its  disadvantages  to  the  indi- 
vidual patient. 

Chesterton,  in  one  of  his  famous  paradoxes,  is 
quoted  as  saying,  “Whatever  is  worth  doing  is 
worth  doing  badly.”  We  sometimes  seem  to  adopt 
this  point  of  view  in  insisting  that  inadequate 
treatment  of  tuberculosis  is  better  than  no  treat- 
ment at  all.  Token  treatment  with  isoniazid  alone 
has  been  prescribed  for  patients  all  over  the  world, 
many  of  them  with  far  advanced  tuberculosis,  ex- 
tremely poor  nutrition,  and  socio-economic  burdens 
of  crushing  magnitude.  We  will  not  cure  them,  we 
have  argued,  but  a few  months  of  bacteriologic  re- 
mission and  of  clinical  improvement  is  justified  on 
public  health  grounds. 

We  must  now  begin  to  ask  ourselves  whether 
widespread  infection  by  drug  - resistant  tubercle 
bacilli  isn’t  too  high  a price  to  pay  for  such  transi- 
tory benefits.  What  has  always  been  recognized 
as  inferior  treatment  from  a clinical  point  of  view 
seems  now  to  be  losing  is  justification  from  the 
public  health  point  of  view.  The  administration  of 
isoniazid  to  patients  who  have  no  real  chance  of 
achieving  complete  control  of  their  disease  with 
this  drug  alone  may  be  short-sighted  public  health 
practice  as  well  as  second-rate  medicine. 

Even  in  underdeveloped  areas,  the  continued  use 
of  inadequate  chemotherapy  as  a public  health 
measui-e  is  not  being  recognized  for  what  it  is  ■ — 
a two-edged  sword  which  may  make  the  eventual 
control  of  tuberculosis  in  those  areas  more  rathef 
than  less  difficult  than  it  need  be. 

Clinicians,  too,  need  to  sharpen  their  publi 
health  perspective  in  prescribing  treatment.  1 
planning  the  treatment  of  newly-diagnosed  pa 
tients,  information  about  the  drug  susceptibility  o' 
patients’  organisms  is  essential.  With  the  growing 
possibility  of  drug-resistant  infection,  px-etreatment 
di-ug  susceptibility  studies  ax-e  essential.  Much  of 
the  delay  and  much  of  the  l-eluctance  of  clinicians 
to  wait  for  this  infoimation  before  stalling  ti’eat- 
ment  could  be  avoided  if  susceptibility  studies  were 
stalled  routinely  on  the  diagnostic  sputum  examina- 
tion. 

If  for  any  l-eason  one  cannot  await  the  results 
of  pretreatment  susceptibility  tests,  one  may  ini- 
tiate treatment  with  a second-time  combination, 
such  as  cyclosei-ine  and  viomycin,  or  initiate  ti’eat- 


nxent  with  all  thi-ee  major  drags,  each  given  daily. 
In  either  instance,  substantial  therapeutic  progress 
can  be  made  with  little  risk  and  without  hazai'ding 
the  loss  of  susceptibility  to  one  of  the  major  drags. 
Once  the  laboratory  information  is  available,  the 
drug  treatment  can  be  tailored  to  provide  the  most 
effective  combination  for  the  patient’s  specific  needs. 

— James  W.  Raleigh,  M.D.,  Bulletin  of  the  National  Tuber- 
culosis Association,  January,  1961. 


SOME  PRACTICAL  ASPECTS  OF  THE 
SMOKING-CANCER  PROBLEM 

The  most  effective  way  to  alleviate  the 
smoking-cancer  problem  would  be  to  stop 
smoking  or  i-educe  it  to  a minimum.  Prac- 
tical  measui'es  for  l-educing  the  smoke  con- 
densate per  cigarette  are:  the  use  of  effec- 
tive filtei-s,  less  tobacco  per  cigarette,  to- 
bacco selection  and  highly  porous  eigai’ette 
papei-. 

The  majoi’ity  of  those  who  have  investigated  the 
epidemiology  of  lung  cancer  are  in  agreement  that 
smoking,  paiticulaily  of  cigarettes,  repi’esents  one 
of  the  causes  of  cancer  of  the  lung.  Several  health 
authoiities  have  publicly  suppoited  this  view. 
These  include  the  United  States  Sui’geon  General, 
Leroy  Burney,  the  Director  of  the  National  Cancer 
Institute,  John  Heller,  the  American  Cancer  So- 
ciety, the  Health  Commissioner  of  the  State  of 
New  York,  Herman  Hilleboe,  and  the  public-health 
services  of  Great  Biitain  and  the  Netherlands.  It 
is  no  longer  an  argument  whether  smoking  affects 
the  development  of  lung  cancer,  but  rather  a ques- 
tion of  how  the  l-isk  of  the  smoker  can  be  avoided 
or  leduced.  The  present  report  is  designed  to  pro- 
vide some  practical  answers  to  this  question. 

PREVIOUS  DATA 

It  is  an  accepted  piinciple  in  cax-cinogenesis  that 
the  greater  the  exposure  to  a carcinogen,  the 
greater  the  risk  of  cancer.  This  has  also  been 
established  for  tobacco  smoke.  Reti-ospective  as 
well  as  prospective  studies  have  shown  that  the 
risk  of  lung  cancer  rises  with  the  number  of  ciga- 
rettes smoked.  The  Hammond  and  Horn  i-eport  in 
1958  showed  that  the  non-smoker’s  incidence  of 
lung  cancer  is  3.4  per  100,000  per  year,  and  that  of 
a person  smoking  half  to  one  package  a day  is 
59:3;  those  smoking  between  one  and  two  packages 
have  a risk  of  143:9;  and  those  smoking  more  than 
two  packages  217:3.  The  importance  of  smoke  con- 
densate yield  has  recently  been  demonstrated  again 
in  butt-length  studies.  One  study  has  shown  that 
the  average  butt  length  of  the  British  smoker  is 
18  mm.  as  compared  to  30  mm.  for  the  American 
smoker.  This  difference  may  account  for  the  high- 
er rate  of  lung  cancer  in  England. 

The  amount  of  smoke  condensate  that  comes  into 
contact  with  the  lung  also  depends  upon  the  degree 
to  which  the  smoker  inhales.  A majority  of  the 
published  studies  indicate  that  patients  with  lung 
cancer  tend  to  inhale  more  than  the  control  popu- 
lation. 

The  vailable  studies  indicate  that  a reduction  in 
the  yield  of  smoke  condensate  of  a cigai'ette  and 
a reduction  in  the  amount  that  comes  in  contact 
with  the  lung  will  be  followed  by  a reduction  of 
the  risk  of  lung  cancer.  The  pui-pose  of  the  pi’esent 
investigation  is  to  deteiTnine  how  these  ends  can 
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best  be  achieved  and  what  progress  has  already 
been  made  in  this  field. 

METHODS 

We  determined  the  amount  of  smoke  conden- 
sate of  the  ten  leading  American  cigarette  brands. 
In  a special  study  we  changed  the  frequency  of 
the  puff  to  two  and  three  times  per  minute  and 
found  that  such  a change  increases  the  yield  of 
smoke  condensate.  In  another  experiment  we  com- 
pared the  quantity  of  smoke  condensate  collected 
from  the  first  30  mm.  of  an  85  mm.  cigarette  to 
quantity  from  the  second  30  mm.  of  such  a ciga- 
rette. The  second  half  of  the  cigarette  contained 
43 ±2.2  per  cent  more  smoke  condensate  than  the 
first  half. 

We  also  studied  the  ultraviolet  fluorescence  of 
inhaled  and  noninhaled  cigarette  smoke  to  deter- 
mine how  much  of  the  fluorescent  material  is  ab- 
sorbed upon  inhalation.  These  studies  show  that 
long  term  smokers  absorb  80  to  95  per  cent  of  the 
condensate  upon  deep  inhalation. 

To  compare  the  benzo(a)pyrene  content  of  the 
smoke  condensate  of  the  two  leading  American  non- 
filter and  filter  cigarettes,  chemical  determinations 
of  this,  the  most  potent  carcinogenic  compound  so 
far  identified  in  tobacco-smoke  condensate,  were 
made  with  the  use  of  a method  previously  reported. 
The  higher  the  smoke  condensate  of  a given  ciga- 
rette, the  greater  the  exposure  of  the  smoker  to 
polycyclic  hydrocarbons. 

DISCUSSION 

For  some  years  our  group  has  been  concerned 
with  the  marked  increase  in  lung  cancer  and  the 
related  role  of  cigarette  smoking.  In  1940  the 
number  of  deaths  from  lung  cancer  in  the  United 


States  was  5,353  for  males  and  1,626  for  females. 
In  1950,  14,922  deaths  from  lung  cancer  occurred 
in  males  and  3,391  such  deaths  were  reported  for 
females;  the  figures  for  1957  are  26,827  and  4,489 
respectively.  The  most  effective  way  to  alleviate 
the  problem  would  be  to  stop  smoking  or  at  least 
to  keep  it  to  a minimum.  However,  it  seems  diffi- 
cult to  educate  the  public  effectively  in  this  respect. 

The  following  measures  that  should  lead  toward 
reducing  the  risk  of  cancer  of  the  respiratory  tract 
among  smokers  are  suggested:  moderation  of 

smoking  for  those  who  cannot  give  up  the  habit; 
use  of  filter  cigarettes  with  the  lowest  yield  of 
smoke  condensate;  avoidance  of  smoking  the  ciga- 
rette to  the  butt  since  there  is  significantly  more 
smoke  condensate  from  the  latter  part  of  the  ciga- 
rette; and  not  inhaling  deeply  since  such  a practice 
leads  to  much  greater  absorption  of  smoke  conden- 
sate by  the  lungs. 

The  benzo( a) pyrene  content  of  various  cigarette- 
smoke  condensates  is  similar  when  judged  on  a 
gram-for-gram  basis.  Per  cigarette,  however,  it 
increases  together  with  an  increase  in  the  amount 
of  smoke  condensate.  Thus,  the  user  of  a cigarette 
with  a high  yield  of  smoke  condensate  will  be  ex- 
posed to  more  benzo (a) pyrene  than  one  smoking 
a cigarette  with  a lower  yield. 

Filter  cigarettes  tend  to  diminish  symptoms,  es- 
pecially that  of  cough,  often  found  to  be  associated 
with  smoking. 

Further  research  must  be  carried  out  in  an  at- 
tempt to  reduce  carcinogens  and  co-carcinogens 
from  tobacco-smoke  condensate. 

— Ernest  L.  Wynder,  M.D.,  and  Dietrich  Hoffmann,  Ph.D., 

New  England  Journal  of  Medicine,  March  17,  ' i960. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 

Mi\  Albert  V.  Whitehall,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 

Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 

International  College  of  Surgeons 

Secretariat 

1516  Lake  Shore  Di-ive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  I’alsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D  , Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatx-ick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liber-ty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsli,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building 
Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eve,  Ear.  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Bowen  Taylor,  M.D.,  President 
Lincoln  Clinic 
Lincoln  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal  ™ 

BROOKLYN  BRIDGE,  ANYONE? 

(Guest  Editorial) 

Mr.  Kennedy’s  administration  is  in  the 
selling  business  — it  is  busily  selling  180 
million  people  on  socialized  medicine.  It  is 
also  selling  180,000  doctors,  their  ethics  and 
talents  — down  the  river.  The  present  ad- 
ministration has  made  the  establishment  of 
a program  of  “medical  care  for  the  aged” 
one  of  its  principal  goals.  It  is  most  evi- 
dent to  all  of  us  that  this  is  socialized  medi- 
cine and,  as  such,  the  opening  salvo  in  an 
encompassing  program  for  all  ages. 

However,  my  object  is  not  to  acquaint 
you  with  the  situation  — I am  aware  that 
we  share  a deep  concern.  My  purpose  is 
to  urge  you  to  implement  an  existing  pro- 
gram which  I feel  has  great  value. 

This  program  is  sponsored  by  the  Asso- 
ciation of  American  Physicians  and  Sur- 
geons, an  organization  dedicated  to  keeping 
the  medical  arts  and  sciences  free  and  eth- 
ical. Each  year  this  organization  sponsors 
a national  essay  contest.  The  theme  is 
“Why  the  United  States  should  not  have 
socialized  medicine.”  This  contest  is  open 
to  all  high  school  seniors  — people  who 
will  assume  the  privileges  and  responsibili- 
ties of  voters  a short  three  years  from  now. 
What  course  of  action  could  be  wiser  than 
to  encourage  this  group  of  young  people  to 
study  and  find  for  themselves  the  weak- 
nesses inherent  in  socialization? 

The  secretary  of  each  county  society 
should  have  received  information  by  now, 
regarding  this  contest.  If  you  have  not, 
please  notify  the  state  chairman,  Dr.  D.  O. 
Hughes,  Fairbury,  and  he  will  see  that 
prompt  attention  is  given  your  request.  As 
the  essays  are  to  be  written  during  the 
months  of  January  and  February,  societies 
planning  to  sponsor  the  contest  should  act 
at  once. 

County  societies  may  elect  to  interest 
some  other  organization  in  sponsoring  this 
contest,  or  they  may  choose  to  sponsor  it 
themselves.  I feel  very  strongly  that  it  is 
time  for  doctors,  individually  and  collec- 
tively, to  play  the  part  of  the  loyal  opposi- 
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tion.  They  must,  by  their  support  and  ac- 
tions, dim  into  reality  the  glowing  picture 
painted  by  the  welfare  staters.  The  task  is 
one  which  falls  naturally  to  the  men  of 
medicine  — too  long  we  have  allowed  other 
groups  to  do  our  work  for  us. 

Let’s  not  accept  the  spectre  of  socialized 
medicine  as  a necessary  part  of  the  scene, 
simply  because  we’ve  grown  accustomed  to 
his  presence.  It  is  this  deadly  familiarity 
we  must  guard  against  since  it  leads  to 
lethargy  and  robs  us  of  our  integrity  — 
and  finally  of  our  way  of  life. 

How  do  you  stand,  Doctor? 

K.  J.  Kenney,  M.D., 
Pres.,  Jefferson  County 
Medical  Society. 

WORDS,  WORDS,  WORDS 

Let  us  stop  to  imagine  what  would  hap- 
pen if  the  human  race  were  suddenly  de- 
prived of  the  use  of  words.  Not  only  social, 
artistic,  and  scientific,  but  all  ordinary  hu- 
man relations  would  be  brought  to  an 
abrupt  halt  until  some  other  means  of  com- 
munication w ere  developed.  Thinking  of 
such  a situation  makes  one  more  cognizant 
of  the  value  of  these  little  collections  of 
letters  called  words  — collections  of  letters 
which  serve  as  our  servants  but  which  often 
become  our  masters. 

The  person  who  tries  to  express  his  ideas 
either  verbally  or  in  writing  is  often  con- 
fronted by  the  necessity  of  selecting  a word 
or  group  of  words  that  exactly  express  his 
mental  images.  Not  infrequently  he  can- 
not come  up  with  the  best  word,  and,  in  his 
haste,  makes  use  of  the  next  best  or  a syno- 
nym. The  resultant  statement  lacks  just 
that  much  of  being  exact  and  perfect.  The 
professional  writer  or  speaker  must  delve 
into  the  various  branches  of  philology  — 
semantics,  etymology,  and  semasiology ; but 
with  the  less  experienced  — those  with  less 
frequent  need  of  exactness  in  the  use  of 
language,  time  and  pressure  of  other  duties 
often  limit  the  possibilities  of  approaching 
perfection.  The  average  physician  falls, 
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by-and-large,  into  this  group  — a group 
whose  need  for  choice  of  the  most  exact 
meanings  in  language  is  seldom  challenged. 
When  the  average  doctor  meets  the  need 
for  public  speaking  or  for  writing  he  often 
finds  himself  handicapped  in  the  field  un- 
der discussion.  Sometimes  he  does  not  have 
the  ability,  the  inclination  or  the  time  to 
overcome  his  handicap,  and  the  product  of 
his  effort  reveals  this  fact.  A little  note 
tacked  to  my  bulletin  board  illustrates  this. 
A doctor-writer  was  relating  “what  hap- 
pens when”  in  relation  to  a calculus  with- 
in a ureter.  It  was  obvious  that  he  fumbled 
between  the  words  impinge,  impact,  and  in- 
carcerate. He  ended  by  using  impinge 
when  he  obviously  meant  impact.  Perhaps 
doctor-writers  are  confronted  by  greater 
handicaps  in  language  than  are  most  other 
writers.  The  situation  confronting  the 
medical  writer  is  best  presented  by  quoting 
from  J.  E.  Schmidt,  M.D.,  Chairman  of  the 
National  Association  on  Standard  Medical 
Vocabulary,  as  follows  — “In  reality,  how- 
ever, the  vocabulary  of  medicine  is  pocked 
by  philologic  lesions.  Among  these  are 
polysemia  (a  multiplicity  of  meanings  at- 
tributed to  one  word),  excessive  synonymy, 
inconsistent  spelling,  antithesis  (the  condi- 
tion in  which  one  word  has  nearly  opposite 
meanings),  polyepy  (the  condition  in  which 
one  word  has  several  pronunciations),  and 
so  forth.  These  faults  are  not  altogether 
surprising  when  one  considers  the  promis- 
cuous birth,  the  rank-growth,  and  the  chron- 
ic disseminated  decay  of  the  medical  lan- 
guage ...” 

Doctor  Schmidt  explains  why  this  condi- 
tion plagues  users  of  medical  language. 
The  number  of  new  words  streaming  into 
the  medical  language-pool  exceeds  the  loss 
by  “death  and  decay,”  adding  new  words, 
changing  concepts  of  old  ones,  making  old 
words  obsolete,  et  cetera,  faster  than  the 
old  and  useless  ones  can  be  grubbed  out  of 
our  language.  To  one  who  edits  manu- 
scripts for  publication,  these  difficulties  be- 
some  more  and  more  obvious. 

Even  the  dictionary-maker  reports  words 
as  they  are.  He  does  not  act  as  a judge 
of  the  words  he  is  recording.  He  reports 
not  only  usage  but  abusage,  as  Schmidt 
says.  There  is  need  for  judicial  action  on 
many  words.  It  was  in  the  sense  of  bring- 
ing forth  an  arbiter  who  might  supplement 
the  dictionary-maker  that  the  National  So- 


ciety on  Medical  Vocabulary  was  born. 
This  organization  is  a “nonprofit  organiza- 
tion of  word-minded  persons  dedicated  to 
improvement  of  medical  vocabulary,  in  all 
its  aspects.”  J.  E.  Schmidt,  M.D.,  Litt.D., 
is  at  present  the  chairman.  There  are  many 
available  examples  of  Schmidt’s  work  in 
books,  articles,  and  running  features.  One 
such  is  currently  running  in  Modem  Medi- 
cine under  the  title  of  “Medical  Lexicog- 
rapher.” 

The  aims  of  this  association  are  such  that 
every  physician  who  reads,  writes  or  speaks 
about  medical  things,  using  medical  vocabu- 
lary, should  hope  for  its  eventual  success. 

Briefly  summarized,  its  specific  aims  are 
as  follows: 

1.  To  eliminate  all  but  one  or  two  of  the 
multiple  meanings  now  attributed  to  med- 
ical terms.  Some  words  have  as  many  as 
seven  meanings. 

2.  To  bring  semantic  sense  to  many 
words  now  having  opposite  meanings;  for 
example,  thyrotoxin  is  defined  as  a toxin 
liberated  by  the  thyroid  gland  and  as  a toxic 
substance  toxic  to  the  thyroid  gland. 

3.  Eliminate  variants  in  spelling.  Some 
medical  terms  have  as  many  as  seven  vari- 
ants in  spelling. 

4.  To  standardize  pronunciation  of  words. 
Some  have  as  many  as  five  variants. 

5.  To  reduce  the  superfluity  of  pre- 
fixial  or  other  combining  forms  as  teno-, 
tendo-,  and  tenon-. 

6.  To  modify  sesquipedalion  words  such 
as  hepatocholangiocholecystenterostomy. 

7.  To  eliminate  confusion  or  vagueness 
created  by  a host  of  synomyms. 

8.  To  eliminate  variants  in  structure  as 
exemplified  by  heterotaxis,  heterotaxia,  and 
heterotoxy. 

9.  To  correct  inconsistencies  in  spelling. 

10.  To  remedy  etymologic  unsoundness, 
as  demonstrated  by  tenectomy  which  should 
mean  removal  of  a tendon  but  is  defined  as 
removal  of  a lesion  of  a tendon. 

11.  To  provide  a source  of  lexically  sound 
and  well  formulated  new  words  for  those 
who  need  new  words  to  express  new  con- 
cepts in  this  field  of  work  and  research. 
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Comments  From 
Your  President 


WHY  DO  WE  FIGHT? 

American  Medicine  is  fighting  to  pre- 
serve the  voluntary  system  of  health  care, 
to  preserve  freedom  for  our  patients  and 
ourselves  in  the  field  of  health  care.  Loss 
of  freedom  of  choice  of  patient  and  physi- 
cian would  eventually  lead  to  deterioration 
in  the  quality  of  medical-hospital  care. 

A news  release  dated  December  28,  1961, 
states  “A  task  force  has  been  established 
in  the  Department  of  Health,  Education 
and  Welfare  to  push  medical  care  for  the 
aged  under  Social  Security.”  Mobilization 
of  all  Department  resources  to  seek  enact- 
ment of  the  medical  care  legislation  has 
been  ordered  by  the  Secretary  of  Health, 
Education  and  Welfare.  If  the  Administra- 
tion is  successful  in  enactment  of  the  King- 
Anderson  Bill,  state-socialized  medicine  will 
indeed  be  a reality  in  these  United  States. 

The  Secretary  of  Health,  Education  and 
Welfare  will  be  a Medical  Czar  with  ab- 
solute power  over  patient  and  physician  in 
the  matter  of  health  care  and  the  amount 
and  extent  of  such  care.  There  will  be  little 
incentive  for  doctors  to  increase  their  skills 
or  proficiencies  in  any  particular  field  of 
medicine. 

Initiative  would  be  discouraged,  as  the 
system  and  method  of  practice  would  be 
strictly  regimented,  and  would  have  to  be 


adjusted  to  the  fiscal  budget  of  any  particu- 
lar year.  The  compulsory  Plans  are  im- 
posed by  law,  and  may  be  changed  only 
through  political  pressure.  The  vested  in- 
terests which  they  create  and  protect  are 
those  of  partisan  politics.  Experience  tells 
us  that  eventual  costs  will  be  about  three 
times  the  present  estimates.  Substantial 
increases  in  taxes  will  be  necessary  to  fi- 
nance this  socialistic  program. 

A.M.A.  President,  Dr.  Leonard  Larson, 
recently  said  “If  physicians  and  their  allies 
work  with  courage,  determination,  and  the 
will  to  win,  the  King-Anderson  Bill  can  be 
defeated  in  1962.” 

Dr.  Larson  further  said  “We  do  not 
believe  that  Americans,  acting  either  as 
citizens  or  patients,  require  central  direc- 
tion from  government  in  their  choice  of  a 
doctor  or  hospital,  and  the  spending  of  the 
health  care  dollars,  or  in  their  selection  of 
health  services  and  facilities  best  suited  to 
their  own  individual  needs.” 

The  battle  is  now  joined.  Who  will  gain 
control  of  the  vast  field  of  health  care; 
the  politicians  or  the  people  of  this  Coun- 
try? There  is  yet  time  to  win  this  battle. 
Doctor,  will  you  do  your  part? 

Arthur  J.  Offerman,  M.D., 
President. 
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THANKS  TO  THE  NEBRASKA  STATE 
MEDICAL  JOURNAL  . . . 

We,  the  Auxiliary,  are  delighted  to  have 
this  opportunity  to  discuss  our  organiza- 
tion and  its  activities  with  our  doctors. 

What  Is  The  Aux- 
iliary? — As  I travel 
across  the  state  this 
year,  I find  that  in 
some  county  medical 
societies  the  m y t h 
still  exists  that  the 
auxiliary  is  nothing 
but  a social  group 
with  no  purposes,  ob- 
ligations, or  aim  s. 

Nothing  is  farther 
from  the  truth. 

It  is  true  that  the 
primary  purpose  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association 
is  for  the  members  to  become  better  ac- 
quainted ; but  through  the  years  the  medical 
association  has  gradually  recognized  the  im- 
portance and  potential  of  its  auxiliary  mem- 
bers and  has  enlisted  our  help. 

The  National  Woman’s  Auxiliary  is  well 
organized  and  has  many  projects  available 
for  state  and  county  auxiliaries.  However, 
the  state  and  county  auxiliaries  are  free  to 
choose  the  projects  that  best  apply  to  their 
particular  localities,  or  any  other  projects 
they  may  find  more  worthwhile. 

To  show  the  variety  of  projects  carried 
on  in  Nebraska  by  the  county  auxiliaries, 
I shall  list  the  following: 

Sponsoring  Health  Career  Clubs. 

Supporting  A.M.E.F.  (the  national  aux- 
iliary contributed  over  $196,000  in 
1961). 

Holding  joint  meetings  with  prominent 
lay  people  outlining  the  dangers  of 
socialized  medicine. 

Legislation  — Ronald  Reagan  Record. 

Assisted  county  medical  societies  with 
special  meetings  (registration  and 


entertaining  wives  of  doctors  attend- 
ing meetings). 

Supporting  Civil  Defense  Clubs. 

Donated  services  and  money  to  Heart 
Fund,  state  hospitals,  nursing  homes. 
School  for  Retarded  Children,  Blood- 
mobile,  and  Diabetic  Camp. 

Donated  and  sent  medical  textbooks  to 
help  Medical  Missionary  Program. 

Sponsored  Student  Loan  Funds. 

Supported  Nebraska  Medical  Founda- 
tion. 

These  represent  only  part  of  the  activities 
carried  on  by  the  county  auxiliaries,  but  the 
one  project  all  county  auxiliaries  sponsor  is 
legislation.  Perhaps  many  of  the  doctors 
have  failed  to  realize  the  tremendous  amount 
of  work  the  auxiliary  has  done  in  the  legis- 
lative field  in  the  past.  When  one  stops  to 
think  that  the  National  Auxiliary  has  a 
membership  of  over  80,000,  it  is  clear  that 
we  are  capable  of  influencing  our  Congress- 
men when  we  all  get  behind  any  certain 
issue. 

As  President  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association, 
I have  had  the  opportunity  to  meet  with 
national  officers  at  the  annual  Fall  Confer- 
ence in  Chicago,  so  that,  in  turn,  I could 
help  county  auxiliaries  solve  their  prob- 
lems and  assist  them  with  projects  that  are 
suitable  to  their  localities. 

It  has  been  a wee  bit  discouraging  to 
hear  the  criticism  from  time  to  time  from 
the  doctors  that  the  auxiliary  has  no  pur- 
pose and  is  purely  a social  organization.  I 
hope  this  report  will  help  erase  that  er- 
roneous opinion  and  show  something  of 
what  we  have  done  — that  we  are  ready 
and  willing  to  help  at  any  time.  The  image 
of  the  Auxiliary  is  good  — Please  call  on  us 
when  we  can  help. 

Thank  you. 

Ruth  M.  Tanner, 
President. 


Ruth  M.  Tanner 
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ARTICLES 


Diuretic  Therapy  in 
Congestive  Heart  Failures 


A current  evaluation  of  the  known 
pathophysiologic  and  metabol- 
ic aberrations  of  congestive 
heart  failure  reveals  no  reason  for  change 
in  the  basic,  time-proven  therapeutic  ap- 
proach which  is  now  generally  followed  - — 
that  is,  restriction  of  physical  activity,  low 
salt  intake,  and  digitalis.  In  addition, 
however,  surgical  correction  of  the  underly- 
ing disease  process,  such  as  congenital  or 
valvular  defects,  can  now  be  accomplished 
in  certain  instances.  This  frequently  will 
allow  for  improved  myocardial  function  and 
reversal  of  the  untoward  hemodynamic 
changes  encountered  in  the  heart  failure 
syndrome. 

Unfortunately,  medical  progress  has  not 
yet  advanced  sufficiently  to  correct  the  un- 
derlying cardiac  disorder  in  most  instances. 
Therefore,  the  use  of  drugs  remains  the  cor- 
nerstone of  the  therapeutic  approach  to  con- 
gestive failure.  Although  the  basic  disease 
process  may  be  located  in  the  myocardial  tis- 
sue itself,  or  in  other  anatomical  components 
such  as  the  cardiac  valves  or  the  coronary 
arteries,  the  heart  failure  cycle  is  synony- 
mous with  sodium  and  water  retention. 
When  this  cycle  is  interrupted  by  saluresis 
and  diuresis,  overall  improvement  in  myo- 
cardial efficiency  generally  ensues.  Ac- 
complishment of  the  latter  often  requires 
the  addition  of  diuretic  agents  to  the  basic 
therapeutic  regimen.  It  is  the  purpose  of 
this  report  to  appraise  our  current  diuretic 
armamentarium. 

Mercurial  Diuretics 

For  many  years,  parenteral  mercurials 
have  been  the  mainstay  in  the  management 
of  congestive  failure.  With  the  advent  of 
the  potent  oral  nonmercurial  diuretic  agents, 
however,  the  relative  place  and  importance 
of  the  mercurial  requires  reappraisal.1  Com- 
parative bioassay  studies  indicate  that  the 
parenteral  mercurials  are  still  the  most  po- 
tent available  diuretic  agents,  and  their  use 
is  particularly  indicated  in  congestive  states 
of  severe  magnitude  that  do  not  respond  to 
other  measures.  In  addition,  the  parenteral 
mercurials  are  useful  when  an  immediate 
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and  massive  diuretic  response  is  mandatory, 
as  in  acute  pulmonary  edema.  The  advant- 
age of  parenteral  therapy  over  oral  admin- 
istration in  the  severely  ill  patient  is  self- 
evident.  The  contraindications  to  the  use 
of  parenteral  mercurials  are  few,  particular- 
ly since  the  incidence  of  toxicity  and  side  ef- 
fects is  minimal. 

Metabolic  imbalances  are  unusual  follow- 
ing the  administration  of  single  injections 
of  parenteral  mercurials,  although  muscle 
cramps  may  be  experienced  acutely  (as  with 
any  other  potent  sodium  depleting  agent). 
However,  with  chronic  mercurial  therapy, 
hyponatremia  and  hypochloremia  may  ensue. 
The  occurrence  of  the  “low  salt  syndrome” 
(depletional)  is  further  enhanced  by  super- 
imposed dietary  sodium  restriction. 

The  loss  of  potassium  following  acute  ad- 
ministration of  parenteral  mercurials  is 
generally  minimal.  However,  with  sustained 
sodium  loss  or  deprivation,  compensatory 
homeostatic  mechanisms  for  sodium  con- 
servation, e.g.,  hyperaldosteronism,  become 
active.  As  a consequence,  increased  potas- 
sium excretion,  and  ultimately  hypokalemia, 
may  ensue.  Nevertheless,  overall  metabolic 
imbalances  are  generally  minimal  when  in- 
telligent drug  and  dietary  management  is 
maintained. 

The  administration  of  oral  mercurial  di- 
uretics has  generally  been  deleted  from  the 
routine  management  of  congestive  failure. 
The  incidence  of  accompanying  gastrointest- 
inal complaints  is  high  at  the  dose  levels  re- 
quired for  therapeutic  response.  In  addi- 
tion, only  moderate  natruresis  can  be  ac- 

♦Presented  by  Dr.  John  H.  Moyer  at  the  annual  meeting 
of  the  Omaha  Mid-West  Clinical  Society,  October  31,  1961. 

■{•Supported  in  part  by  grants  from  the  Heart  Association 
of  Southeastern  Pennsylvania  and  the  Mary  Bailey  Founda- 
tion for  Cardiovascular  Research. 
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complished  with  the  oral  drug  (in  com- 
parison with  the  parenteral  compounds). 

Xanthines  and  Aminouracil  Diuretics 

The  xanthines  are  one  of  the  oldest  groups 
of  diuretic  agents  available.  However, 
these  compounds,  especially  aminophylline, 
still  maintain  therapeutic  usefulness  (par- 
ticularly as  adjuvant  or  potentiating  ther- 
apy for  the  mercurials  and  the  benzothiadi- 
azine  compounds).  The  xanthines  are  most 
frequently  used  via  the  intravenous  route. 

Although  the  xanthines  are  relatively 
weak  saluretic  and  diuretic  agents,  a review 
of  their  pharmacologic  activity  reveals  an 
important  theoretic  advantage.  The  xan- 
thines, as  opposed  to  the  other  diuretic 
agents,  attack  the  pathophysiologic  mech- 
anisms of  heart  failure  at  several  important 
points.  They  improve  cardiac  output,  in- 
crease glomerular  filtration  rate,  reduce 
bronchospasm,  and  probably  block  renal 
tubular  reabsorption  of  sodium.  Unfortun- 
ately, their  clinical  activity  is  of  mild  de- 
gree and  tolerance  to  their  activity  develops 
early.  Large  oral  dosages  are  required  for 
effective  diuretic  activity  and  the  high  in- 
cidence of  accompanying  side  effects  severe- 
ly limits  this  mode  of  administration. 

The  aminouracils,  including  aminometra- 
dine  (Mictine)  and  aminoisometradine  (Ro- 
licton),  also  have  moderate  natruretic  and 
diuretic  activity.  However,  the  occurrence 
of  significant  gastrointestinal  side  effects 
and  early  tolerance,  plus  limited  diuretic 
activity,  limits  the  clinical  usefulness  of 
these  agents.  Nevertheless,  they  may  be 
used  with  modest  success  in  the  mild  heart 
failure  patient;  generally  an  intermittent, 
two  to  three  day  schedule  is  recommended. 

Carbonic  Anhydrase  Inhibitors 

The  carbonic  anhydrase  inhibitors  include 
ac-etazolamide  (Diamox)  and  ethoxzolamide 
(Cardrase).  The  activity  of  this  group  of 
drugs  depends  upon  inhibition  of  the  distal 
tubular  enzyme,  carbonic  anhydrase.  How- 
ever, their  effective  ceiling  doses  (acetazola- 
mide  250  mg.,  ethoxzolamide  125  mg.)  pro- 
duce only  moderate  natruretic  responses 
with  significant  accompanying  kaluresis.  In 
addition,  tolerance  and  metabolic  acidosis 
develop  after  several  days  of  continuous  ad- 
ministration. Side  effects  due  to  their  sul- 
fonamide nature  also  may  be  encountered. 
As  a result  of  these  factors,  the  use  of  the 


carbonic  anhydrase  inhibitors  as  primary  di- 
uretic agents  in  heart  failure  is  necessarily 
limited.  Their  use  as  potentiating  agents  for 
other  drugs,  however,  appears  to  be  their 
most  specific  indication  at  present. 

Benzothiadiazines 

During  the  past  three  years,  the  availa- 
bility of  the  oral  thiazide  diuretics  has  cre- 
ated a new  pattern  of  therapy  for  the  heart 
failure  patient.  The  use  of  this  group  of 
drugs  offers  the  advantage  of  oral  therapy 
with  sustained  potency  of  natruretic  activ- 
ity. In  addition,  tolerance  to  these  agents  is 
rare. 

At  present,  there  are  numerous  benzo- 
thiadiazine  diuretics  available  for  clinical 
use.  The  various  derivatives  of  chlorothia- 
zide can  be  used  interchangeably  in  the  ther- 
apy of  the  heart  failure  patient.  The  phar- 
macologic actions  of  the  thiazide  drugs  vary 
in  certain  of  their  qualitative  aspects,  but 
the  overall  clinical  effectiveness  of  the  avail- 
able derivatives  is  essentially  equivalent. 
Most  significant  is  the  finding  of  similar 
effects  on  sodium  excretion  by  these  drugs 
at  their  maximum  effective  doses.2 

The  dose  range  of  the  nonhydrogenated 
drugs,  including  chlorothiazide  (Diuril)  and 
flumethiazide  (Ademol),  is  200  to  2000  mg. 
The  hydrogenated  drugs,  e.g.,  hydrochloro- 
thiazide (Hydrodiuril,  Esidrix,  Oretic)  and 
hydroflumethiazide  (Saluron),  demonstrate 
their  activity  through  a dose  range  of  25  to 
200  mg.3  The  hydrogenated  drugs  with  a 
radical  attached  to  the  third  position  of  the 
benzothiadiazine  ring,  for  example,  benzhy- 
droflumethiazide  (Natruretin),  trichlorme- 
thiazide  (Naqua)  and  methyclothiazide  (En- 
duron),  have  a dose  range  of  1 to  10  mg. 
The  onset  of  diuretic  activity  with  thiazide 
therapy  occurs  within  one  hour  and  may 
extend  from  8 to  24  hours  thereafter. 

This  group  of  drugs  affects  both  the 
proximal  and  distal  tubules;  however,  their 
distal  (carbonic  anhydrase  inhibitory)  activ- 
ity is  minimal.  Their  ability  to  maintain 
activity  despite  the  occurrence  of  metabolic 
acidosis  or  alkalosis  allows  a broad  clinical 
usefulness  and  also  provides  the  opportunity 
for  combined  use  with  other  diuretics. 

The  incidence  of  side  effects  and  toxic  re- 
actions encountered  with  the  benzothiadia- 
zine derivatives  is  fortunately  low.  Skin 
rashes  of  various  types,  including  photo- 
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sensitivity,  occasionally  occur,  and  minor 
gastrointestinal  side  effects  as  well  as  intra- 
hepatic  cholestasis  have  been  experienced. 
Hematologic  disorders,  particularly  throm- 
bocytopenia, are  probably  allergic  in  origin. 
An  elevated  blood  uric  acid  secondary  to  re- 
duced uric  acid  clearance  is  not  uncommon. 
This  may  produce  gouty  arthritis  especially 
in  the  patient  with  gouty  diathesis.4  Hypo- 
kalemia may  follow  chronic  administration 
of  these  drugs.5  In  addition,  negative  so- 
dium and  chloride  balance  may  also  occur 
with  prolonged  therapy,  resulting  in  hypo- 
natremia, azotemia,  or  hypochloremic  alka- 
losis. 

Liberalization  of  dietary  sodium  intake 
is  possible  with  the  use  of  the  continuous- 
acting  thiazides  and  the  latter  allows  for  a 
more  palatable  diet.6  However,  sodium  lib- 
eralization does  not  imply  complete  freedom 
of  sodium  intake,  and  intelligent  sodium  re- 
striction still  remains  an  important  adjunc- 
tive measure  in  the  congestive  patient.  The 
use  of  potassium  salts  as  supplementary 
therapy,  as  well  as  foods  high  in  potassium 
content,  is  also  beneficial  in  advanced  heart 
failure  when  large  doses  of  the  thiazides 
are  necessary  to  maintain  an  edema-free 
state. 

For  maximum  initial  diuresis,  2000  mg.  of 
chlorothiazide  (or  flumethiazide),  200  mg. 
of  hydrochlorothiazide  (or  hydroflumethia- 
zide), or  10  mg.  of  benzhydroflumethiazide, 
(or  trichlormethiazide  or  methylclothiazide) 
may  be  used.  The  maintenance  dose  range 
of  the  above  drugs  is  500  to  1000  mg.,  50  to 
100  mg.,  and  2 to  5 mg.  respectively.  Once 
maintenance  therapy  is  established,  the  use 
of  an  intermittent  schedule  may  further  re- 
duce the  likelihood  of  electrolyte  imbalance. 

Phthalimidine  Diuretics 

The  phthalimidine  diuretic,  chlorthalidone 
(Hygroton)  has  recently  become  available 
for  clinical  use.2’7  Its  natruretic  activity 
is  most  probably  due  to  enzymatic  blockage 
of  the  renal  tubule,  similar  to  the  action  of 
the  mercurial  and  benzothiadiazine  com- 
pounds. The  onset  of  activity  with  this 
drug  is  rapid ; however,  in  contrast  with  the 
former  agents,  its  action  may  persist  for  24 
to  48  hours.  The  latter  attribute  makes  in- 
termittent therapy  on  a triweekly  or  every 
other  day  schedule  quite  practical.  The  ef- 
fective dose  range  is  50  to  200  mg.  daily 
administered  as  a single  dose.  For  therapy 


demanding  maximum  diuresis,  200  mg.  daily 
may  be  required.  Maintenance  doses  of  50 
mg.  every  other  day,  however,  are  adequate 
to  sustain  the  edema-free  state  in  many  pa- 
tients. With  chronic  administration,  elec- 
trolyte imbalances  are  as  prominent  with 
this  drug  as  with  the  thiazide  and  the  mer- 
curial diuretics. 

Antihormonal  Agents 

A significant  advance  in  edema  therapy 
has  been  realized  with  the  development  of 
certain  synthetic  steroids  called  spironolac- 
tones. These  drugs  competitively  interfere 
with  the  action  of  aldosterone  upon  the  renal 
tubular  cells.8  In  the  syndrome  of  heart 
failure,  the  importance  of  aldosterone  on  the 
overall  picture  of  edema  is  still  controversi- 
al. Nevertheless,  it  is  now  evident  that  cer- 
tain patients  refractory  to  other  forms  of 
therapy  have  responded  to  the  use  of  the 
spironolactone,  Aldactone.  In  addition  to 
their  therapeutic  usefulness,  these  com- 
pounds also  serve  as  valuable  research  tools 
for  studying  renal  tubular  physiology.  The 
most  advantageous  use  of  Aldactone  is  in 
the  refractory  edema  patient  with  a low 
sodium  excretion  and  no  other  apparent 
cause  for  poor  response  to  routine  therapy. 
Under  the  latter  circumstances,  one  can  as- 
sume that  a significant  secondary  aldoster- 
one state  is  prevalent.9  Aldactone  may  be 
administered  alone  or  in  combination  with 
the  other  potent  diuretics  in  a dose  of  100 
mg.  four  times  daily.  Onset  of  activity  often 
requires  48  to  72  hours  before  maximum  re- 
sults are  apparent.  Although  poor  response 
to  this  agent  may  be  encountered  in  certain 
patients,  this  may  not  be  due  to  the  lack  of 
effectiveness  of  the  drug,  but  rather  to  the 
selection  of  a patient  with  minimal  secon- 
dary aldosterone  effects  contributing  to  his 
edema  state.10’11  Side  effects  (drowsiness 
and  skin  rash  are  most  common)  have  been 
minimal  to  date  with  this  agent. 

The  amphenones  are  an  additional  group 
of  antihormonal  agents.  To  date,  their  use- 
fulness has  been  limited  by  the  toxic  reac- 
tions to  them.  Recently,  however,  a syn- 
thetic analogue  of  amphenone  B has  been 
used  with  some  clinical  promise.12  This 
agent,  SU-4885,  has  the  capacity  to  inhibit 
the  enzyme  in  the  adrenal  cortex  responsible 
for  11  beta-hydroxylation.  As  a result,  al- 
dosterone synthesis  by  the  adrenals  is  re- 
duced and  the  secondary  aldosterone  effects 
encountered  in  intractable  edema  states  may 
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be  controlled.  More  evidence  for  practical 
application  of  this  type  of  drug  therapy  in 
heart  failure  is  awaited. 

Combined  Diuretic  Therapy 

A sound  therapeutic  principle  is  to  use 
the  smallest  effective  diuretic  dose  as  in- 
frequently as  possible  in  order  to  maintain 
the  edema-free  state.  At  times,  however, 
the  degree  of  heart  failure  may  progress  to 
such  severity  that  maximum  doses  of  mer- 
curials or  the  potent  oral  diuretics  cannot 
reverse  the  congestive  process.  These  pa- 
tients demand  maximum  therapy  in  the  form 
of  marked  sodium  restriction  and  combined 
or  potentiated  diuretic  regimens. 

The  potentiation  of  mercurial  diuretic  ther- 
apy by  the  intravenous  administration  of 
aminophylline  may  often  be  used  effectively 
in  patients  failing  to  respond  to  mercurial 
therapy  alone.  The  increased  glomerular 
filtration  resulting  from  aminophylline 
therapy  increases  the  sodium  load  presented 
to  the  proximal  renal  tubule  and  thereby 
provides  a greater  substrate  upon  which  the 
mercurial  may  act. 

The  increased  effectiveness  of  mercurial 
diuresis  may  also  be  stimulated  by  creating 
a hyperchloremic  metabolic  acidosis.  The 
latter  may  be  effectively  accomplished  by  the 
oral  administration  of  such  acidifying  agents 
as  ammonium  chloride  (12  gms.)  or  1-lysine 
monohydrochloride,  20  gms.  daily.13  An 
even  greater  hyperchloremic  acidosis  may  be 
created  by  the  combined  administration  of 
either  ammonium  chloride  or  l-lysine  mono- 
hydrochloride  with  a carbonic  anhydrase  in- 
bitor,  that  is,  acetazolamide,  (250-750  mg. 
daily).14  These  regimens  are  not  without 
danger,  however,  in  patients  with  renal  in- 
sufficiency. 

The  simultaneous  use  of  mercurials  and 
thiazides  provides  additive  diuretic  effects 
in  patients  with  sodium  and  water  reten- 
tion. Thus,  the  administration  of  a mer- 
curial followed  by  a large  effective  dose  of 
one  of  the  thiazides  will  frequently  give  a 
more  effective  diuretic  response  than  either 
drug  used  alone.15  The  combination  of  the 
thiazides  with  a phtkalimidine  compound 
also  provides  additive  diuretic  effects.  In 
a recent  study  of  combined  administration  of 
these  two  agents  in  heart  failure  patients,  a 
significantly  greater  weight  loss  was  experi- 
enced with  the  combined  therapy  than  with 
either  agent  alone.  It  is  notable,  however, 


that  with  combined  therapy,  the  possible  oc- 
currence of  accompanying  electrolyte  imbal- 
ance becomes  ever  more  likely. 

When  combination  therapy  fails  and  un- 
derlying complicating  factors  are  excluded, 
then  combined  use  of  an  anthaldosterone- 
agent  with  a potent  mercurial  and/or  thia- 
zide diuretic  is  indicated .16  Poor  response 
under  these  circumstances  may  indicate  a 
refractory  edema  state  or  may  indicate  only 
the  absence  of  significant  secondary  aldos- 
terone effects  rather  than  a lack  of  effec- 
tiveness of  the  antihormonal  agent.  The 
basis  for  the  use  of  adrenal  glucocorticoids 
with  the  diuretic  agents  in  advanced  heart 
failure  with  edema  is,  as  yet,  ill  defined. 
Yet,  this  latter  combination  of  drugs  may  re- 
sult in  renewed  diuretic  activity  in  the  pa- 
tient whose  response  was  previously  refrac- 
tory.17 

In  summary,  it  is  apparent  that  the  avail- 
able groups  of  diuretic  agents  present  a 
broad  spectrum  and  variety  of  diuretic  ac- 
tivities that  are  applicable  to  most  instances 
of  the  heart  failure  syndrome.  Single  or 
combination  therapy  is  now  so  efficient  that 
the  state  of  refractory  cardiac  edema  is  be- 
coming an  ever-decreasing  clinical  problem. 
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EXPERIENCES  WITH 


Hemorrhagic  Blood  Diseases 
Complicating  Urological  Surgery 

WITH  PARTICULAR  REFERENCE 
TO  PROSTATIC  SURGERY* 


OF  the  many  complications  inci- 
dent to  urological  surgery,  or 
surgery  in  general,  hemor- 
rhage is  among  the  most  dramatic  and  seri- 
ous. Whether  the  hemorrhage  occurs  at  the 
time  of  surgery  or  in  the  postoperative  pe- 
riod, it  is  a problem  which  demands  imme- 
diate and  specific  management  if  tragedy 
is  to  be  averted. 

Modern  surgery  had  its  beginning  when 
man  was  able  to  control  hemorrhage;  later 
came  the  control  of  pain,  infection,  malnu- 
trition, psychic  trauma,  and  physical  ex- 
haustion. During  the  preoperative  and  post- 
operative period,  as  a general  surgical  prin- 
ciple, every  effort  is  directed  to  undertake 
preventative  measures  to  control  hemor- 
rhage. 

Various  clinical  situations  observed 
through  the  years  have  impressed  surgeons 
of  experience  that  certain  blood  anomalies 
predispose  the  surgical  patient  to  a greater 
than  average  hazard  of  hemorrhage.  This 
is  the  subject  which  is  under  consideration 
today.  My  interest  in  these  problems  comes 
mainly  from  surgery  involving  the  prostate 
gland;  however,  experiences  involving  the 
management  of  such  urological  patients  with 
hemorrhagic  blood  disease  are  applicable,  in 
general,  to  patients  undergoing  any  type  of 
surgery. 

Obviously  there  is  blood  loss  associated 
with  any  type  of  prostatic  surgery.  The 
amount  of  blood  loss  varies  with  the  size 
and  vascularity  of  the  prostate  and  the  sur- 
geon’s efforts  to  secure  hemostasis.  It  has 
been  estimated  that  blood  loss  ranges  from 
5 to  10  cc.  per  gram  of  tissue  resected  in 
patients  with  normal  blood  and  normal  clot- 
ting mechanisms.  Should  the  patient  have 
a hemorrhagic  blood  dyscrasia  the  loss  would 
be  greatly  augmented  unless  specific  pre- 
ventive management  was  instituted. 


LEROY  W.  LEE.  M.D. 

Professor  and  Chairman,  Department  of  Urology, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


How  may  the  surgeon  be  alerted  and  any 
given  patient  be  identified  as  a potential 
bleeding  problem?  Certainly  the  minima! 
work-up  should  include,  aside  from  a care- 
ful history  with  particular  attention  to  any 
previous  bleeding  episodes : a complete 
blood  count,  and  in  the  presence  of  suggest- 
ed abnormality  the  following  laboratory 
tests:  (1)  Bleeding  time  (2-5  minutes  nor- 
mal) ; clotting  time  (Lee-White  method  — 
normal  up  to  20  minutes)  (capillary  tube 
method  — 3-7  minutes) ; (2)  platelet  count 
(normal  150,000  to  250,000)  ; (3)  clot  re- 
traction (complete  in  24  hours)  ; (4)  blood 
fibrinogen  (150  to  400  mg.%);  (5)  blood 
fibrinolysin  (absent) ; (6)  prothrombin 

time  (Quick  — 11  to  15  seconds  85  to  90% 
of  normal  control;  (7)  partial  thromboplas- 
tin time  (50  to  90  seconds).  Other  tests 
which  might  be  used  in  special  situations 
are:  (1)  arm  band  test  (to  test  capillary 
permeability) ; (2)  recalcified  clotting  time 
(under  300  seconds) ; (3)  serum  prothrom- 
bin time  (over  20  seconds) ; (4)  prothrom- 
bin generation  (normal  or  abnormal). 

Be  suspicious  of  a possible  hemorrhagic 
surgical  problem  if  any  of  the  following 
systemic  conditions  are  present.  This  is  a 
rough  working  classification  of  blood  dys- 
crasias  predisposing  to  bleeding: 

1.  Low  Plasma  Prothrombin  — (liver 
disease) 

2.  Thrombocytopenia  — (leukemia, 
aplastic  anemia,  marrow  depression 
by  nitrogen  mustard,  radioactive 

♦Presented  before  the  93rd  Annual  Session  of  the  Nebraska 
State  Medical  Association,  May  3,  1961,  Omaha,  Nebraska. 
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phosphorus,  lupus  erythematosus, 
quinidine  toxicity,  and  idiopathic 
causes) 

3.  Anticoagulant  situations — 

a.  Natural  — (hemophilia) 

b.  Acquired  — (dicumarol,  lupus 
erythematosus,  heparin,  salicy- 
lates) 

4.  Defibrinogenic  factors  — (carcinoma 
of  the  prostate,  urokinase) 

5.  Polycythemia  vera 

6.  Pernicious  anemia 

7.  Multiple  myeloma 

The  following  general  principles  of  man- 
agement should  be  considered  in  the  therapy 
of  the  patient  with  an  hemorrhagic  blood 
dyscrasia. 

1.  Give  missing  factor 

2.  Plasma  (frozen  or  fresh) 

3.  Fresh  blood  (for  platelets) 

(1  pint  of  fresh  blood  per  5 pints  of 
stored  blood) 

4.  Evacuate  the  clots 

5.  Stop  the  bleeding  if  possible  by 

a.  Ligature 

b.  Fulguration 

c.  Pressure 

6.  Body  position  — keep  bleeding  area 
at  highest  point  if  possible 

7.  Control  stress  (sedatives) 

The  following  specific  attempts  at  man- 
agement of  the  various  blood  dyscrasias  have 
been  suggested  by  experts  in  the  field  of 
hematology : 

Pernicious  anemia  — liver  extract,  B12. 

Chronic  granulocytic  leukemia  — X ray, 
radioactive  materials,  myleran. 

Chronic  lymphocytic  leukemia  — usual- 
ly none  unless  WBC  rises  over  40,000 
to  50,000. 

Acute  leukemia  — surgical  intervention 
usually  not  warranted. 

Hemophilia  — fresh  whole  blood,  anti- 
hemophilic globulin,  fresh  frozen 
plasma. 


Polycythemia  Vera  — radioactive  phos- 
phorus, myleran,  venesection. 

Hemolytic  icterus  — splenectomy. 

Thrombocytopenia  — blood  transfu- 
sions, steroids. 

Aplastic  anemia  — blood  transfusions. 

Hyperheparinemia  — protamine  sul- 
fate, fresh  blood. 

Dicumarol  — Vitamin  Kt  oxide. 

Hodgkin’s  Disease  — Alkylating  agents 
such  as  nitrogen  mustards,  triethyl- 
ene melamine,  and  Vinblastine. 

Lupus  Erythematosus  — steroids. 

Multiple  myeloma  — urethane. 

Recently  we  have  had  occasion  to  manage 
three  elderly  men  suffering  from  marked 
prostatic  obstruction  and  coincident  hemor- 
rhagic disorders.  In  one  the  bleeding  ten- 
dency was  recognized  preoperatively,  in  the 
others  it  was  not.  Ironically,  the  patient 
in  whom  the  problem  was  appreciated  pre- 
operatively presented  the  most  difficulty 
postsurgically.  Excessive  hemorrhage  oc- 
curred in  all  three  but  was  controlled  with- 
out undue  difficulty  in  two.  The  third  pa- 
tient bled  repeatedly  and  massively,  pres- 
senting  an  almost  interminable  and  almost 
insoluble  problem.  All  three  ultimately  sur- 
vived. 

A brief  resume  of  the  problems  we  en- 
countered may  perhaps  be  of  benefit  to  oth- 
ers when  faced  with  like  situations. 

Mr.  G.  A.,  age  61.  Hemophilia. 

Clinical  History.  The  patient  entered 
the  hospital  December  15,  1959,  for  con- 
sideration of  prostatic  surgery.  Of  note 
was  a lifelong  history  of  bleeding  ten- 
dency manifested  by  episodes  of  melena, 
hematemesis.  and  excessive  and  pro- 
longed bleeding  following  tooth  extrac- 
tions. Several  male  relatives  also  had 
shown  bleeding  disorders.  Medical  con- 
sultation was  requested  preoperatively. 

Hospital  Course.  Laboratory  studies 
as  requested  by  the  internist  revealed 
the  bleeding  time,  prothrombin  time, 
serum  fibrinogen,  platelet  count  and 
complete  blood  count  to  be  norma  1. 
However,  the  clotting  time  was  9 min- 
utes (normal  3-7  minutes)  the  Lee- 
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White  clotting  time  was  28  minutes 
(normal  up  to  20  minutes)  and  the  pro- 
thombin  consumption  test  was  delayed. 
A diagnosis  of  hemophilia  was  estab- 
lished. Surgery  was  elected  to  follow 
proper  preparation  and  accepting  the 
“increased  risk  of  serious  postoperative 
hemorrhage.” 

12-16-59  — Two  units  of  fresh  frozen 
plasma  were  administered  to  replace 
the  lacking  antihemophilic  globulin. 

12-17-59  — The  Lee-White  clotting 
time  returned  to  acceptable  limits  and 
an  uneventful  transurethral  resection 
was  accomplished.  During  the  proce- 
dure and  for  several  days  following,  ad- 
ditional units  of  plasma  were  given.  At 
no  time  was  bleeding  excessive. 

12-24-59  — The  urine  was  amber  and 
the  catheter  was  removed  on  the  seventh 
day  per  routine.  Eight  hours  later,  sud- 
den vigorous  bleeding  occurred,  requir- 
ing replacement  of  an  indwelling  cath- 
eter. The  next  month  was  a nightmare 
to  physician  and  patient  alike.  Repeat- 
ed episodes  of  massive  hemorrhage  were 
interspersed  with  intervals  d u ring 
which  drainage  would  become  amber 
for  a day  or  two,  only  to  be  followed  by 
recurrent  bleeding.  Basic  treatment 
consisted  of  whole  blood  replacement 
transfusions  and  additional  units  of 
fresh  frozen  plasma  to  supply  the  miss- 
ing clotting  factors.  The  magnitude  of 
the  problem  is  attested  to,  in  that  dur- 
ing this  one  month  the  patient  received 
30  units  of  whole  blood  and  117  of 
fresh  frozen  plasma. 

1- 28-60  — Finally,  forty  two  days  fol- 
lowing surgery,  the  urine  having  been 
clear  for  5 days,  the  catheter  was  again 
removed.  No  further  problems  arose. 

2- 3-60  — The  patient  was  dismissed 
voiding  clear  urine.  There  was  no  sub- 
sequent difficulty. 

Mr.  S.  A.,  age  74.  Thrombocytopenia. 

Clinical  History.  The  patient  was  ad- 
mitted January  15,  1957.  He  had  un- 
dergone a lobectomy  four  months  pre- 
viously for  bronchogenic  carcinoma 
found  at  surgery  to  involve  thoracic 
lymph  nodes.  Postoperatively  he  had 
developed  urinary  retention  and  had 
been  unable  to  void  satisfactorily  since. 


Rehospitalization  was  accomplished  for 
consideration  of  prostatectomy.  In 
spite  of  known  residual  malignancy,  his 
general  status  warranted  relief  of  the 
bladder  neck  obstruction.  Preoperative 
blood  urea  nitrogen  and  complete  blood 
count  determinations  were  normal  ex- 
cepting a moderate  anemia  (10.8 
grams).  A bleeding  tendency  was  nei- 
ther evident  historically  nor  suspected 
preoperatively.  Perhaps  however,  all 
patients  with  known  malignancies 
should  be  screened  preoperatively  for 
hemorrhagic  disorders. 

Hospital  Course.  1-18-57  — An  un- 
eventful transurethral  prostatic  resec- 
tion was  accomplished.  No  untoward 
bleeding  was  encountered  during  the 
procedure,  but  urinary  drainage  the 
week  following  resection  was  alternate- 
ly bloody  and  clear. 

1-23-57  — On  the  seventh  postoper- 
ative day,  laboratory  studies  made  be- 
cause of  recurrent  bleeding  revealed  a 
hemoglobin  of  8.7  grams  and  a platelet 
count  of  11,000  (normal  150,000  to 
250,000). 

1- 26-57  — The  patient  was  seen  by  a 
medical  consultant  who  noted  hema- 
turia, hemoptysis,  petechiae  and  a posi- 
tive cuff  test.  Clot  retraction  was  poor. 

Impression : Secondary  Thrombocy- 
topenia. 

1 . Carcinomatous  marrow  re- 
placement. 

2.  Toxic  marrow  depression 
(wasting  disease,  drugs,  azo- 
temia, infection). 

Advice:  Marrow  study  and  the  use 
of  prednisone  to  stimulate  marrow  in 
the  hope  that  the  problem  was  not  one 
of  marrow  replacement  by  tumor.  Mar- 
row study  revealed  hypoplasia. 

2- 8-57  — Under  prednisone  and  mul- 
tiple blood  transfusions,  the  hemoglobin 
rose  to  10.5  gms.,  the  platelet  count  to 
44,000  and  clot  retraction  became  nor- 
mal. 

2-15-57  — The  patient  was  dismissed 
from  the  hospital  voiding  satisfactorily 
and  with  no  bleeding. 
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Mr.  C.  M.,  age  83.  Hypofibrinogen- 
emia. 

Clinical  History.  The  patient  en- 
tered the  hospital  June  6,  1957.  He 
had  undergone  transurethral  prostatic 
resections  8 and  10  years  ago.  Obstruc- 
tive symptoms,  recently  associated  with 
gross  hematuria,  had  recurred  the  past 
two  years.  The  prostate  gland  was 
hard,  nodular  and  fixed.  Blood  urea 
nitrogen  and  complete  blood  count  and 
acid  phosphatase  determinations  were 
normal.  Intravenous  pyelography  re- 
vealed a nonfunctioning  right  kidney 
and  grade  2 hydronephrosis  on  the  left. 
Osteoblastic  pelvic  lesions  were  noted 
confirming  the  diagnosis  of  prostatic 
carcinoma.  No  further  blood  studies 
were  done.  However,  patients  with 
prostatic  carcinoma,  particularly  if  the 
disease  is  extensive,  occasionally  exhibit 
a marked  hemorrhagic  tendency.  Some- 
times this  may  be  demonstrated  preop- 
eratively  by  an  elevation  in  serum  fi- 
brinolysin  or  a decrease  in  serum  fi- 
brinogen. 

Hospital  Con  r s e.  An  uneventful 
transurethral  resection  and  bilateral 
orchidectomy  was  accomplished  on  June 
13.  Immediately  postoperatively  heavy 
urinary  bleeding  and  hemorrhage  from 
the  scrotal  wounds  was  noted  in  the  re- 
covery room.  The  serum  fibrinogen 
level  was  found  to  be  75  mgm%  (nor- 
mal 150  to  400  mg.%).  Premarin  and 


vitamin  C and  K preparations  were  giv- 
en intravenously.  In  addition,  whole 
blood  and  four  grams  of  fibrinogen  were 
administered,  the  latter  in  divided  dos- 
age over  60  minute  period.  The  serum 
fibrinogen  level  then  measured  300 
mg/r  and  there  was  rapid  cessation 
of  bleeding.  The  remainder  of  the  con- 
valescence was  uneventful. 

In  the  past  five  years,  aside  from  the  pa- 
tients already  mentioned,  prostatic  surgery 
was  done  in  the  case  of  patients  with  the 
following  blood  dyscrasias:  multiple  myel- 
oma, lymphatic  leukemia,  myelogenous  leu- 
kemia, metastatic  liver  disease,  lupus  ery- 
thematosis,  polycythemia  vera,  and  perni- 
cious anemia. 

Summary 

A few  general  principles  regarding  sur- 
gery in  patients  with  hemorrhagic  disor- 
ders merit  recapitulation.  First,  as  evi- 
denced by  our  failure  to  recognize  the  prob- 
lem in  some  patients  preoperatively,  we 
must  say  that  incidence  of  diagnosis  is  pro- 
portional to  the  index  of  suspicion.  Second- 
ly, surgery  should  not  be  considered  unless 
absolutely  indicated  and  then  only  follow- 
ing very  careful  specialized  medical  consul- 
tation and  management  by  an  expert  in 
hematology  who  will  give  thorough  study 
and  preparation  to  the  patient  for  the  pa- 
tient’s particular  blood  anomaly.  Finally, 
the  patient  and  his  relatives  should  be  made 
aware  of  the  increased  risk  involved. 


“And  now  the  ‘planners’  are  trying  to  panic  us  into  hasty  action 
in  extending  the  field  of  governmental  benefits  to  medical  care  for 
the  aged.  Using  the  time-worn  political  devise  of  ‘shaming  the  op- 
position into  silence’  by  appeals  to  false  humanitarianism,  the  urge 
ill-considered  haste  in  releases  to  the  press  and  national  magazines. 
Why  has  this  problem  suddenly  become  so  urgent?  Why  must  the 
matter  be  decided  quickly  — so  there  will  be  no  time  to  object  to 
further  incursions  by  the  State?”  (Griffin,  F.  L. : “Welfare”  and 
Security.  Spotlight  No.  K-505-506). 
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DIAGNOSIS  and  EARLY  TREATMENT  of 


Acute  Glaucoma* 


ACUTE  closed  - angle  glaucoma 
is  an  ophthalmic  emergency. 
The  sooner  it  is  recognized 
and  treatment  instituted  the  better  the  final 
visual  result. 

Individuals  who  suffer  from  an  acute 
closed  angle  glaucoma  have  extreme  pain 
in  the  head,  sudden  visual  loss  and  severe 
nausea  and  vomiting. 

Acute  glaucoma  occurs  only  in  eyes 
where  the  anterior  chamber  is  anatomically 
shallow  and  the  angle  of  the  chamber  is  nar- 
row. They  tend  to  occur  in  hyperopic  eyes, 
although  the  disease  may  occur  in  anyone 
who  is  anatomically  and  physiologically  sus- 
ceptible. 

Factors  which  influence  the  development 
of  acute  closed  angle  glaucoma  are: 

a.  Increase  in  thickness  of  iris  as  when 
the  pupil  is  dilated  or  after  periods 
in  a dark  room. 

b.  Increase  in  the  size  of  the  lens  with 
age  or  when  the  lens  is  cataracting 
and  begins  to  swell. 

c.  Increase  in  the  outflow  of  aqueous  in- 
to the  posterior  chamber  from  the 
ciliary  body,  lifting  the  iris  forward 
to  obstruct  the  narrowed  chamber 
angle.  These  may  be  termed  also 
“neurovascular”  changes. 

The  clinical  findings  include  a red,  in- 
flamed eye  with  a shallow  anterior  cham- 
ber. Edema  of  the  bulbar  conjunctiva  may 
be  present.  The  pupil  will  be  dilated  and 
sometimes  irregular  in  shape.  It  is  fre- 
quently fixed  to  light. 

Treatment 

Medical  treatment  should  be  tried  first, 
since  most  attacks  will  terminate  spontane- 
ously. This  is  especially  true  of  the  first 
attack.  After  the  first  attack,  subsequent 
attacks  must  be  treated,  because  with  each 
attack  more  damage  develops.  These  fre- 
quently require  surgical  treatment. 

The  medical  treatment  is  aimed  at  low- 
ering the  intraocular  pressure  and  reducing 
the  pain. 

Morphine  sulfate,  15  mg.,  intravascular, 
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should  be  given  at  once.  This  has  the  ad- 
vantage of  reducing  the  pain  and  has  the 
secondary  advantage  of  producing  slight 
miosis  of  the  pupil.  Pilocarpine,  1 to  4 
per  cent,  either  alone  or  combined  with 
eserine,  0.2  to  0.5  per  cent,  should  be  given 
every  five  minutes  for  one  or  two  hours. 

Acetazolamide  (Diamox),  250  mg.  to  500 
mg.  can  be  given  intravenously  and  by 
mouth.  The  eye  cannot  tolerate  a high 
pressure  for  more  than  24  to  48  hours  with- 
out serious  damage.  The  first  indication 
that  medical  treatment  may  be  effective  is 
the  measurement  of  the  pressure  in  the  nor- 
mal or  second  eye.  After  giving  Diamox,  the 
pressure  will  usually  be  reduced,  first  in  the 
uninvolved  eye  before  any  signs  of  lowering 
of  pressure  can  be  demonstrated  in  the  in- 
volved eye. 

If  the  medical  treatment  is  successful, 
then  serious  consideration  should  be  given  to 
surgical  treatment.  One  should  wait  until 
the  eye  is  quiet  before  a peripheral  iridec- 
tomy is  done.  I think  both  eyes  should  be 
operated  since  an  acute  attack  may  be  pre- 
vented in  the  sound  eye. 

If  medical  treatment  fails,  then  an  iridec- 
tomy should  be  done  after  6 to  12  hours  of 
medical  treatment. 

Where  medical  treatment  fails,  even  sur- 
gery may  fail  because  of  the  tendency  of 
the  severely  damaged  tissues  of  the  eye  to 
bleed.  Because  of  this  tendency  to  bleed,  it 
is  best  to  delay  surgery  if  it  is  possible. 
Retrobulbar  injection  of  novocaine  or  any  of 
the  available  injectable  anesthestics  may  re- 
duce the  pressure  and  should  be  tried.  In- 
travenous urea  may  also  be  used.  A total 
dose  of  one  gram  per  kilogram  of  lyaphilized, 
ammonia-free  urea  constituted  as  a 30  per 
cent  solution  dissolved  in  10  per  cent  invert 
sugar  and  given  3 to  4 cc.  per  minute.  (Sup- 
plied by  Abbott  Laboratories,  North  Chi- 
cago, Illinois). 
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SPECIAL  ARTICLE 


PHILOSOPHY  of  a 

Medical  Service  Plan 


This  article,  reprinted  by  permission  of  the 
Journal  of  the  American  Medical  Association 
and  the  author,  bears  especially  on  the  theory 
of  subsidiarity.  It  is  therefore,  of  special  sig- 
nificance in  relation  to  the  present  Administra- 
tion's approach  to  Medical  Care  of  the  Aged 
and  to  AMPAC. 

—EDITOR 

EVEN  until  recently  many  physi- 
cians refused  to  admit  the  ex- 
istence of  a social  problem  in 
medical  care.  Today,  however,  most  of 
them  recognize  and  admit  that  the  distribu- 
tion of  medical  care  is  faulty. 

Physicians  must  recognize  the  moral  im- 
plication always  associated  with  any  social 
problem.  The  responsibility  for  the  solu- 
tion of  this  social  and  moral  problem  must 
be  accepted  by  the  members  of  the  medical 
profession,  and  the  acceptance  must  be  made 
by  physicians  at  the  local  level.  Failure  to 
provide  the  solution  is  fraught  with  grave 
implications,  the  nature  of  which  has  been 
suggested  by  two  ugly  words  — regimenta- 
tion and  socialization.  Social  a n d moral 
problems  are  not  solved  negatively.  The  ef- 
fective solution  must  be  positive.  A plan 
must  be  developed  whereby  adequate  med- 
ical, surgical  and  hospital  care  is  made 
available  to  the  people  at  reasonable  cost. 
Practically,  the  best  plan  thus  far  evolved 
seems  to  be  one  that  operates  on  a budgeted 
prepayment,  nonprofit  basis.  The  technical 
operation  is  now  well  established  and  is  ac- 
tuarially  sound. 

Many  doctors  believe  that  the  American 
Medical  Association  should  provide  the 
solution  of  this  problem.  Such  an  attitude 
of  local  physicians  is  in  keeping  with  the 
thinking  now  exhibited  by  many  citizens. 
This  attitude  is  best  described  by  the  slang 
expression,  “let  George  do  it.”  Regardless 
of  what  the  problem  may  be,  many  persons 
say,  “What  is  Congress  doing  about  it? 
Why  don’t  they  pass  a law?  Such  thinking 
is  false,  because  in  the  operation  of  a de- 
mocracy it  is  the  responsibility  of  the  citi- 
zens that  all  activity  possible  must  begin 
at  the  grass  roots  level.  In  recognition  of 
this  principle  the  American  Medical  Asso- 
ciation has  not  been  active  in  the  develop- 
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ment  of  actual  operating  plans.  It  has  de- 
veloped Associated  Medical  Care  Plans. 
This  organization  will  be  helpful  in  promot- 
ing, guiding,  advising  and  consulting  but 
will  never  act  in  the  capacity  of  actually  de- 
veloping and  operating  a plan. 

To  support  this  thinking,  I quote  from 
“Quadragesimo  Anno,”  the  great  encyclical 
on  the  reconstruction  of  the  social  order, 
written  in  1931 : 

It  is  indeed  true,  as  history  clearly 
proves,  that  owing  to  the  change  in 
social  conditions,  much  that  was  for- 
merly done  by  small  bodies  can  now- 
adays be  accomplished  only  by  a large 
corporation.  Nonetheless,  just  as  it  is 
wrong  to  withdraw  from  the  individual 
and  to  commit  to  the  community  at 
large  what  private  enterprise  and  in- 
dustry can  accomplish,  so  too  it  is  an 
injustice,  a grave  evil  and  a disturb- 
ance of  right  order  for  a large  and 
higher  organization  to  arrogate  to  it- 
self functions  that  can  be  performed 
efficiently  by  smaller  and  lower  bodies. 
This  is  a fundamental  principle  of  so- 
cial philosophy,  unshaken  and  un- 
changeable, and  it  retains  its  full  truth 
today.  Of  its  very  nature  the  true  aim 
of  all  social  activity  should  be  to  help 
individual  members  of  the  social  body, 
but  never  to  destroy  or  absorb  them. 

This  is  the  principle  of  subsidiarity  which 
is  operative  in  a democracy. 

In  the  United  States  the  people  have  en- 
joyed rights  and  privileges  for  so  long  that 
these  are  accepted  w'ithout  thought  of  their 
source  or  the  obligations  incident  to  the  ex- 
ercise of  them.  In  the  American  form  of 
government  the  true  source  of  rights  is 
clearly  stated  in  the  Declaration  of  Inde- 
pendence: “We  believe  all  men  to  be  creat- 


es 


Nebraska  S.  M.  J. 


ed  equal  and  endowed  by  their  Creator  with 
certain  unalienable  rights.” 

This  philosophy  is  in  direct  contrast  with 
the  philosophy  of  the  materialist  Karl  M!arx, 
whose  “Manifesto”  is  the  Bible  of  com- 
munism. Marx  teaches  that  all  rights  stem 
from  the  state.  Great  care  must  be  exer- 
cised if  this  insidious  social  disease  known 
as  communism  does  not  become  epidemic  in 
the  United  States.  Physicians  particularly 
must  recognize  their  responsibilities  if  de- 
mocracy is  to  survive. 

In  support  of  the  teachings  of  the  found- 
ing fathers,  which  are  clearly  stated  in  the 
Declaration  of  Independence,  and  to  prove 
that  their  primary  motive  was  sound  moral 
philosophy,  let  me  quote  from  the  Declara- 
tion of  Independence  written  in  1776  and 
from  the  writings  of  Cardinal  Bellarmine, 
writen  in  1576: 

Declaration  of  Independence , 1776: 

All  men  are  created  equal ; they  are 
endowed  by  their  creator  with  certain 
unalienable  rights. 

Cardinal  Bellarmine,  1576: 

All  men  are  equal,  not  in  wisdom  or 
in  grace,  but  in  the  essence  and  nature 
of  mankind. 

Political  right  is  from  God  and 
necessarily  inherent  in  the  nature  of 
man. 

Declaration  of  Independence,  1776: 

To  secure  these  rights  governments 
are  instituted  among  men. 

Cardinal  Bellarmine,  1576: 

It  is  impossible  for  men  to  live  to- 
gether without  someone  to  care  for 
the  common  good.  Men  must  be  gov- 
erned by  someone  lest  they  be  willing 
to  perish. 

Declaration  of  Independence,  1776: 

Governments  are  instituted  among 
men,  deriving  their  just  powers  from 
the  consent  of  the  governed. 

Cardinal  Bellarmine,  1576: 

It  depends  upon  the  consent  of  the 
multitude  to  constitute  over  itself  a 
king,  consul  or  other  magistrate.  This 
power  is  indeed  from  God,  but  vested 


in  a particular  ruler  by  the  council  and 
election  of  men. 

for  being  the  first  to  call  attention  to  the 
idea  of  “consent”  in  government.  How- 
ever, Locke  received  his  idea  from  Suarez, 
a Spaniard,  writing  in  1600,  and  Bellar- 
mine, an  Italian,  writing  in  1576.  Both 
placed  emphasis  on  the  consent  of  the  gov- 
erned and  both  gave  the  same  philosophic 
argument  to  support  the  idea.  Locke  de- 
serves great  credit  for  popularizing  this 
thinking. 

Observation  of  the  operation  of  moral  law 
demonstrates  that  any  violation  of  moral 
law  invokes  a penalty  that  cannot  be  avoid- 
ed. These  rights  must  be  exercised  with 
great  care,  and  abuse  must  be  avoided  un- 
less one  is  prepared  to  pay  the  price.  More 
specifically,  these  rights  include  the  right 
to  life,  bodily  integrity,  the  necessities  of 
existence,  the  essentials  consonant  with  at- 
taining man’s  ultimate  destiny,  the  right  of 
association  and  the  right  to  possess  and  use 
property. 

The  use  and  exercise  of  any  of  these 
rights  creates  obligations  and  responsibil- 
ities. Every  right  and  privilege  has  its 
commensurate  responsibility.  Neglect  the 
responsibility  and  the  right  will  be  lost.  As 
a physician,  I have  rights  and  privileges. 
I have  the  right  to  expect  protection  from 
the  state  in  the  exercise  of  my  rights  and 
privileges.  This  protection,  however,  may 
not  exceed  the  protection  that  is  given  in 
the  interest  of  common  good.  In  the  exer- 
cise of  my  rights  I must  recognize  that  the 
implications  are  dual.  In  the  use  of  rights 
or  ownership  there  is  a twofold  character, 
individual  and  social.  I must  take  into  ac- 
count not  only  my  own  advantage  but  also 
that  of  the  common  good.  It  follows,  then, 
that  the  exercise  of  rights  must  be  done  in 
the  light  as  they  concern  me  and  as  they 
concern  the  common  good.  Since  I am  a so- 
cial being,  I must  recognize  that  the  rights 
of  common  good  take  precedence  over  the 
rights  of  the  individual,  when  the  two  are 
in  established  conflict. 

Exercise  of  my  rights  and  privileges  in- 
curs obligations  and  duties;  duties  to  my 
fellowmen.  As  a physician  I have  been  giv- 
en special  training.  This  training  is  high- 
ly technical  and  is  possessed  by  few  per- 
sons. Am  I permitted  to  use  this  special 
gift  to  promote  my  own  selfish  desires?  As 
a social  being  and  a component  part  of  a 
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complex  society  I must  recognize  that  I 
have  a part  in  the  collective  task. 

Every  physician  has  the  obligation  to 
make  his  special  talent  available  to  all  the 
people.  No  physician  by  his  own  efforts 
could  develop  all  the  information  he  pos- 
sesses, even  though  he  were  a Solomon  and 
lived  a thousand  years.  He  must  realize 
that  his  knowledge  was  developed  by  the 
collective  efforts  of  the  multitude  that  pre- 
ceded him  and  that  this  knowledge  may 
not  be  exploited.  As  a doctor,  he  serves  in 
the  capacity  of  a steward;  he  must  never 
forget  that  some  day  he  will  be  called  on  to 
give  an  accounting  of  his  stewardship. 
Generally  speaking,  when  physicians  are 
motivated  by  selfishness,  it  is  the  result 
of  living  in  a materialistic  economy  and  of 
the  almost  complete  lack  of  ethical  and 
philosophic  teaching  in  the  schools.  More 
and  more  doctors  are  now  coming  to  realize 
that  they  are  social  beings  and  live  in  a 
society  that  is  governed  by  Christian  prin- 
ciples. They  are  beginning  to  understand 
that  they  cannot  neglect  their  duties  and  re- 
tain their  privileges.  They  are  perilously 
close  to  reaping  the  just  reward  of  their 
social  sinfulness  and  neglect.  It  is  their 
moral  duty  to  make  good  medical  care  avail- 
able to  everybody.  Right  order  dictates 
that  any  social  duty  should  be  performed  by 
the  lower  and  better  qualified  group,  but 
it  also  dictates  that  the  failure  of  the  lower 
group  to  recognize  and  perform  its  duties 
makes  it  mandatory  that  the  higher  body 
provide  the  answer.  By  this  principle, 
through  their  social  lethargy  and  neglect 
physicians  have  invited  the  social  planners 
to  invade  their  domain  and  usurp  their 


rights.  Are  the  physicians  beginning  to 
understand  why  the  serpent  of  regimenta- 
tion has  reared  its  ugly  head? 

I abhor  regimentation  and  communism, 
and  I will  oppose  the  communistic  creed 
with  all  my  energy.  I recognize  that  the 
regimentation  of  the  medical  profession  is 
only  for  the  beginning.  It  is  an  insidious 
promise  of  something  for  nothing  that  has 
its  appeal,  but  the  ultimate  cost  will  be 
liberty  — a price  one  dares  not  afford. 
Benjamin  Franklin  once  said,  “He  who 
would  sacrifice  essential  liberty  for  tempor- 
ary security  deserves  neither  liberty  nor 
security.”  It  is  of  much  greater  import- 
ance to  prevent  totalitarianism  than  to  pre- 
vent regimentation  of  the  medical  profes- 
sion. Organized  medicine  has  a tremen- 
dous responsibility.  If  physicians  permit 
the  regimentation  of  the  medical  profession 
they  will  have  provided  the  lever  to  break 
the  seal  of  democracy  and  permit  entrance 
of  totalitarianism.  They  will  have  provid- 
ed the  fertile  soil  on  which  the  seeds  of  com- 
munism will  grow. 

If  this  is  to  be  accomplished,  they  must 
reject  the  teachings  of  the  materialist  so- 
ciologists and  return  to  the  teachings  of  the 
moral  law.  They  must  reject  completely 
the  doctrine  of  the  materialist,  which 
teaches  that  religion,  and  morality,  is  the 
opium  of  the  people  and  that  man  is  mo- 
tivated entirely  by  instinct.  Doctors  must 
avoid  this  materialistic  doctrine  or  by  their 
acts  they  will  be  promoting  regimentation. 
Neglect  of  social  responsibility  invites  the 
state  to  take  over  with  coercion  and  regi- 
mentation. 


“The  Federal  Food,  Drug  and  Cosmetic  Act  now  requires  the 
Food  and  Drug  Administration  to  evaluate  only  the  safety  of  new 
drugs  before  they  can  be  made  available  for  prescription  by  physi- 
cians. The  omnibus  bill  recently  introduced  by  Senator  Estes  Ke- 
fauver  (S-1152)  would  amend  this  act  ...  to  require  the  F.D.A.  to 
evaluate  also  the  efficacy  of  any  new  drug  and  approve  its  release 
for  sale  only  after  it  had  been  determined  to  be  effective  as  well 
as  safe  . . .”  (From  an  editorial  in  New  England  M.  J.,  Ethical 
Drugs  — to  assure  efficacy  and  safety,  265:705,  1961). 
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1 SPECIAL  CONTRIBUTION 


Neurologic  Manifestations  of  Water , 
Electrolyte  and  Acid-Base  Imbalance 


THE  human  body,  by  weight, 
consists  of  approximately  70 
per  cent  water,  its  basic  solvent. 
This  water  exists  as:1 

a.  Intracellular  55  per  cent 
b.  Extracellular  45  per  cent 
Plasma  7.5  per  cent 
Interstitial  lymph  20  per  cent 
Dense  connective  tissue,  cartilage,  bone 
15  per  cent 

Transcellular  secretions  2.5  per  cent 

Dissolved  in  the  body  water  are  many 
compounds,  ionized  and  nonionized,  in  some 
quantitative  relationship  to  one  another  and 
maintaining  a particular  range  of  pH  and 
osmolarity.  The  broad  field  contains  a great 
many  fluctuating  and  dynamic  variables  of 
not  only  ions  and  cations  which  may  trans- 
fer and  re-shuffle  between  body  fluids,  cells 
and  interstices,  but  also  factors  of  pH,  wa- 
ter concentration,  and  circulating  blood 
volume.2 

Normal  adult  electrolyte  patterns  are  as 
follows : 

In  serum  :3 
Cations — 

Sodium  132-142  mEq/L 
Potassium  3.5-5. 0 
Calcium  4. 5-6.0 
Magnesium  1. 5-3.0 
Anions — 

Total  CO  26-30  mM/L 
Chloride  98-106  mEq/L 
Phosphate,  sulfate  2-5 
Nonprotein  organic  3-6 
Protein  15-19 

In  intracellular  fluid:4  (approximate  values) 
Cations — 

Sodium  35  mEq/L  water 
Potassium  115 
Calcium  5 
Magnesium  27 
Anions — 

Bicarbonate  10  mM/L  water 
Chloride  25  mEq/L  water 
Phosphate  80 
Sulfate  20 
Proteinate  47 
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Serum  concentrations  of  various  electro- 
lytes represent  only  that.  These  values  do 
not  necessarily  provide  information  con- 
cerning interstitial  fluid  or  intracellular 
fluid-values  or  reservoirs. 

When  one  factor  is  disturbed,  transfer- 
ences, exchanges,  or  substitutions  take  place 
to  maintain  homeostasis.  A number  of  func- 
tions go  into  operation  to  do  this,  including 
renal,  respiratory,  blood,  endocrine,  and 
neurologic  functions.  “Compensation”  is 
thus  effected,  thence  occasionally  “decom- 
pensation” and  a new  but  pathologic  equili- 
brium. 

Actually,  then,  there  seldom  exists  for 
long  a pure,  simple,  one-factor  electrolyte 
change.  Uncompensated  dehydration  may 
be  accompanied  by  hypernatremia,  over-hy- 
dration by  hyponatremia.  With  protracted 
vomiting,  hypochloremic  alkalosis  is  accom- 
panied by  hypokalemia.  Metabolic  acidosis 
may  provoke  hyperkalemia.  High  levels  of 
sodium  are  frequently  accompanied  by  hypo- 
kalemia. 

An  extreme  variation  of  any  single  factor 
may  alter  neurologic  functions.  A number 
of  resulting  symptoms  are  nonspecific,  con- 
sisting first  of  lassitude  and  lethargy,  de- 
pression and  irritability,  then  confusional 
mental  state  progressing  to  delirium,  col- 
lapse, coma  or  convulsions,  or  both.  Some 
clinical  features  are  somewhat  “specific”  in 
that  great  muscular  weakness  would  suggest 
potassium  disturbance;  choreiform  move- 
ments usually  accompany  hypomagnesemia; 
tetany  follows  upon  alkalosis  or  hypocal- 
cemia. 

There  is  invariably  an  individual  coloring 
to  the  syndrome  depending  on  the  primary 
illness  and  its  severity.  Age  (infancy,  senil- 
ity), rapidity  of  development  of  deficit  or 
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excess,  insufficiency  or  compensatory  mech- 
anisms, and  individual  thresholds  (toler- 
ances, “sensitivities”)  all  play  a part.  Hyper- 
natremia presents  far  more  serious  neuro- 
logic complications  among  infants,  for  in- 
stance. 

Often  no  single  “etiology”  is  culpable  for 
the  excess  or  deficit,  but  a combination  of 
circumstances  compound  to  develop  the 
problem.  Few  patients  present  these  syn- 
dromes in  an  occult  manner.  Usually  there 
are  several  clues  including  such  factors  as 
malnutrition,  vomiting,  diarrhea,  renal  dis- 
ease, alcoholism,  evident  dehydration,  or  re- 
cent subsistence  on  parenteral  fluids.  The 
“reasons”  if  not  readily  evident  usually  can 
be  ascertained  shortly. 

Water  Loss  (dehydration,  desiccation)5 

Several  forms  of  dehydration  may  occur : 

Depletion  of  both  intra-  and  extracellular  water. 
(Loss  of  water  greater  than  loss  of  sodium) 

Depletion  of  extracellular  water  only. 

With  or  without  a shift  of  intracellular  wa- 
ter to  compensate. 

Loss  of  sodium  as  great  or  greater  than  loss 
of  water. 

Plasma  volume  loss. 

Due  to: 

Inadequate  intake. 

Vomiting,  gastric  suction. 

Diabetes  insipidus. 

Renal  disease  with  impairment  of  water  con- 
servation. 

Diarrhea. 

Excessive  perspiration. 

Excessive  respiratory  loss  of  water. 
Hyperventilation  and  febrile  state 
Tracheotomy 

Prolonged  exposure  to  dry  heat  (e.g.  on  desert). 

Skin  exudation,  as  in  burns. 

Copious  feedings  with  inadequate  volume  of 
water. 

Excessive  renal  loss  of  water  due  to  solute 
excess. 

An  excessive  concentration  in  blood  of  glu- 
cose, amino  acids  or  electrolytes  may  act 
as  an  osmotic  diuretic. 

Sequestration  in  peritonitis,  intestinal  obstruc- 
tion, paralytic  ileus. 

Symptoms : 

Thirst  (not  invariably). 

Decreased  perspiration. 

Tongue  dry.  May  be  fissured,  red,  swollen. 

Personality  changes  progress  to  acute  brain 
syndrome  (delirium). 

Convulsions,  coma. 


Hypernatremia  and  acidosis  may  accom- 
pany marked  water  loss. 

Water  Excess  (water  intoxication,  over- 
hydration.6) 

In  a healthy  person,  water  intoxication 
can  be  produced  by  infusing  water  at  a rate 
of  approximately  13  ml.  per  minute.  Sodium 
depletion  (see  below)  may  accompany  this 
state  on  a basis  of  dilution. 

The  following  groups  of  patients  (com- 
monly postoperative)  are  particularly  sus- 
ceptible to  intake  of  excessive  water  or  hypo- 
tonic solutions  given  by  any  route: 

1.  When  antidiuretic  hormone  secretion  is  ex- 
cessive (as  with  acute  infection,  anesthesia, 
trauma,  surgery,  some  acute  cerebral  le- 
sions). 

2.  When  renal  blood  flow  and  water  excretion 
are  diminished  by  adrenocortical  deficiency. 

3.  In  acute  renal  insufficiency  (diminished 
output). 

4.  In  severe  congestive  myocardial  failure  or 
hepatic  cirrhosis  with  impaired  renal  blood 
flow. 

5.  When  there  is  sodium  depletion  (in  this 
state,  water  migrates  from  body  fluids  into 
the  cells  causing  cellular  edema). 

6.  When  high  humidity  impairs  normal  loss  of 
moisture  via  lungs  and  skin. 

Overdosage  with  water  may  occur  by: 

1.  Drinking  excessive  quantities  after  an  alco- 
holic bout  or  as  some  self-devised  therapy. 

2.  Nursing  personnel  forcing  fluids. 

3.  Parenteral  fluids  given  to  excess. 

4.  Retention  of  enemas  superimposed  on  above. 

The  rapidity  of  development  of  water  ex- 
cess is  directly  related  to  the  production  of 
more  definite  and  outstanding  symptoms. 
The  manifestations  are  principally  neuro- 
logic and  appear  to  be  related  more  to  the 
reduction  of  serum  osmolarity  and  brain 
swelling  than  electrolyte  changes.7 

Manifestations  of  water  excess : 

1.  Weakness,  apathy,  somnolence  progressing 
to  acute  brain  syndrome  (delirium). 

2.  Headache,  nausea  and  vomiting. 

3.  Focal  encephalopathies:  aphasia,  ataxia; 

loss  of  pyramidal  tract  function  manifested 
by  spastic  pareses  or  plegias,  lively  deep 
tendon  reflexes,  clonus,  Babinski  signs. 

4.  Extreme  muscle  weakness,  twitching. 

5.  Hyperventilation. 

6.  Convulsions,  coma. 

7.  Excessive  perspiration.  Skin  warm,  moist, 
flushed. 

8.  Recent  weight  gain  may  be  recorded. 

9.  Nonspecific  EEG  changes:  High  voltage 

slow  waves,  irregular  or  in  prolonged  bursts. 
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Sodium  Depletion 8-9 

Hyponatremia  may  overlap  much  with 
etiologic  factors  and  symptoms  of  water 
excess  (see  above).  Several  forms  may  oc- 
cur: 

1.  With  depletion  of  sodium  beyond  that  con- 
tained in  serum;  loss  of  body  stores;  gener- 
alized “desalting.” 

2.  Serum  values  only  depleted  or  diluted;  body 
stores  intact. 

3.  Increased  body  stores  of  sodium  (e.g.  intra- 
cellular or  interstitial)  with  low  serum 
values. 

Sodium  depletion  may  occur  in  patients 
presenting : 

1.  Loss  of  gastrointestinal  secretions: 

Vomiting,  diarrhea,  lavage,  fistulas. 

2.  Low  sodium  intake. 

3.  Water  excess  (over-hydration). 

4.  Loss  through  skin: 

Perspiration,  exudation,  burns,  fibrocys- 
tic disease  of  pancreas. 

5.  Sequestration  of  fluid  and  sodium  in  the 
body: 

Small  bowel  obstruction,  severe  burns,  peri- 
tonitis, acute  venous  obstruction,  sub- 
cutaneous pooling  of  glucose-in-water 
infusion,  rapid  reformation  of  ascites, 
severe  urticaria. 

6.  Renal  defects  in  sodium  conservation: 

Renal  disease,  adrenocortical  insufficien- 
cy, metabolic  acidosis,  diuretics  (car- 
bonic anhydrase  inhibitors,  NH'Cl). 

7.  Metabolic  losses  with  starvation  ketosis  or 
diabetic  acidosis  with  excessive  glucose 
therapy. 

8.  Excessive  anti-diuretic  hormone  secretion 
(with  fluid  retention).  May  occur  with 
acute  cerebral  injury  or  disease,  general 
trauma,  in  some  cases  of  carcinoma.9.  19 

9.  Loss  of  sodium  by  other  means: 

Paracentesis,  thoracentesis,  S o ut  h e y 
tubes  to  relieve  edema,  severe  hemor- 
rhage. 

10.  Recovery  from  (replacement  of)  large  fluid 
loss  without  replacement  of  adequate  so- 
dium (dilutional  hyponatremia). 

11.  Excessive  water  retention  (dilution)  with 
cardiac  failure,  portal  cirrhosis,  renal  insuf- 
ficiency.11 

Symptoms  of  sodium  depletion: 

Weakness,  apathy,  lassitude. 

Muscular  weakness;  cramps;  twitching. 

Dull  headache. 

Giddiness,  faint  feelings. 

Anorexia,  nausea,  vomiting. 

Loss  of  skin  turgor  and  elasticity. 

Signs  of  physiologic  shock. 

Acute  brain  syndrome  (delirium). 

Coma.  (In  infants:  muscular  rigidity,  spastic 
paresis,  head  retraction). 


Sodium  Excess  (Hypernatremia)9 
Due  to: 

Dehydration. 

Excessive  intake  sodium  salts. 

Diabetes  insipidus. 

In  treatment  of  diabetic  coma  (diuresis). 

Renal  disease  with  water  loss  (“renal  diabetes 
insipidus”). 

Certain  cerebral  (hypothalamic?)  lesions  which 
appear  to  stimulate  sodium  resorption. !2 
Excessive  adrenal  steroids. 

In  adults: 

With  dehydration:  symptoms  as  with  dehy- 

dration. 

Without  dehydration:  dependent  edema. 

In  infants,  symptoms : 

Hypernatremic  dehydration  is  a serious 
development  in  infants  :9> 13 

Hyperirritability. 

Increasing  somnolence. 

Often  febrile. 

Increasing  muscular  tonicity,  twitching, 
tremors. 

Opisthotonus,  meningism. 

Respiratory  depression. 

Ataxia. 

Coma. 

Convulsions. 

Pathology : 

Subarachnoid  hemorrhage. 

Subdural  effusion. 

Petechial  cerebral  hemorrhages. 

Venous  thrombosis. 

(May  be  permanent  residuals:  rigidity,  mental 
deficiency). 

While  it  generally  appears  that  hyperna- 
tremia accompanies  dehydration,  that  are 
exceptions,  among  which  are : 

1.  In  some  cases  of  cerebral  injury. 

2.  Following  treatment  of  diabetic  acidosis 
with  infusion  of  large  quantities  of  saline. 

3.  In  hyperaldosteronism. 

Respiratory  Acidosis  (carbonic  acid  ex- 
cess, CCb  narcosis). 

This  may  appear  in  two  forms : 

1.  Acute,  in  which  the  organism  is  quickly 
overwhelmed  (narcotized)  by  excessive  CO2. 

2.  Chronic,  in  which  the  organism  slowly  de- 
compensates, attempting  to  cope  with  ex- 
cessive CO2. 

In  acute  C02  excess,  vital  (medullary) 
centers  are  first  stimulated,  then  depressed.14 
Coma  may  appear  in  a noncyanotic  patient 
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(if  he  is  receiving  sufficient  oxygen),  and 
the  condition  may  be  fatal.  This  is  not  an 
uncommon  problem  in  anesthesiology  and 
postoperative  states,  especially  in  thoracic 
surgery.15  It  presents  no  easy  means  of  di- 
agnosis and  is  aggravated  by  oxygenation  of 
the  patient  (since  hypoxia  would  serve  as  a 
stimulus  to  breathing  when  the  patient  is 
no  longer  responsive  to  CO.  excess). 

The  chronic  condition  is  more  insidious  in 
development,  passing  through  stages  of  com- 
pensation to  decompensation.  This  condi- 
tion is  often  referred  to  as  chronic  pulmon- 
ary insufficiency.  Retention  of  CCT  becomes 
a more  serious  problem  than  hypoxia  in 
these  cases. 

Causes  of  CO-,  excess  :16 

1.  Breathing  air  with  excessive  CO-  content. 

2.  Severe  myxedema.17 

3.  Pulmonary  disease,  including  edema  of  car- 
diac origin. 

4.  Mechanical  respiratory  difficulty. 

Disease,  deformity  of  thorax. 

Severe  obesity. 

Paralysis  of  respiratory  muscles. 

Surgery  or  postoperative  state.  18 

5.  Depression  (pharmacologic)  of  respiratory 
center. 

6.  “Primary”  or  idiopathic  forms.19 

Acidosis,  a variable  hypoxia,  secondary 
polycythemia,  increased  venous  pressure  and 
cerebral  edema  develop  slowly. 

A common  clinical  picture  presents  the 
patient  with  emphysema  (and/or  asthma) 
who  develops  a respiratory  infection,  re- 
ceives medications  which  depress  the  respir- 
atory center.  Oxygen  is  administered  with 
inadequate  respiratory  exchange,  C02  reten- 
tion develops  and  the  CO.-sensitive  centers 
cease  responding.  With  adequate  oxygen, 
the  hypoxia-sensitive  centers  need  not  re- 
spond. The  patient  becomes  progressively 
narcotized  and  may  cease  breathing  until 
hypoxia  prompts  it  again. 

In  the  chronic  condition,  polycythemia, 
cerebral  edema  and  vasodilation  often  pro- 
duce a syndrome  which  mimics  an  expand- 
ing intracranial  lesion  :20 

Headaches. 

Drowsiness,  lethargy  which  progress  to  acute 
brain  syndrome  (delirium),  eventually  to 
chronic  brain  syndrome  (dementia). 

Coma. 

Rarely  convulsions. 

Tremor,  twitching;  “flapping  tremor.” 


Cerebral  vascular  syndromes;  transient  insuf- 
ficiency or  thrombosis. 

Papilledema. 

Elevated  spinal  fluid  pressure;  normal  protein. 
Nonspecific  EEG  changes;  diffuse  synchronous 
and  nonsynchronous  slow  waves  in  the  theta 
and  delta  frequencies. 

Diagnosis  is  made  by:21 
Recognizing  underlying  causes. 

Tests  of  pH  and  total  CO2  content  of  arterial 
blood. 

Tests  of  end-expired  (alveolar)  and  re- 
breathed air  for  CO-  content. 

Observing  response  to  administration  of  oxy- 
gen. 

Metabolic  Acidosis22 
This  is  due  to; 

1.  Accumulation  of  endogenously  produced 
acids  (starvation,  diabetic  acidosis,  uremia). 

2.  Administration  of  exogenous  acid  loads  (e.g. 
NHC1). 

3.  Primary  loss  of  alkali  (intestinal  drainage, 
renal  disease,  ureterosigmoidostomy,  carbon- 
ic anhydrase  inhibitors). 

4.  Severe  and  prolonged  hypotension.23 

5.  Extracorporeal  circulation  (e.g.  with  open 
cardiac  surgery.24 

Not  infrequently  metabolic  acidosis  is  ac- 
companied by : 

1.  Depletion  (occasionally  excess)  of  serum 
potassium.25.  26 

2.  Dehydration. 

Symptoms ; 

Lethargy,  somnolence. 

Warm,  flushed  skin. 

Hyperpnea. 

Coma. 

Delirium  or  convulsion  occasionaly  if  condition 
develops  rapidly. 

The  most  common  clinical  picture  of  meta- 
bolic acidosis  is  that  seen  with  diabetic  aci- 
dosis. Metabolic  acidosis  also  comprises 
one  of  the  several  biochemical  defects  seen 
with  uremia. 

Respiratory  Alkalosis  (Hyperventilation) 

Due  to:  Hyperventilation  from  any  source: 
High  fever. 

Anesthesia. 

Cerebral  disease. 

Cardiac  anoxia. 

High  altitude. 

Emotional  reactions. 

Symptoms: 

Hyperventilating  activity. 

Lightheadedness,  dizziness. 
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Paresthesias  (circumoral,  distal  extremities). 

Sweating. 

Palpitation. 

Tinnitus. 

Tremor  (intention). 

Tetany. 

Nonspecific  EEG  changes;  high  voltage  slow 
waves  believed  due  to  hypocapnic  constric- 
tion of  cerebral  vessels  resulting  in  de- 
creased cerebral  blood  flow  and  ischemia.27 

Metabolic  Alkalosis22- 28 

Due  to: 

1.  Excessive  alkali  intake. 

2.  Loss  of  gastric  HC1. 

3.  Excessive  potassium  loss  (especially  if 
rapid). 

4.  Excessive  use  of  diuretics  or  steroids 
which  cause  renal  loss  of  HC1  (reabsorp- 
tion failure). 

5.  Cushing’s  syndrome. 

Symptoms: 

1.  Compensatory  hypoventilation. 

2.  Potassium  deficiency  (marked  muscle 
weakness,  EKG  changes). 

3.  Tetany. 

4.  Nonspecific  EEG  changes:  slow,  high 

voltage  activity  in  bursts;  ultimate  disor- 
ganization of  the  tracing  with  large, 
slow  asynchronous  waves. 

Potassium  Excess 

Hyperpotassemia  (hyperkalemia)  is  mani- 
fested by  : 

Flaccid  muscular  paralysis. 

Paresthesias. 

Listlessness. 

Cold  extremities. 

Myocardial  conduction  effects:  bradycardia, 

arrhythmia,  peripheral  vascular  collapse, 
eventually  cardiac  arrest  in  diastole. 

EKG  changes:  peaked  T waves;  inversion  of  T; 
spreading  QRS;  lengthening  PR  interval; 
finally,  a disappearance  of  P wave;  eventual- 
ly, cardiac  arrest. 

This  may  occur  with : 

1.  Excessive  K administration.  This  may  be 
occult  as  with  large  or  repeated  transfu- 
sions of  hyperkalemic  blood  from  blood 
bank.29 

2.  Renal  excretory  failure  (anuria,  oliguria). 

3.  Untreated  diabetic  acidosis  (metabolic  acido- 
sis often  provokes  compensatory  hyperpo- 
tassemia). 

4.  LTntreated  Addison’s  disease. 

5.  Severe  dehydration. 

6.  Severe  muscle  injury;  traumatic  or  with 
paroxysmal  myoglobinuria  (rhabdomyoly- 

sis).30 

7.  Adynamia  episodica  hereditaria. 


Adynamia  episodica  hereditaria  appears 
to  be  a hereditary  condition  (perhaps  a 
counterpart  of  familial  periodic  paralysis) 
in  which  hyperkalemia  is  found  during  at- 
tacks of  muscle  weakness.  It  appears  first 
in  childhood  or  adolescence  and  is  often 
“outgrown”  eventually.  The  episodes  are 
apt  to  occur  after  a period  of  rest  following 
activity,  fasting  or  exposure  to  cold.  Anes- 
thesia may  also  precipitate  an  attack.  Low- 
er extremities  are  usually  first  affected  and 
asymmetrically.  Attacks  may  last  a few 
minutes  to  several  hours.  At  these  times 
there  occurs  a great  shift  of  potassium  ion 
to  the  extracellular  position.  Glucagon  and 
epinephrine  are  said  to  determine  an  attack. 
Dextroamphetamine  appears  of  value  in  pre- 
venting attacks.31 

The  severity  of  flaccid  paralysis  in  states 
of  hyperkalemia  is  sometimes  striking,  with 
progression  to  quadriplegia,  respiratory 
paralysis  and  death.  However  cardiac  ar- 
rest is  also  a grave  risk  in  hyperkalemic 
states  and  some  presumed  “neurologic”  syn- 
dromes might  be  due  to  this. 

Hyperkalemia  must  be  thought  of  in  dif- 
ferential diagnoses  of  “Landry’s  ascending 
paralysis,”  poliomyelitis,  Guillain  - Barre' 
syndromes,  myasthenia  gravis,  and  botul- 
ism. 

Potassium  Depletion 

Hypopotassemia  (hypokalemia)  is  mani- 
fested by : 

Flaccid  muscular  paralysis. 

Intestinal  paralytic  ileus. 

Occasionally  tetany. 

Myocardial  effects:  Supraventricular  irregular- 
ities, cardiac  dilation  and  decompensation. 

EKG  changes:  ST  segment  depressed,  T fuses 
with  LT  wave,  U wave  prominent,  T wave  in- 
verts, ST  prolonged,  T extends  from  S,  and 
varies  in  height,  double  U waves  appear.22 

It  occurs  with  :33 

1.  Familial  periodic  paralysis. 

2.  Hyperthyroidism  (chronic)  with  periodic 
paralysis. 

3.  Hyperaldosteronism  or  hyperadrenocorti- 
cism  (Cushing’s). 

4.  Restricted  intake  of  K:  dietary,  parenteral 
fluids,  vomiting,  obstruction,  starvation. 

5.  In  treatment  of  dehydration  or  acidosis. 
(Dilution  leads  to  renal  excretion  of  potas- 
sium and  a shift  of  potassium  back  into 
cells. 

6.  In  treatment  of  Addison's  disease. 

7.  In  excessive  dilution  (water  excess). 
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8.  Metabolic  alkalosis  or  acidosis. 

9.  Excessive  intake  of  sodium  or  alkaline  salts. 

10.  Excessive  treatment  with  ACTH,  cortisone, 
desoxycorticosterone  acetate. 

11.  Excretory  loss:  Renal  disease,  diarrhea  (in- 
cluding excessive  enema  and  laxative  use,34 
diuretic  use,  draining  fistulae,  ureterosig- 
moidostomy,  paracentesis. 

12.  Extensive  surgery  or  trauma.  Loss  of  K 
from  traumatized  tissue. 

13.  Hepatic  coma. 

Familial  'periodic  paralysis  is  usually  a 
hereditary  condition.  It  is  episodic  and 
often  occurs  after  rest  or  at  night.  Pares- 
thesias are  not  a feature  (as  in  hyper- 
kalemia). The  condition  may  be  precipitat- 
ed, diagnostically,  by  administration  of  dex- 
trose, insulin,  water  for  diuresis,  epine- 
phrine, thyroid  extract,  and  ACTH.  Recent 
studies  on  physiologic  mechanisms  in  fa- 
milial periodic  paralysis  suggest  that  the 
basic  feature  is  movement  of  sodium  to  an 
intracellular  position  with  hypokalemia  as 
a secondary  occurrence.35  Sodium  loading 
leads  to  hypokalemia  and  loss  of  muscle 
strength.  Restricted  sodium  intake  is  thera- 
peutic.36 

A variety  of  renal  disorders  may  result  in 
a “salt  losing  nephritis.”26- 27  Some  of  these 
conditions  are  familial,  others  not.  The  de- 
fective mechanism,  insofar  as  potassium  is 
concerned,  concerns  defective  tubular  reab- 
sorption. Much  carbonate  is  lost  with  the 
salt  ions  and  a hyperchloremic  acidosis 
may  occur  with  the  hypokalemia.  Phos- 
phate, sodium,  calcium  and  sugar  may 
also  be  lost  excessively.  Called  the  Fanconi 
syndrome , these  cases  may  mimic  neurologic 
disease  closely  with  osteomalacia,  skeletal 
(often  spinal)  pain,  and  marked  muscular 
weakness.38 

Severe  hypokalemia  may  cause  muscular 
weakness  extensive  enough  for  respiratory 
embarrassment.39  It  must  be  considered  in 
every  case  of  acute  or  recurrent  flaccid  pa- 
ralysis. 

A combination  of  hypokalemia  and  hypo- 
chloremic alkalosis  may  appear  with  pro- 
tracted vomiting  and  will  reveal  the  follow- 
ing :28-40 

1.  Marked  muscular  weakness. 

2.  Tetany. 

3.  Apathy,  lethargy,  acute  brain  syndrome  (de- 
lirium). 

4.  Encephalopathy  with  focal  cerebral  deficits. 

5.  Convulsions,  coma. 

6.  Nonspecific  EEG  abnormalities. 


Calcium  Depletion 
Due  to:41-42 

1.  Deficient  intake  of  calcium. 

2.  Vitamin  D lack  or  resistance. 

3.  Deficient  absorption  associated  with  ste- 
atorrhea (sprue,  celiac  disease)  or  pan- 
creatitis. 

4.  Hypoparathyroidism  (primary  and  post- 
operative). 

5.  Pseudohypoparathyroidism. 

6.  Renal  insufficiency  with  phosphate  reten- 
tion. 

7.  Nephrotic  syndrome  (and  hypoproteinemia). 

8.  Chelating  therapy. 

9.  Excessive  infusion  of  citrate  (or  oxalate). 

10.  Hyperthyroidism.43 

11.  Infant  born  of  mother  with  (occult)  hyper- 
parathyroidism.44 

Symptoms : 

1.  Tetany. 

2.  Convulsions. 

3.  EEG  changes:  lability  with  hyperpnea, 

slow  rhythms,  hypersynchrony. 

4.  Osteomalacia. 

5.  In  hypoparathyroidism,  also  mental  changes, 
papilledema,  cerebellar  and  basal  ganglion 
disorders. 

Pseudohypoparathyroidism  appears  due  to 
a (usually)  inherited  renal  tubular  defect.45 
In  these  cases,  the  renal  tubule  does  not  re- 
spond to  (normal  presence  of)  parathyroid 
hormone  to  cause  a normal  excretion  of 
phosphate.  Thus  phosphate  retention  and 
hypocalcemia  occur.  The  full  clinical  syn- 
drome appears  thus:46 
Females  2:1. 

Appears  usually  in  childhood. 

Symptoms  of  hypocalcemia. 

Round  face,  short  stature  and  extremities, 
short  metacarpals  and  digits. 

Mental  retardation  often. 

Cataracts. 

Poor  dentition. 

EEG  often  compatible  with  convulsive  disorder. 
Little  alpha  rhythm,  increased  fast  activity, 
simple  spikes,  slow  waves  of  6-7  second  fre- 
quency. 

Hereditary  data. 

Intracranial  (cerebellar,  basal  ganglia)  or  sub- 
cutaneous calcification. 

Calcium  Excess 
Due  to  :47 

1.  Parathyroid  hyperplasia,  adenoma,  adeno- 
carcinoma. 

2.  Renal  disease  with  tubular  acidosis  or  sec- 
ondary hyperparathyroidism. 

3.  Metastatic  malignancy  (with  or  without 
metastases  to  bone). 
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4.  Multiple  myeloma  (occasionally  in  leukemia, 
polycythemia  vera). 

5.  Sarcoidosis. 

6.  Occasionally  in  Paget’s  disease. 

7.  Osteoporosis  due  to  disuse  or  immobiliza- 
tion (especially  if  “acute”). 

8.  Excessive  intake  of  vitamin  D. 

9.  Sensitivity  to  vitamin  D. 

10.  Excessive  calcium  (milk)  and  alkali  intake 
(as  in  peptic  ulcer  therapy).48 

11.  Idiopathic  infantile  hypercalcemia. 

12.  Hypophosphatasia. 

Symptoms : 

1.  Renal  calcinosis  and  stones;  renal  damage 
may  lead  to  uremia. 

2.  Osteoblastic  bony  changes. 

3.  Muscular  weakness,  hypotonicity. 

4.  Bone  and  muscular  pain. 

5.  In  severe  cases,  acute  brain  syndrome  (de- 
lirium), chronic  brain  syndrome  (dementia), 
or  coma. 

Elevated  spinal  fluid  protein  has  been  re- 
ported in  hypercalcemic  states.49 

Idiopathic  hypercalcemia  of  infancy  ap- 
pears due  to  an  inborn  defect  in  metabolism 
of  vitamin  D.  Within  the  first  year  of  life, 
poor  nutrition  and  mental  and  physical  de- 
velopment appear.  Muscular  hypotonia  may 
be  severe.  Irreversible  damage  to  brain, 
kidneys,  heart,  and  bones  may  occur.  For- 
tunately, the  condition  is  treatable  with 
measures  to  reduce  calcium  intake  plus  ste- 
roid therapy.50 

Magnesium  Excess 

Due  to: 

1.  Impaired  renal  excretion  (anuria,  oliguria, 
uremia). 

2.  Untreated  diabetic  acidosis  or  Addison’s  dis- 
ease. 

3.  Excessive  Mg  intake  (parenteral  or  as 
cathartic). 

4.  Water  loss,  desiccation. 


Symptoms : 

1.  Lethargy. 

2.  Narcosis,  coma. 

3.  Respiratory  failure. 

4.  Nonspecific  EKG  changes. 

Magnesium  Depletion 51 
This  occurs  in : 

Malnourished  individuals  (e.g.  alcoholics). 
Severe  diarrhea,  intestinal  drainage,  intestinal 
obstruction,  steatorrhea. 

Parenteral  fluid  replacement  without  Mg. 

Renal  disease  or  marked  diuresis  with  salt  loss. 
Osteolytic  disease. 

Hyperparathyroidism. 

Hyperaldosteronism. 

Many  of  these  patients  are  obvious  can- 
didates for  electrolyte  loss  and  more  than 
one  factor  may  be  disturbed.  Naturally, 
correcting  only  Ca,  Na  or  K deficiencies  has 
been  found  insufficient  in  these  cases. 

Magnesium  depletion  is  manifested  by: 

Depression,  irritability,  acute  brain  syndrome 
(delirium). 

Muscular  weakness. 

Hyperreflexia,  occasionally  positive  Babinski 
signs. 

Twitching  and  fasciculation  of  muscles. 

Coarse,  irregular,  jerky  tremor  which  waxes 
and  wanes.  May  be  “flapping”  type. 
Convulsions. 

Ataxia. 

Choreiform  or  athetotic  movements. 

Painful  paresthesias  and  burning. 

Tetany  is  reported  but  likely  does  not  occur  in 
pure  Mg  deficiency. 

Positive  Chvostek  sign;  negative  Trousseau 
sign. 

Cardiac  arrhythmia.  Low  voltage  EKG. 

EEG  changes,  nonspecific;  general  hyperactiv- 
ity, low  voltage,  at  times  with  focal  abnor- 
malities. 

NOTE:  The  list  of  references  will,  because 

of  its  length,  be  furnished  with  reprints,  but  not 
printed  in  the  Journal  with  this  article). 


“Accidents  are  responsible  for  more  deaths  in  the  world  than 
any  other  single  cause  apart  from  cancer  and  heart  diseases.  In 
many  countries,  accidents  kill  more  children  than  all  other  causes 
combined.  Accidents  take  a greater  toll  in  young  lives  than  any 
war  the  world  has  known  so  far.”  (M.  G.  Candau,  M.D.:  Medical 
Services  J.  (Canada)  17:345,  1961). 
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WHAT'S  NEW  = 


What's  New  In  Internal  Medicine 


For  the  sake  of  convenience  in  attempting  to 
cover  the  field  of  internal  medicine  for  "What's 
New  in  Internal  Medicine,"  Doctors  Hankins  and 
Elliott  have  employed  the  outline  of  contents  used 
in  the  Year  Book  of  Medicine.  This,  they  have 
divided  between  them  largely  on  the  basis  of 
personal  preferences  and  interests.  Thus,  Doctor 
Hankins  has  chosen  (1)  Hematology,  (2)  Gastro- 
intestinal Diseases,  and  (3)  Metabolic  Diseases. 
Doctor  Elliott  will  present  material  under  the  head- 
ings of  (1)  Infectious  Diseases,  (2)  Cardiovascular 
and  Renal  Diseases,  and  (3)  Pulmonary  Diseases. 

—EDITOR 


HICCUPS  are  often  considered 
along  with  diseases  of  the 
gastrointestinal  tract,  but  they 
may  be  associated  equally  well  with  many 
other  disorders,  such  as  encephalitis,  brain 
tumors,  myocardial  infarctions  and  others.1 
They  may  occur  in  an  epidemic  form,  and 
not  infrequently  in  healthy  individuals  with- 
out apparent  cause  or  disease.  This  malady 
is  made  even  more  mysterious  with  respect 
to  cause  and  treatment,  when  one  reads  that 
hiccups  have  been  abruptly  terminated  by 
manipulation  of  the  hairs  deep  in  the  exter- 
nal auditory  canal.2  One  such  patient  had 
had  hiccups  for  seven  days  and  had  no  de- 
monstrable disease.  The  other  patient  had 
hiccups  for  four  days  following  a cholecys- 
tectomy. Manipulation  of  the  hairs  in  the 
external  auditory  canal  also  resulted  in  an 
immediate  cessation  of  the  attack  in  this 
patient. 

The  exact  reflex  pathways  involved  in  the 
production  of  hiccups  are  not  altogether 
known.  Mixed  pathways  are  suggested  by 
Samuels3  and  also  by  Swan  and  Simoson.4 
They  believe  the  pathways  exist  between  the 
phrenic  and  autonomic  nerves,  or  between 
only  the  autonomic  nerves.  A branch  of  the 
vagus  innervates  the  external  auditory 
canal.  Often,  fibers  from  the  third  cervical 
nerve  through  the  greater  auricular  or 
lesser  occipital  nerve  may  also  supply  por- 
tions of  the  external  auditory  canal.  It 
should  be  kept  in  mind  that  fibers  from  the 
third  cervical  nerve  go  to  help  make  up  the 
phrenic  and  thus  there  may  be  a reflex  arc 
to  explain  the  effect  of  stimulation  of  the 
external  auditory  canal.  This  occurs  in 
much  the  same  way  that  stimulation  of  the 
external  auditory  canal  may  induce  a cough. 

A certain  degree  of  mystery  surrounds 
many  of  the  suggested  treatments  for  hic- 
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cups  and  manipulation  of  the  hairs  in  the 
external  auditory  canals  is  no  exception. 
Another  employed  by  one  of  my  former 
teachers  consisted  in  the  use  of  a few  drops 
of  tincture  of  myrrh.  This  he  invariably 
prescribed  with  a chuckle.  The  results  were 
variable!  Fortunately,  most  attacks  of  hic- 
cups are  of  short  duration  and  terminate 
spontaneously  without  treatment. 

In  recent  years,  quantitative  determina- 
tions of  certain  enzymes  have  been  added  to 
our  armamentarium  of  clinical  laboratory 
procedures  to  assist  in  the  diagnosis  of  dis- 
ease. Of  these,  the  transaminases  — serum 
glutamic-oxalacetic  transaminase  (SCOT), 
serum  glutamic  pyruvic  transaminase 
(SGPT),  and  more  recently  lactic  dehydro- 
genase (LDH  or  if  in  serum  SLDH)  have 
drawn  considerable  attention. 

Much  has  been  written  on  the  level  of 
transaminases  in  myocardial  infarctions  and 
in  liver  disease.  SGOT  usually  returns  to 
normal  24  to  72  hours  after  the  muscle  of 
the  heart  has  been  damaged.  It  has  been 
noted  recently  that  there  was  particularly  a 
prompt  rise  in  SGOT  immediately  after 
strenuous  exercise.5  The  level  returned  to 
normal  after  12  to  16  hours.  The  peak  level 
was  96  units  with  greatest  number  occuring 
in  the  range  between  50  and  70  units.  The 
SGPT  tended  to  remain  in  the  normal  range 
after  exercise  with  only  two  readings  above 
the  40  unit  mark  (45  and  47  units). 

Lactic  dehydrogenase6- 7 determinations 
present  many  problems  of  interpretation  be- 
cause of  the  lack  of  standard  procedures 
and  standard  units.  Normal  values  are 
higher  in  children  under  14  years  of  age 
than  in  adults.  Consistency  of  methods  and 
values  for  units  must  be  achieved  before 
comparison  can  be  made  of  the  results  from 
different  laboratories.  For  this  reason, 
units  will  not  be  used  in  this  paper,  but 
rather  a general  comparison  with  normal 
values  will  be  employed.  However,  in  this 
area  (Lincoln),  we  are  using  the  method  of 
Louis  Berger  and  Dan  Broida8  which  is  es- 
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sentially  the  same  as  that  of  Cabaud  and 
Wroblewski.9  The  units  are  known  as  B-B 
units.  The  normal  values  are  100-350  B-B 
units;  borderline  values  are  350-550  B-B 
units;  and  elevated  values  are  over  550  B-B 
units. 

Many  errors  creep  in  when  the  specimen 
of  blood  is  not  properly  handled.  Since 
erythrocytes  contain  a high  level  of  this  en- 
zyme, hemolysis  produces  high  values  in 
serum.  Serum  from  clotted  blood  which 
has  stood  for  an  hour  at  room  temperature, 
will  have  a high  level  of  SLDH,  whereas, 
serum  which  has  been  kept  at  4°  C for  24 
hours  will  have  no  change  in  the  level.  Ox- 
alates and  citrates  decrease  levels  of  SLDH. 
In  practice,  serum  should  be  separated  from 
the  blood  within  30  minutes. 

Lactic  dehydrogenase  determinations  are 
helpful  in  the  following  situations : 

Myocardial  Infarction 

In  myocardial  infarction,  levels  of  SLDH 
rise  after  24  hours  and  reach  the  peak  about 
4 days  after  the  infarct.  Levels  of  two  to 
four  times  normal  are  common,  but  values 
of  24  times  normal  have  been  reported. 
Levels  return  to  normal  in  6 to  23  days 
after  the  onset  of  the  infarction.  The  ad- 
vantages over  SGOT  determinations  are  a 
longer  period  of  elevation  and  a higher  level 
which  makes  SLDH  valid  for  small  infarcts 
which  cause  no  rise  in  SGOT. 

Anemias 

A rise  of  SLDH  is  noted  in  most  anemias 
except  for  the  simple  iron  deficiency  type. 
Currently,  the  importance  of  SLDH  in  ane- 
mias is  largely  considered  to  be  an  academic 
one. 

Malignancies 

The  elevation  of  SLDH  levels  is  noted  in 
about  60  per  cent  of  chronic  lymphocytic 
leukemias,  solid  malignant  tumors,  and  lym- 
phomas, but  in  about  90  per  cent  of  chronic 
granulocytic  leukemias  and  in  acute  leu- 


kemias. Serial  assays  may  afford  a means 
of  evaluation  of  treatment  in  leukemias. 

Effusions 

LDH  levels  in  effusion  fluids  promise  to 
be  an  effective  means  of  determining 
whether  the  effusion  results  from  a malig- 
nant or  a benign  process.  The  serum  levels 
of  LDH  are  consistently  lower  than  levels 
in  effusion  from  malignant  processes. 

Other  Conditions 

SLDH  levels  are  also  elevated  in  obstruc- 
tive hepatitis,  renal  cellular  necrosis,  pro- 
gressive muscular  dystrophy,  most  patients 
with  infectious  mononucleous,  traumatic  in- 
jury to  muscle  and  in  those  patients  on  a 
protein-deficient  diet  sufficient  to  induce 
breakdown  of  their  own  muscular  tissue. 

Much  remains  to  be  done  along  the  lines 
of  standardization  of  techniques  and  values 
of  LDH  units,  as  well  as  further  observa- 
tions in  other  disease  processes. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

February  4,  North  Platte,  Lutheran  Edu- 
cation Building 

February  18,  Hastings,  Mary  Lanning 
Hospital 

March  4,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

March  18,  Broken  Bow,  Elks  Club 

MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion— 10:00  a.m.,  February  11,  1962,  Ho- 
tel Cornhusker,  Lincoln. 

MID -WINTER  MEETING,  House  of 
Delegates,  Nebraska  State  Medical  Asso- 
ciation — 10:00  a.m.,  February  18,  1962, 
Hotel  Cornhusker,  Lincoln. 

SIOUX  VALLEY  MEDICAL  ASSOCIA- 
TION, Sixty-sixth  Annual  Meeting  — 
Sioux  City,  Iowa,  February  15th  and 
16th,  1962;  Sheraton-Martin  Hotel.  (See 
also  under  Announcements  for  program 
data). 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  the  following  regional  meetings 
during  1962 : 

Detroit,  Michigan,  March  5-7,  1962;  Mem- 
phis, Tenn.,  March  26-28,  1962;  and 
Washington,  D.C.,  April  16-18,  1962. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS — Western  Skies  Hotel,  Albu- 
querque, New  Mexico,  April  2-5,  1962. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 


second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 

DELEGATE’S  REPORT 
on  the 

PROCEEDINGS  of  the 
HOUSE  OF  DELEGATES 

of  the 

American  Medical  Association 

at  the 

CLINICAL  MEETING 
November  27  to  30,  1961 
Denver,  Colorado 

The  Fifteenth  Clinical  Meeting  of  the 
American  Medical  Association,  held  in  Den- 
ver, Colorado,  November  27  to  30,  1961,  in- 
clusive, was,  in  the  opinion  of  all  concerned, 
highly  successful.  The  House  of  Delegates 
completed  its  work  with  dispatch.  The  sci- 
entific programs,  the  scientific  and  indus- 
trial exhibits,  the  Health  Fair,  all  housed  in 
the  Colliseum,  were  acclaimed  by  those  in 
attendance  as  being  of  the  highest  order 
and  most  remunerative. 

The  total  registration  was  6,138,  of  which 
2,976  were  physicians.  I have  been  unable 
to  get  a breakdown  on  physicians  register- 
ing from  the  respective  States  and  there- 
fore do  not  know  the  exact  number  of  Ne- 
braska physicians  in  attendance.  H o w- 
ever  I would  be  of  the  opinion  that  it  was 
comparatively  high,  this  opinion  being  based 
on  the  fact  that  I met  many  physicians 
from  Nebraska  who  were  attending  the 
meeting. 

I would  like  to  call  to  the  attention  of  the 
members  of  the  Nebraska  State  Medical 
Association  a project  informally  discussed 
in  the  House  of  Delegates  which  had  unani- 
mous approval  of  that  body.  A new  organ- 
ization, A.M.P.A.C.,  alphabetic  short  for 
American  Medical  Political  Action  Commit- 
tee, was  unanimously  approved  by  the 
House.  This  organization  is  separate  and 
distinct  from  the  American  Medical  Asso- 
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ciation,  as  required  by  Federal  law. 
A.M.P.A.C.  will  be  national  in  scope,  will 
include  in  its  membership  not  only  all 
physicians,  their  wives  and  interested 
friends,  but  as  well,  other  political  action 
committees  throughout  the  respective  States. 
Their  efforts  will  be  compiled  and  coordi- 
nated and  when  complete,  stressed  before 
any  and  all  governmental  agencies  con- 
cerned with  the  health  of  our  people  as  it 
relates  to  the  private  practice  of  medicine 
and  medical  research  in  all  its  phases. 

The  purposes  of  A.M.P.A.C.,  which  must 
be  implemented  at  local  levels,  are  as  fol- 
lows : 

“1.  To  promote  and  strive  for  the  im- 
provement of  government  by  encouraging 
and  stimulating  physicians  and  others  to 
take  a more  active  and  effective  part  in 
governmental  affairs. 

“2.  To  encourage  physicians  and  others 
to  understand  the  nature  and  actions  of 
their  government  as  to  important  political 
issues  and  as  to  the  records  and  positions 
of  political  parties,  office  holders  and  can- 
didates for  elective  office. 

“3.  To  assist  physicians  and  others  in  or- 
ganizing themselves  for  more  effective  po- 
litical action  and  for  carrying  out  their 
civic  responsibilties. 

“4.  To  do  any  and  all  things  necessary 
or  desirable  for  the  attainment  of  the  pur- 
poses stated  above.” 

Obviously  the  activities  of  A.M.P.A.C. 
will  require  a considerable  sum  of  money 
in  order  to  achieve  a successful  end.  The 
four  Nebraska  physicians  seated  as  dele- 
gates, namely,  R.  Russell  Best,  M.D.,  repre- 
senting the  Section  on  General  Surgery ; W. 
Howard  Morrison,  M.D.,  representing  the 
Section  on  Ophthalmology;  and  your  two 
delegates,  Earl  F.  Leininger,  M.D.,  and  J. 
D.  McCarthy,  M.D.,  as  well  as  your  two  al- 
ternates, William  C.  Kenner,  Jr.,  M.D.,  and 
Harold  S.  Morgan,  M.D.,  endorsed  this 
movement  one  hundred  per  cent  and  con- 
tributed accordingly. 

I have  been  informed  that  our  President, 
Arthur  C.  Offerman,  M.D.,  has  already  set 
the  wheels  in  motion  which  will  give  to 
physicians  in  Douglas  County  a n d any 
other  counties  wishing  to  participate,  an  or- 
ganization which  will  implement  the  pur- 
poses of  A.M.P.A.C.  I would  urge  all  physi- 


cians in  our  State  Association  to  inform 
themselves  about  A.M.P.A.C.,  keep  abreast 
with  the  program  and  contribute  monetary 
and  all-out  support  to  the  state  and  nation- 
al organizations,  doing  this  in  the  knowl- 
edge that  you  are  helping  to  preserve  Ameri- 
canism in  the  true  sense  as  exemplified  by 
organized  medicine  in  its  fight  against  all 
socialistic  trends  and  practices. 

Dr.  Warren  L.  Bostick  of  California, 
Chairman  of  the  Reference  Committee  on 
Legislation  and  Public  Relations,  made  the 
following  comment  regarding  A.M.P.A.C. : 
“Your  committee  is  pleased  to  recognize  that 
concrete  action  and  efforts  are  being  tak- 
en on  the  part  of  doctors  in  implementing 
their  opposition  to  the  above  indicated 
types  of  socialistic  legislation.  It  is  felt 
that  a particularly  necessary  and  refresh- 
ing approach,  long  overdue  and  most  neces- 
sary for  the  survival  of  the  philosophies  of 
any  group,  has  been  created  in  the  proposals 
for  A.M.P.A.C.  We  believe  that  it  is  only 
through  such  separate  but  collateral  effort 
that  the  full  impact  of  our  sincerity  in  de- 
fending the  public’s  health  can  be  brought 
to  the  attention  of  the  Congress  with  force. 
We  believe  defending  the  public  health  is 
a clear  obligation  of  medicine  and  that 
every  physician  should  give  his  wholeheart- 
ed support  to  the  high  objectives  of 
A.M.P.A.C.” 

The  address  of  our  President,  Leonard 
W.  Larson,  M.D.,  was  inspiring.  He  did 
not  for  one  moment  mince  words  in  com- 
menting on  the  problems  faced  by  organ- 
ized medicine  through  the  many  legislative 
bills  which  will  be  presented  to  the  Con- 
gress during  the  coming  session,  the  major- 
ity of  which  are  inimicable  to  the  private 
practice  of  medicine,  particularly  as  they 
affect  people  seeking  the  best  of  medical 
care.  He  stressed  the  need  for  support  of 
the  Kerr-Mills  program  and  denounced  the 
King-Anderson  type  of  legislation.  A num- 
ber of  resolutions  having  to  do  with  these 
particular  items  were  unanimously  adopted 
by  the  House. 

Remarks  of  the  Speaker  of  the  House, 
Norman  A.  Welch,  M.D. ; the  President  of 
the  Woman’s  Auxiliary,  Mrs.  Harlan  Eng- 
lish ; and  delegates  of  the  Student  American 
Medical  Association  w ere  genuinely  ap- 
proved by  the  reference  committees  deliber- 
ating on  their  reports  and  unanimously  ac- 
cepted by  the  House  of  Delegates. 


February,  1962 


81 


Reports  of  the  respective  Councils  of  the 
A.M.A.  as  well  as  especially  appointed  com- 
mittees demonstrated  the  effective  work  be- 
ing done  by  these  groups.  The  councils  and 
committees  were  highly  commended  by  the 
reference  committees  which  studied  the 
contents  of  the  reports  and  their  accom- 
plishments were  applauded  by  the  House. 

The  House  of  Delegates  reaffirmed  its 
positive  position  for  the  support  of  volun- 
tary health  insurance  plans  in  adopting  a 
resolution  introduced  by  the  District  of 
Columbia.  Believing  this  resolution  most 
important,  I am  quoting  it  as  follows : 

“Whereas,  Voluntary  prepayment  and 
health  insurance  continue  to  be  the  desir- 
able as  well  as  the  only  alternative  to  a 
wider  governmental  role  in  health  care;  and 

“Whereas,  It  is  urgent  that  this  volun- 
tary system  be  more  rapidly  expanded  to 
meet  its  full  purpose;  and 

“Whereas,  Medical  support  and  leadership 
are  essential  to  its  proper  development ; 
therefore  be  it 

“Resolved,  That  this  House  reaffirms  its 
support  of  the  position  on  prepayment  in- 
surance taken  last  year  at  the  Washington 
meeting;  and  be  it  further 

“Resolved,  That  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  are  here- 
by directed  to  pursue  more  vigorously  the 
duty  placed  upon  them,  and  that  they  are 
to  make  a detailed  progress  report  to  this 
House  at  its  June  1962  meeting.” 

A.M.E.F.  was  the  recipient  of  approxi- 
mately one-half  million  dollars  during  the 
first  meeting  of  the  House  of  Delegates. 
This  amount  came  through  the  contribu- 
tions of  members  of  the  state  associations 
of  Utah,  New  Jersey,  Illinois,  Indiana,  Cali- 
fornia, Vermont,  Texas  and  Michigan  and 
were  presented  by  the  respective  state 
representatives.  These  contributions,  in  ad- 
dition to  those  subscribed  by  physician 
members  of  the  fifty  state  medical  societies 
during  1961,  amounted  to  $1,072,951.27.  It 
was  pointed  out  that  in  addition,  physi- 
cians and  others  have  contributed  many  mil- 
lions of  dollars  directly  to  medical  schools, 
the  amount  in  1961  exceeding  four  million 
dollars.  These  funds  have  been  allocated 
to  the  86  medical  schools  in  the  United 
States. 

The  report  from  the  Council  on  Constitu- 


tion and  By-Laws,  among  other  items  pro- 
posed an  amendment  which  would  change 
the  By-Laws  and  confer  original  jurisdic- 
tion on  the  Association  to  “suspend  and/or 
revoke  the  A.M.A.  membership  of  a physi- 
cian found  guilty  of  violating  the  Prin- 
ciples of  Medical  Ethics  or  the  ethical  poli- 
cies of  the  Association,  regardless  of  wheth- 
er or  not  action  had  been  taken  against  him 
at  the  local  level”  (Italics  mine).  This 
proposal  was  aired  by  many  members  dur- 
ing the  meeting  of  the  reference  committee 
as  well  as  on  the  floor  of  the  House,  the 
majority  opposing.  The  amendment  was 
referred  back  to  the  Council  on  Constitution 
and  By-Laws  for  further  consideration  and 
a request  to  report  to  the  House  of  Dele- 
gates during  the  annual  meeting  1962.  Your 
delegates  opposed  this  amendment. 

There  were  38  resolutions  introduced.  To 
report  on  the  contents  of  all  of  these  and 
the  action  taken  by  the  House  would  re- 
quire additional  thousands  of  words  in  this 
report.  I would,  however,  like  to  comment 
on  a few. 

One  had  to  do  with  polio  vaccine.  It  was 
urged  that  medical  societies  stimulate  and 
participate  in  surveys  which  would  deter- 
mine the  percentage  of  individuals  in  each 
community  who  have  received  immunizing 
procedures  for  poliomyelitis.  The  resolu- 
tion concluded,  “Until  such  time  as  all  three 
types  of  oral  vaccine  are  available,  the  Salk 
vaccine  should  be  the  vaccine  of  choice  for 
routine  poliomyelitis  immunization,  with 
the  choice  of  program  for  administering  the 
vaccine  to  be  determined  on  a local  basis  by 
each  county  medical  society.”  This  resolu- 
tion was  adopted  unanimously.  Your  dele- 
gates supported  this  resolution. 

Another  resolution  reaffirmed  the  A.M.A. 
policy  that  it  is  not  considered  unethical  for 
a physician  to  own  or  operate  a pharmacy, 
provided  there  is  no  exploitation  of  the  pa- 
tient. Your  delegates  supported  this  resolu- 
tion but  believe  it  should  be  reconsidered 
for  the  purpose  of  clarifying  “exploitation 
of  the  patient.” 

Another  resolution  had  to  do  with  elimin- 
ating medical  society  membership  restric- 
tions based  on  race  or  color.  This  resolu- 
tion commended  the  constituent  medical  so- 
cieties which  have  moved  forward  in  this 
area.  Dr.  Peter  Murray  of  New  York  City, 
a delegate  for  the  past  12  years  and  now  re- 
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tiring,  is  a Negro  physician  who  has  held 
the  esteem  and  respect  of  every  member  of 
the  House  of  Delegates  during  his  tenure 
of  office.  In  his  farewell  address  he  point- 
ed out  that  Negro  physicians  now  have  some 
kind  of  medical  society  membership  in  every 
State  except  one.  Doctor  Murray’s  remarks 
left  many  of  the  members  of  the  House 
tearful  in  a standing  ovation  to  this  splendid 
physician  and  citizen. 

Another  resolution  which  was  adopted 
called  for  the  appointment  of  a House  com- 
mittee to  investigate  all  facets  of  the  oper- 
ation of  the  Joint  Commission  on  Accredi- 
tation of  Hospitals.  Your  delegates  highly 
approved  this  action. 

Still  another  resolution  reaffirmed  the 
previous  policy  that  physicians  should  have 
the  privilege  of  prescribing  drugs  by  either 
generic  or  brand  name.  Your  delegates 
supported  this  resolution. 

Another  resolution  endorsed  the  admin- 
istration of  indigent  medical  care  programs 
as  a legitimate  activity  of  state  and  local 
health  departments.  Your  delegates  sup- 
ported this  resolution. 

Another  resolution,  which  was  referred 
to  the  Council  on  Medical  Service,  proposed 
the  use  of  State  and  Federal  tax  funds  to 
provide  voluntary  prepayment  health  insur- 
ance protection  for  the  aged.  Your  dele- 
gates approved  this  resolution  because  of 
the  referral  back  to  the  Council  on  Medical 
Service  for  further  study. 

In  another  resolution  every  physician  in 
the  United  States  was  urged  to  use  automo- 
bile seat  belts.  Your  delegates  supported 
this  resolution. 

It  was  suggested  in  another  resolution 
that  the  Board  of  Trustees  continue  its 
negotiations  to  develop  a group  disability 
insurance  program  for  A.M.A.  members. 

The  American  College  of  Surgeons,  be- 
cause of  certain  published  statements,  espe- 
cially as  they  related  to  fee  splitting,  was 
severely  censured  in  resolutions  coming 
from  State  Societies  and  individual  mem- 
bers of  the  House.  The  reference  committee 
and  the  House  of  Delegates  gave  detailed 
comment,  all  in  support  of  the  resolutions. 
I would  add  that  the  majority  of  those  who 
were  most  vigorous  in  their  disapproval  of 
the  College  of  Surgeons’  statements  were 
members  of  the  College.  The  Board  of 


Trustees  announced  that  a committee  of  the 
Board  would  meet  with  a committee  of  the 
American  College  of  Surgeons  sometime 
during  the  month  of  January,  1962,  for  the 
purpose  of  ironing  out  misunderstandings. 
The  House  unanimously  endorsed  this  pro- 
gram, with  the  hope  that  amicable  solutions 
would  be  found  to  correct  the  problem.  The 
Board  of  Trustees  was  instructed  to  report 
back  to  the  House  of  Delegates  relative  to 
the  outcome  during  the  1962  annual  meet- 
ing. Your  delegates  supported  this  action. 

The  Board  of  Trustees  recommended  that 
the  1964  Clinical  Meeting  be  held  in  Miami 
Beach,  Florida.  This  recommendation  was 
approved  by  the  House.  Following  is  a 
schedule  of  A.M.A.  Annual  and  Clinical 
Meetings,  1962  to  1965. 

1962  Annual  Meeting,  Chicago,  June  24 
to  28 

1962  Clinical  Meeting,  Los  Angeles, 
November  26  to  29 

1963  Annual  Meeting,  Atlantic  City, 
June  16  to  20 

1963  Clinical  Meeting,  Portland,  Ore- 
gon, December  1 to  4 

1964  Annual  Meeting,  San  Francisco, 
June  21  to  25 

1964  Clinical  Meeting,  Miami  Beach, 
dates  not  yet  announced 

1965  Annual  Meeting,  New  York  City, 
June  20  to  24 

Your  delegates  as  well  as  all  of  the  “old 
timer”  delegates  in  the  House,  and  the 
many  members  of  the  Medical  Society  Ex- 
ecutives were  delighted  to  see  Mr.  and  Mrs. 
Merrill  Smith  in  attendance  at  this  meeting. 
Merrill  has  missed  a few  of  the  recent  meet- 
ings of  the  A.M.A.  due  to  his  illnesses  and 
your  delegates  have  had  many  inquiries  as 
to  his  health  as  well  as  a host  of  good 
wishes  to  extend  to  the  Smiths  from  his 
many,  many  friends  in  the  House  of  Dele- 
gates and  Medical  Society  Executives.  It 
was  pleasing  to  note  that  “Ollie”  and  Mer- 
rill personified  good  health  and  were  genu- 
inely happy  in  associating  with  their  many 
good  friends. 

I cannot  close  this  report  without  remind- 
ing the  members  of  the  Nebraska  State 
Medical  Association  of  the  prodigious  work 
carried  out  in  their  behalf  by  Merrill  Smith 
during  his  26  years  of  service  as  our  Execu- 
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tive  Secretary.  I have  been  intimately  as- 
sociated with  him  for  more  than  these  26 
years  and  during  this  time  have  marveled 
at  his  many  accomplishments,  know  of  his 
integrity  and  loyalty,  his  statesmanship 
and  his  graciousness  to  all  — friend  or  foe. 
He  has  been  a tower  of  strength  to  your 
delegates  down  through  the  years. 

I know  that  I am  expressing  the  senti- 
ments of  the  members  of  our  Association 
when  I say, 

Thank  you,  Merrill,  and  may  your  future 
years  with  “Ollie”  be  graced  with  happiness 
and  the  best  of  health. 

For  those  interested  in  further  details  of 
the  Clinical  Meeting  held  in  Denver,  I would 
refer  you  to  the  Journal  of  the  American 
Medical  Association,  Volume  178,  Numbers 
11  and  12,  December  16  and  23,  1961. 

RECOMMENDATIONS 

1.  Your  delegates  request  the  Board  of 
Councilors  and  the  House  of  Delegates  to 
take  immediate  steps  to  organize  an 
A.M.P.A.C.  committee  at  the  State  level, 
which  would  coordinate  its  efforts  with 
committees  organized  in  Nebraska  and  at 
the  national  level. 

2.  Your  delegates  again  urge,  as  we  have 
in  the  past,  that  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association 
formulate  and  put  in  force  a plan  whereby 
a certain  amount  of  dues  would  be  ear- 
marked for  A.M.E.F.  and  the  sum  presented 
to  A.M.E.F.  each  year  at  the  Interim  or 
Annual  Meeting  of  the  A.M.A. 

3.  In  that  there  are  many  legislative 
bills  appearing  before  the  Congress  and 
some  which  undoubtedly  appear  before  the 
Nebraska  Unicameral  which  will  be  disas- 
trous to  the  free  practice  of  medicine  if  en- 
acted, your  delegates  urge  m ore  frequent 
meetings  of  the  Legislative  Committee  of 
our  Association  as  well  as  direct  communi- 
cation with  the  Legislative  Committee  of  the 
A.M.A. 

4.  The  efforts  of  the  Student  American 
Medical  Association  in  their  own  behalf  as 
well  as  their  endorsement  of  all  of  the  poli- 
cies of  the  American  Medical  Association 
should  be  recognized.  Your  delegates  sug- 
gest that  the  Officers  of  the  Nebraska  State 
Medical  Association  forward  a communica- 


tion to  the  Student  A.M.A.  commending 
them  for  their  splendid  accomplishments. 

5.  In  listening  to  the  reports  of  Officers 
and  committees  relative  to  Blue  Cross-Blue 
Shield  at  the  national  level,  your  delegates 
were  all  the  more  cognizant  and  apprecia- 
tive of  the  successes  of  our  Nebraska  Blue 
Cross-Blue  Shield  plans.  Certainly  Ne- 
braska stands  pre-eminent  in  endeavors  and 
accomplishments  in  the  widespread  accept- 
ance of  voluntary  prepayment  insurance 
through  Blue  Cross  and  Blue  Shield 
throughout  the  State  of  Nebraska.  Your 
delegates  commend  the  officers  and  com- 
mittees of  Blue  Cross  and  Blue  Shield  for 
their  vigorous  actions  and  highly  successful 
endeavors. 

6.  The  Nebraska  State  Medical  Associa- 
tion should  initiate  a survey  to  determine 
the  percentage  of  individuals  in  each  com- 
munity who  have  received  immunizing  pro- 
cedures against  poliomyelitis.  An  all-out 
effort  should  be  made  by  the  members  of 
our  Association  to  acquaint  all  of  our  citi- 
zens as  to  the  need  for  poliomyelitis  im- 
munization. 

7.  Your  delegates  are  in  complete  accord 
with  the  idea  that  all  physicians  should  use 
automobile  seat  belts  and  suggest  that  this 
proposal  be  stressed  to  the  members  of  the 
Nebraska  State  Medical  Association  through 
various  methods  of  publicity. 

8.  Your  delegates  suggest  that  a commit- 
tee be  appointed  for  the  purpose  of  selecting 
a suitable  award  for  Mr.  Merrill  C.  Smith, 
recognizing  his  splendid  accomplishments  in 
behalf  of  the  Nebraska  State  Medical  Asso- 
ciation as  Executive  Secretary  during  his  26 
years  in  office. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D. 

UNIFORM  COVERAGE  FOR  THE  AGED 

Dr.  Henry  S.  Blake,  Chairman  of  the 
Board  of  Directors  of  the  National  Associa- 
tion of  Blue  Shield  Plans,  announced  re- 
cently that  representatives  of  Blue  Shield 
will  meet  with  the  American  Medical  Asso- 
ciation Board  of  Trustees  and  members  of 
the  Council  on  medical  services  of  the 
American  Medical  Association  on  January 
12  to  discuss  important  problems  of  medi- 
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cal  coverage  for  the  aged.  Representing 
Blue  Shield  at  this  meeting  in  addition  to 
Dr.  Blake  will  be  John  W.  Castellucci,  the 
Association’s  Executive  Vice  President. 

Castellucci  stated  that  Blue  Shield  for 
some  time  has  had  under  study  a nation- 
wide program  for  persons  over  65,  and  that 
an  outline  of  this  program  had  been  sub- 
mitted to  the  American  Medical  Association 
for  their  consideration. 

The  success  of  the  program,  according 
to  Dr.  Blake,  will  be  dependent  upon  three 
essential  elements  — “It  must  be  uniform 
in  scope  of  benefits,  uniform  in  cost,  and 
it  must  have  the  solid  support  of  the  Medi- 
cal Profession.” 

In  commenting  on  the  current  legislation 
proposal,  Blake  stated  that  the  following 
principles  had  been  established  by  the  Ex- 
ecutive Committee  of  the  National  Associa- 
tion of  Blue  Shield  Plans: 

Blue  Shield  is  opposed  to  the  King-An- 
derson  bill  and  use  of  the  social  security 
mechanism  as  a method  of  providing  medi- 
cal care  to  any  segment  of  our  population. 

Blue  Shield  reaffirms  its  support  of  the 
Kerr-Mills  type  of  legislation  to  provide 
financial  assistance  to  those  persons  over 
65  who  cannot  otherwise  purchase  medical 
coverage. 

Dr.  Blake  emphasized  such  financial  as- 
sistance should  be  given  to  individuals  on 
the  basis  of  need. 


THE  MEDIPHONE 

Feeling  that  the  following  release  gives 
the  doctor  a preview  into  the  near  future 
of  medical  practice,  we  hesitatingly  print 
the  whole  release.  It  is  likely  that  central 
accumulation  of  data  concerning  patients 
may  be  tapped  as  rapidly  as  a telephone 
call  can  be  put  through;  that  the  physician 
examining  a patient  may  tap  this  central 
source  and  then  may  add  to  the  accumulat- 
ed information;  that  the  “center”  may  be 
able  to  suggest  additional  studies  and  may 
finally  suggest  likely  diagnoses;  and  that 
treatment  may  be  guided  to  some  extent 
from  such  a “center.”  The  following  in- 
formation about  a center  for  data  on  drugs 
may  seem  bizarre,  but  it  may  seem  only  a 
tiny  start  toward  bigger  and  better  “medi- 
phones,”  ten  years  hence. 


World’s  First  Service  Center  for 
Emergency  Drug  Information — 

The  world’s  first  service  center  for  emer- 
gency drug  information  for  the  nation’s 
nearly  200,000  doctors  was  put  into  opera- 
tion today.  Conceived  and  operated  by 
physicians,  the  service,  called  Mediphone,  is 
a drug  information  center  located  in  Wash- 
ington, D.C.  It  is  capable  of  supplying  de- 
tailed data  instantaneously  on  any  one  of 
the  more  than  8,000  drugs  in  use  today. 
Any  member  physician  in  the  country,  faced 
with  an  emergency  or  wanting  to  know 
more  about  a drug  he  wishes  to  use,  can  ob- 
tain all  the  information  he  needs  any  time 
of  the  day  or  night  by  telephone. 

Mediphone  was  described  at  a press  con- 
ference in  New  York  recently  by  its  found- 
er and  president,  Dr.  Cortez  F.  Enloe,  Jr. 
“For  the  first  time,”  Doctor  Enloe  said,  “pa- 
tients have  assurance  that  their  physician 
will  now  be  better  able  to  meet  emergencies 
resulting  from  untoward  drug  effects  such 
as  overdosage,  incompatibilities  with  other 
medications  and  emergencies  of  similar  pa- 
ture.  The  doctors  in  the  nation  who  join 
Mediphone  will  be  up-to-date  on  their 
drugs.” 

On  the  basis  of  extensive  tests  and  analy- 
sis of  inquiries  made  of  the  new  service  over 
the  past  18  months,  Dr.  Enloe  said  Medi- 
phone will  soon  become  the  nation’s  primary 
source  of  data  on  drug  therapy.  “The  in- 
formation that  Mediphone  stores  for  doc- 
tors,” Dr.  Enloe  stated,  “was  gathered  by  a 
research  team  of  physicians,  biochemists, 
pharmacologists,  pharmacists  and  toxicolo- 
gists. They  studied  official  compendia, 
textbooks,  manufacturers’  data  and  medical 
periodical  literature  covering  a 15  - year 
period.  This  mass  of  data  was  then  ar- 
ranged in  manageable  form  with  the  aid  of 
the  most  modern  data-handling  and  retriev- 
al techniques  and  equipment  furnished  by 
the  Remington-Rand,  IBM  and  Bell  Tele- 
phone Companies.  The  data,”  he  said,  “will 
be  kept  current  with  the  assistance  of  the 
Department  of  Pharmacology  of  George 
Washington  University  Medical  School,  the 
College  of  Pharmacy  of  Long  Island  Uni- 
versity, a team  of  medical  librarians  search- 
ing more  than  200  medical  journals  each 
month  and  with  official  reports  from  the 
American  Medical  Association.” 

According  to  Dr.  Enloe,  the  new  service 
works  this  way:  When  a physician  enrolls 
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in  Mediphone  — the  cost  of  membership  is 
twenty  dollars  a year  — he  is  assigned  a 
registry  number  and  issued  a permanent 
card  bearing  that  number.  Any  hour  of 
the  day  or  night  when  a physician  places 
a call  to  Mediphone,  he  states  his  registra- 
tion number  and  the  questions  to  be  an- 
swered. Within  a matter  of  seconds,  the 
Mediphone  responder  — always  a physician 
— gives  the  answer.  Within  twenty-four 
hours  after  the  call  is  completed,  Medi- 
phone mails  the  member  physician  a report 
of  his  inquiry  for  his  case  records.  Ver- 
batim transcripts  of  the  call  are  also  avail- 
able if  needed. 

“The  compilation  of  data  resulting  from 
calls  coming  into  the  Mediphone  center,” 
Dr.  Enloe  pointed  out,  “will  be  an  extreme- 
ly important  by-product  of  the  service. 
Each  call  will  be  analyzed  by  data-process- 
ing  equipment  for  what  it  reveals  about  the 
characteristics  of  drugs  in  use,  including 
unusual  reactions.  Thus,  patterns  of  drug 
behavior  will  be  available  to  us,  for  the 
first  time,  which  not  only  will  give  us  a 
clear  picture  of  therapeutic  problems  being 
met  in  practice  today,  but  also  will  serve  as 
a kind  of  ‘early  warning  system’  for  the 
unexpected  effects  some  drugs  may  be  found 
to  exert.” 

The  group  of  physicians  guiding  the  new 
service  are  among  some  of  the  nation’s  out- 
standing medical  scientists.  The  Board  of 
Associate  Directors  includes:  Jay  M.  Arena, 
M.D.,  Professor  of  Pediatrics,  Duke  Uni- 
versity, originator  of  the  poison  control  sys- 
tem ; Arthur  C.  DeGraff,  M.D.,  Professor  of 
Therapeutics,  New  York  University,  Presi- 
dent of  the  U.S.  Pharmacopoeia;  Dale  G. 
Friend,  M.D.,  Assistant  Profesor  of  Medi- 
cine, Harvard  University,  leading  clinical 
pharmacologist;  Chauncey  D.  Leake,  Ph.D., 
Professor  of  Pharmacology,  Ohio  State  Uni- 
versity, Chairman,  Board  of  Trustees, 
American  Association  for  the  Advancement 
of  Science;  Russel  V.  Lee,  M.D.,  Consultant, 
Palo  Alto  Medical  Clinic,  nationally-known 
authority  on  internal  medicine;  Malcolm  E. 
Phelps,  M.D.,  Past  President,  American 
Academy  of  General  Practice;  Albert  H. 
Schwichtenberg,  M.D.,  Director,  Depart- 
ment of  Aerospace  Medicine,  Lovelace  Foun- 
dation, leading  authority  on  processing  of 
medical  data  and  medical  advisor  to  “Proj- 
ect Mercury;”  William  H.  Sebrell,  Jr., 
M.D.,  R.  R.  Williams  Professor  of  Nutri- 


tion, Columbia  University,  former  Director 
of  National  Institutes  of  Health;  Frank  E. 
Wilson,  M.D.,  Executive  Vice  President, 
Joint  Blood  Council,  Inc.,  former  director 
of  the  Washington  office  of  the  American 
Medical  Association;  Frank  M.  Woolsev,  Jr., 
M.D.,  Professor  of  Postgraduate  Medicine, 
Albany  Medical  College,  one  of  the  nation’s 
foremost  authorities  on  postgraduate  medi- 
cal education;  Arthur  G.  Zupko,  Ph.D., 
Dean,  Brooklyn  College  of  Pharmacy;  and 
James  L.  Goddard,  M.D.,  Washington, 
D.C.,  one  of  the  developers  of  the  national 
Poison  Control  Center.  Richard  L.  Meiling, 
M.D.,  Dean,  College  of  Medicine,  Ohio  State 
University  and  former  Assistant  Secretary 
of  Defense  for  Health  and  Medical  Affairs 
of  the  U.  S.  Department  of  Defense,  is  a 
consultant  to  the  service. 


Medicare  in  Operation 

Immunizations  Against  Polio  and  Influenza — 

In  keepino-  with  current  practices  related 
to  the  medical  management  of  pregnancy, 
immunizations  parenterally  administered 
against  poliomyelitis  and  influenza  are  au- 
thorized benefits  under  the  Dependents’ 
Medical  Care  Program.  These  benefits  are 
subject  to  the  following  limitations  since 
immunizations  are  considered,  for  the  pur- 
pose of  the  Medicare  Program,  to  be  part 
of  complete  maternity  care: 

1.  Payable  to  all  physicians’  claims  paid 
on  and  after  November  1,  1961  bear- 
ing a from  date  not  earlier  than 
March  1,  1961. 

2.  The  atending  physician  will  be  reim- 
bursed for  his  cost  of  poliomyelitis 
and/or  influenza  vaccine  adminis- 
tered by  injection  to  a dependent 
eligible  to  receive  care  from  civilian 
sources  under  the  Dependents’  Medi- 
cal Program  when  he  determines  that 
such  immunizations  are  necessary  for 
proper  management  of  the  maternity 
case.  Separate  payment  is  not  au- 
thorized for  professional  services  and 
other  supplies  furnished  in  the  ad- 
ministration of  the  vaccines,  since  re- 
muneration is  included  within  the  al- 
lowances for  prenatal  care. 

a.  A charge  of  $1.00  per  injection  is 
considered  reasonable  cost  of  the 
vaccine. 
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1.  Charges  not  in  excess  of  $1.00 
per  injection,  when  claimed, 
may  be  paid  without  the  ne- 
cessity for  specific  justifica- 
tion. When  the  claimed 
amount  is  in  excess  of  $1.00 
per  injection,  justification  is 
necessary.  Adequate  justifi- 
cation will  include  the  manu- 
facturer’s name,  the  attend- 
ing physician’s  cost  and 
source  of  supply. 

The  above  information  is  disseminated 
for  your  information,  and  is  part  of  an  of- 
ficial notification  from  the  Office  for  De- 
pendents’ Medical  Care. 

New  Forms — 

When  your  present  supply  of  Medicare 
forms  is  exhausted,  your  supply  will  be 
replenished  with  a new  form.  The  new 
form  will  also  be  a three  part  form.  The 
original  and  one  (1)  carbon  are  to  be  sub- 
mitted for  payment  and  the  other  copy  to 
be  retained  for  your  records. 

There  has  been  a big  change  in  this  new 
form.  Items  1,  2,  3,  5,  6,  7,  8,  9,  10,  11, 
12,  13,  14,  16,  17,  18,  19,  20,  21,  22,  25, 
26,  27,  28,  and  29  must  be  completed  on 
every  form  submitted. 

Item  29  which  must  be  signed  by  the 
physician  submitting  the  form,  should  be 
thoroughly  understood.  This  item  points 
out  the  fact  that  the  physician  accepts 
Medicare  payment  as  payment  in  full  for 
covered  services.  When  Medicare  payment 
is  less  than  your  usual  charge,  a letter  of 
justification  may  be  submitted  for  review 
and  final  approval  by  the  Policy  Committee 
of  the  State  Medical  Association  and  the 
Office  for  Dependents’  Medical  Care. 


ACCRETIONS  TO  THE  STUDENT 
LOAN  FUND 

During  the  course  of  1961,  two  very 
welcome  donations  were  received  to  be  add- 
ed to  our  Student  Loan  Fund,  as  follows : 

A check  from  Mrs.  H.  Bernice  Shanklin 
of  Alliance,  was  received  by  Mr.  Merrill 
Smith.  It  was  directed  that  this  be  placed 
in  the  perpetuating  fund  for  student  loans. 
The  amount  of  the  check  was  $500. 

A check  for  $100  to  be  used  in  the  Student 


Loan  Fund  was  received  from  Dr.  and  Mrs. 
F.  G.  Travnicek  of  Wilbur,  Nebraska. 

Needless  to  say,  these  very  generous  dona- 
tions were  received  with  great  pleasure, 
and  they  have  been  disposed  of  as  the 
donors  directed.  We  thank  Miss  Shanklin 
and  Dr.  and  Mrs.  Travnicek  for  their  help 
in  one  of  the  most  important  projects,  one 
which  needs  financial  support. 


The  following-  “Business  Analysis”  was  made 
by  Mr.  Merrill  Smith.  It  seems  to  be  of 
such  interest  that  we  decided  to  publish  it.  As 
the  reader  will  note,  this  analysis  covered  the 
period  1939  to  1953.  We  shall  publish,  shortly, 
a similar  analysis  for  the  years  1953  to  date. 
One  cannot  help  wondering  about  the  period 
1953-1962,  and  it  will  be  instructive  and  enter- 
taining to  follow  through  to  the  present. 

—EDITOR 

A 15-YEAR  BUSINESS  ANALYSIS 
Nebraska  State  Medical  Association 

It  is  always  interesting,  and  sometimes 
even  informative,  to  chart  the  course  of  a 
business  or  an  association  over  a period  of 
years.  By  this  method  we  learn  of  progress 
which  we  may  otherwise  overlook.  We  may 
even  discover  that  we  are  doing  better  and 
accomplishing  more  than  we  think.  In  an 
organization  or  association  such  as  the  Ne- 
braska State  Medical  Association,  it  as- 
sumes additional  importance  because  of  the 
fact  that  such  information  is  valuable  to 
dues-paying  members  who  are  not  in  daily, 
weekly,  or  even  monthly  contact  with  the 
organization  which  they  are  supporting.  It 
is  even  important  to  our  officers  who  are 
not  constantly  in  close  contact  with  the 
daily  changes  and  advancements  to  have 
such  information  before  them  in  the  printed 
word. 

This  short  review  covers  some  of  the 
financial  comparisons  of  your  association 
for  the  past  15  years,  based  on  our  records 
and  audits  of  1929  and  1953.  We  are  mak- 
ing no  attempt  to  detail  the  activities  of  the 
association  during  that  period,  since  those 
activities  are  quite  well  and  widely  known. 
Such  activities  have  gone  forward  on  a 
wide  front  until  today  the  Nebraska  State 
Medical  Association  is  well  known  to  the 
people  of  Nebraska,  whom  we  serve,  and  is 
recognized  nationally  as  well  as  locally  as 
the  voice  of  medicine  in  Nebraska.  Our 
liaison  with  the  public,  with  other  medical 
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groups,  and  with  members  of  the  medical 
profession  generally,  are  such  that  we  can 
be  justly  proud  of  those  contacts.  We  can 
be  proud  of  our  medical  practice  act  which 
was  passed  in  1943.  It  is  the  envy  of  most  of 
the  states,  and  is  attractive  to  fine  members 
of  the  medical  profession  who  are  anxious 
to  come  to  Nebraska  to  practice  because  we 
have  practically  eliminated  the  cult  prob- 
lem. We  can  be  proud  of  our  fine  public 
relations  activities  through  the  information 
that  goes  out  regularly  to  our  people 
through  the  newspapers  and  over  the  many 
radio  and  TV  stations  in  the  state.  It  gives 
us  a close  contact  with  our  people.  We 
have  a medical  foundation  established  in 
this  period  of  time  that  is  becoming  well 
and  favorably  known  to  our  people.  The 
public  is  putting  more  and  more  money  into 
this  organization  as  an  evidence  of  confi- 
dence in  the  medical  profession  in  Nebraska. 
The  expanded  program  has  been  very  effec- 
tive. Our  Senior  Medical  Day  keeps  us  in 
close  touch  with  the  coming  generation  of 
Nebraska  doctors.  Our  placement  service 
helps  them  to  find  a satisfactory  place  to 
practice.  Our  circuit  postgraduate  courses 
take  scientific  education  directly  to  the  men 
in  the  field.  These  are  only  a few  of  the 
organizational  activities  which  have  been 
developed  and  maintained  during  the  past 
fifteen  years.  Many,  many  more  could  be 
added. 

This  little  treatise,  however,  is  to  deal 
with  the  financial  development  of  this  or- 
ganization during  this  period,  and  the  fi- 
nancial side  is  also  important.  The  member 
who  is  paying  the  dues  wants  to  know 
whether  or  not  he  is  getting  value  received 
for  the  money  he  pays  each  year.  Is  his 
organization  being  well  managed,  and  is  the 
money  well  spent?  Perhaps  some  of  the 
following  figures  may  provide  an  answer  to 
these  questions. 

Reproduced  herewith  are  the  budget  fig- 
ures for  the  two  years: 

1939  TOTAL  BUDGETED 


Salaries  $ 4,400.00 

Travel  1,000.00 

Office : 

Rent  625.00 

Mimeograph  275.00 

Printing  250.00 

Postage  350.00 

Telephone  and  Telegraph 250.00 


Miscellaneous  270.00 

Councilor  Expense  350.00 

Delegate  to  A.M.A.  150.00 

Annual  Session  600.00 

Reporter  at  Annual  Session  150.00 

Committee  Expense  225.00 

Student  Loan  Fund  100.00 

Campaign  Committee  75.00 

Office  Equipment  165.00 

Speakers  Bureau  390.00 

Dues,  Share  to  Journal  1,650.00 

Medicolegal  800.00 


$12,075.00 

1953  TOTAL  BUDGETED 


Salaries  (and  social  security) $19,000.00 

Travel  1,180.00 

Office: 

Rent  2,630.00 

Mimeograph  755.00 

Printing  • 500.00 

Postage  1,200.00 

Telephone  and  Telegraph  950.00 

Miscellaneous  525.00 

Councilor  Expense  300.00 

Annual  Session  6,670.00 

Office  Equipment  290.00 

Speakers  Bureau  500.00 

Dues,  Share  to  Journal  3,075.00 

Exceptional  Meetings  and/or 

Travel  (committee)  3,975.00 

Audit  250.00 

Attorney’s  fees  1,000.00 

President’s  Expense  500.00 

Expendable  Supplies  200.00 

Reappropriated  from  Unex- 
pended Balance  3,000.00 


$46,500.00 

In  1939  the  dues  were  $10  per  member, 
which  produced  $10,730.00.  Income  from 
other  sources  was  $1,230.89,  or  a total  of 
$11,960.89.  Income  from  the  journal  was 
$6,402.49,  making  a total  operational  in- 
come of  $18,363.38.  The  budget  for  the 
year  was  $12,075.00,  of  which  $11,119.68 
was  used,  leaving  a budget  balance  of 
$955.32.  At  the  end  of  1939  we  had  $2,- 
114.32  in  cash  and  investments  of  $20,- 
180.44,  or  total  assets  of  $22,294.76. 

By  1953  the  picture  has  changed  consid- 
erably. In  the  intervening  years  the  dues 
have  been  raised  to  $35  per  year.  Two  full- 
time employees  have  been  added.  The  vol- 
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ume  of  work  done  has  increased  tremen- 
dously. The  income  from  dues  has  been  in- 
creased to  $39,640.00  and  the  income  from 
other  sources  has  increased  to  $9,077.51,  or 
a total  of  $48,717.51.  Income  from  the 
journal  has  increased  to  $16,564.16.  The 
budget  for  1953  was  $46,500,  of  which  $41,- 
859.41  was  used,  leaving  a budget  balance 
of  $4,640.59.  At  the  end  of  1953  we  had  a 
cash  balance  of  $11,833.85,  and  the  invest- 
ments, or  reserve,  had  been  increased  to 
$41,690.45,  or  total  assets  of  $53,524.30. 

It  is  of  interest  to  view  some  of  the  over- 
head items  on  a percentage  basis.  In  1939, 
the  item  for  salaries  was  approximately  36 
per  cent  of  the  budget.  In  1953,  we  had 
added  two  full  - time  employees,  yet  the 
item  for  salaries  has  increased  only  5 per 
cent  to  41  per  cent  of  the  total  budget.  The 
amount  for  travel  has  remained  about  the 
same  dollar-wise,  and  thus  is  reduced  from 
9 per  cent  of  the  budget  to  3 per  cent. 

An  interesting  item  is  that  of  committee 
expense  which  can  be  considered  as  a good 
barometer  of  the  activities  of  the  associa- 
tion as  a whole.  In  other  words,  activity  of 
committees  is  more  or  less  indicative  of  an 
active  association.  In  1939,  committee  ex- 
pense amounted  to  $375.00,  or  4 per  cent 
of  the  budget.  In  1953,  this  item  had  in- 
creased to  $3,975.00,  or  8 per  cent  of  the 
total  budget.  In  other  words,  the  percent- 
age had  been  doubled  but  the  number  of 
dollars  spent  was  about  ten  times  as  much. 

In  1939,  about  16  per  cent  of  the  budget 
expenditures  was  allotted  to  office  overhead 
and  in  1953  this  was  reduced  to  14  per 
cent.  Experts  in  the  office  management 
field  have  established  a national  average 
cost  on  correspondence  of  approximately 
$1.17  per  letter  sent  out.  Fourteen  thou- 
sand three  hundred  twenty  letters  went  out 
of  the  headquarters  office  in  1953,  and  on 
the  basis  of  the  national  average  this  would 
cost  approximately  $16,744.40.  It  is  imme- 
diately evident  that  our  own  cost  is  much 
below  the  national  average  since  that 
amount  would  consume  about  one-third  of 
our  budget. 

In  1939,  the  cost  of  the  Annual  Session 
was  $545.49,  and  in  1953  this  had  been  in- 
creased to  $6,649.41.  Cost  of  publication  of 
the  journal  which  is  mailed  free  to  all  mem- 
bers, for  1939,  was  $7,368.84,  and  this  fig- 
ure increased  to  $17,361.72  for  1953. 


It  is  difficult  to  evaluate  the  desires  and 
wishes  of  every  dues-paying  member.  It  is 
impossible  to  please  every  one.  All  we  can 
do  is  try  to  hit  a happy  medium  that  is  ac- 
ceptable to  all.  There  are  many  members 
who  feel  that  the  dues  should  be  increased 
further  to  extend  the  activities  of  the  asso- 
ciation, thus  increasing  its  usefulness. 
There  are  many  who  complain  that  the  dues 
are  too  high  and  should  be  reduced. 

The  type  of  association  to  be  maintained 
is,  of  course,  a matter  to  be  decided  by  the 
members.  Money  invested  in  dues  is  money 
invested  in  an  organization  to  maintain  a 
high  standard  of  practice.  Those  officers 
and  individuals  who  operate  the  association 
do  the  best  job  they  can  to  maintain  a good 
organization  for  that  purpose.  It  costs 
money. 

The  individual  who  feels  that  dues  are 
too  high  is  certainly  within  his  rights,  and 
is  entitled  to  a hearing.  If  this  is  the  feel- 
ing of  a majority  group,  something  should 
be  done  about  it  and  operational  costs  should 
be  reduced. 

The  activities  should  be  geared  to  the 
amount  of  dues  that  the  members  are  willing 
to  pay.  There  would,  of  necessity,  be  a cur- 
tailment in  the  activities  and  the  next  prob- 
lem would  be  to  find  those  places  where  the 
members  would  like  the  curtailments  made. 

How  much  would  the  members  like  to 
have  the  dues  reduced?  A reduction  of 
$5.00  per  member  in  dues  would  deduct 
about  $6,000  per  year  from  the  income. 
The  office  overhead  at  this  stage  could  not 
be  greatly  reduced.  Perhaps  some  of  the 
committee  activities  could  be  reduced  and 
one  person  dropped  from  the  payroll. 

Would  it  be  practical  to  reduce  the  dues 
$10  per  member?  It  could,  of  course,  be 
done,  but  would  be  at  further  expense  to 
the  operational  efficiency  of  the  association 
as  a whole. 

Those  who  express  a complaint  against 
the  amount  of  dues,  do  so  only  in  general 
terms,  without  any  well  thought  out  state- 
ments as  to  where  the  curtailment  might 
come. 

Would  a reduction  of  $20  per  member  be 
pleasing  to  a majority  of  the  members? 
Such  a reduction  would  be  quite  drastic 
and  would  entail  major  readjustments.  It 
would  reduce  the  dues  equal  to  that  of  the 
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cheapest  in  the  United  States.  The  associa- 
tion would  be  reduced  to  a level  probably 
even  below  the  1939-level,  because  of  our 
present  economic  expansion  between  the 
two  years.  Such  a reduction  would  entail  a 
complete  employee  turnover  with  a reduc- 
tion to  not  more  than  two  employees,  both 
of  whom  would  be  inexperienced.  The  as- 
sociation would  need  to  be  moved  to  cheaper 
quarters.  Committee  and  other  activities 
would  need  to  be  reduced  to  a bare  mini- 
mum. If  the  members  desire  this  type  of 
organization,  it  can  be  done  — but  certain- 
ly the  effectiveness  of  the  association 
would  be  reduced  in  proportion.  The  sav- 
ings per  member  would  be  small  in  compari- 
son to  the  reduced  effectiveness  of  the  or- 
ganization as  a whole. 

A strong  organization  with  an  ever  ex- 
panding influence  costs  money  to  operate, 
and  a goodly  portion  of  this  money  must 
come  from  the  members  in  the  form  of 
dues. 

It  is  the  prerogative  of  the  dues-paying 
members  to  have  the  kind  of  organization 
which  they  are  willing  to  support.  This 
short  report  is  made  to  indicate  how  the 
money  is  spent.  Complete  and  detailed 
audited  figures  for  all  of  the  intervening 
years  are  available  and  open  for  inspection 
by  any  member;  in  fact,  we  invite  and 
urge  this  kind  of  interest  on  the  part  of 
members.  Perhaps  it  should  be  pointed  out 
as  a basic  economic  fact  that  an  active  or- 
ganization operating  on  a basis  of  $35  dues 
per  member  can  not  be  operated  on  the  same 
basis  for  $30  or  $25  per  member  or  less. 
An  association  of  the  type  of  the  Nebraska 
State  Medical  Association  is  not  a profit 
making  organization,  but  is  a money  spend- 
ing organization  returning  services  or  bene- 
fits to  members  on  a basis  of  the  amount  of 
dues  which  the  members  pay  each  year. 

M.  C.  Smith, 

Executive  Secretary. 


Medicine  in  the  News 

From  the  Omha  World- Herald — 

A one-thousand  dollar  check  and  the 
promise  of  four  more  has  assured  the  con- 
tinued development  of  an  eye  bank  at  the 
University  of  Nebraska  College  of  Medicine. 

The  check  was  presented  by  the  Nebras- 
ka Lions  Sight  Conservation  Foundation. 


The  gift  will  enable  the  college  to  remodel 
a room  for  storage  and  processing  of  eyes 
for  corneal  transplants. 

Through  previous  gifts  including  the  one 
just  received,  the  eye  bank  was  named  the 
Nebraska  Lions-Vincent  C.  Hascall  Memor- 
ial Eye  Bank. 

In  the  past  few  years  the  Lions  have  giv- 
en equipment  and  paid  half  the  salary  of 
a technician  working  in  the  eye  bank. 


From  the  North  Omaha  Sun — 

A committee  has  been  working  on  a drive 
to  raise  $40,000  to  establish  an  Alcoholism 
Information  Center  in  Omaha.  Dr.  R.  Rus- 
sell Best  is  the  chairman  of  the  committee. 

The  $40,000  would  establish  a two-year 
budget  beginning  January  1962  for  an  in- 
formation referral  and  community  organ- 
ization service  on  the  disease  of  alcoholism 
in  Omaha. 


Human  Interest  Tales 

Dr.  Mary  Bitner,  Lincoln,  spoke  at  a re- 
cent meeting  of  the  Beatrice  Senior  Citizens. 

Dr.  and  Mrs.  W.  R.  Boyer,  Pawnee  City, 
celebrated  their  65th  wedding  anniversary 
in  December. 

Dr.  Dwaine  Peetz,  Neligh,  has  been  elect- 
ed president  of  the  Madison-Six  County 
Medical  Society. 

Dr.  A.  J.  Merrick,  Fremont,  has  been 
elected  president  of  the  staff  of  the  Dodge 
County  Hospital. 

Dr.  Conrad  Thomas,  Franklin,  was  a 
guest  speaker  at  the  November  meeting  of 
the  Riverton  P.-T.A. 

Dr.  R.  F.  Getty,  North  Platte,  has  been 
elected  Chief  of  Staff  of  St.  Mary  Hospital 
for  the  coming  year. 

Dr.  Robert  S.  Long,  Omaha,  has  been 
elected  president  of  the  medical  staff  of  Ne- 
braska Methodist  Hospital. 

Dr.  Roletta  Jolly-Fritz,  Hastings,  is  tak- 
ing an  extensive  trip  to  New  Zealand  and 
Australia  with  her  husband. 
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Dr.  and  Mrs.  Frank  Kamm,  Blue  Hill,  at- 
tended the  meeting  of  the  American  Medical 
Association  in  Denver  in  December. 

Dr.  John  R.  Schenken,  Omaha,  was  a 
guest  speaker  at  the  regular  meeting  of  the 
Fremont  Rotary  Club  in  December. 

Dr.  R.  M.  Strader,  Lincoln,  has  been  re- 
appointed the  physician  member  of  the  Lan- 
caster County  Mbntal  Health  Board. 

Dr.  and  Mrs.  W.  F.  Nye  and  family  have 
moved  to  Lincoln  from  Omaha,  where  Dr. 
Nye  will  enter  the  practice  of  medicine. 

Dr.  E.  G.  Brillhart,  Columbus,  is  the 
newly  elected  president  of  the  Nebraska 
State  Obstetrical  and  Gynecological  Society. 

Dr.  Joseph  G.  Lopez,  Safford,  Arizona, 
has  moved  to  Benkelman  where  he  has 
opened  his  office  for  the  practice  of  medi- 
cine. 

Mrs.  Howard  B.  Hunt  and  Mrs.  John  R. 
Schenken,  Omaha,  were  co-hostesses  to  the 
December  meeting  of  the  Doctors’  Wives 
Club. 

Dr.  Robert  P.  Heaney,  Omaha,  presented 
a paper  at  the  December  meeting  of  the 
International  Atomic  Energy  Agency  in 
Vienna. 

Dr.  H.  F.  Elias,  Beatrice,  was  recently 
elected  president  of  the  Cleveland  Clinic 
Hospital  Alumni  Association  for  a three- 
year  term. 

Dr.  Otis  Miller,  Ord,  was  a guest  speaker 
at  the  annual  meeting  of  the  Nebraska  Vet- 
erinary Medical  Association  held  in  Lincoln 
in  December. 

Dr.  Leon  McGoogan,  Omaha,  was  a guest 
speaker  at  the  November  meeting  of  the 
All  Wives’  Club  of  the  University  of  Ne- 
braska College  of  Medicine. 

Dr.  Albert  Mueller,  Kearney,  was  a guest 
speaker  at  the  November  meeting  of  Dis- 
trict 3 of  the  Nebraska  Society  of  X-ray 
Technicians  held  in  Kearney. 

Drs.  C.  M.  Wilhelmj  and  H.  H.  McCarthy 
are  co-authors  of  an  article  “Studies  on  the 
Cardiovascular  Effects  of  High  Carbohy- 
drate and  High  Protein  Diets’’  which  ap- 
peared in  Experimental  Medicine  and  Sur- 
gery. 


Announcements 

Clinical  Reviews,  Mayo  Clinic  and 
Foundation,  To  Be  Repeated  Spring  of  1962 — 
Staff  members  of  the  Mayo  Clinic  and 
the  Mayo  Foundation  for  Medical  Education 
and  Research  will  present  again  this  year  a 
three-day  program  of  lectures  and  discus- 
sions on  problems  of  current  interest  in  gen- 
eral medicine  and  surgery. 

The  American  Academy  of  General  Prac- 
tice and  the  College  of  General  Practice  of 
Canada  have  advised  the  Committee  on 
Clinical  Reviews  that  Category  I credit  may 
be  obtained  by  members  of  the  American 
Academy  of  General  Practice  or  the  College 
of  General  Practice  of  Canada  attending. 

The  registration  fee  for  this  program  is 

$10. 

The  number  of  physicians  who  can  be 
accommodated  is  necessarily  limited.  For 
this  reason  identical  programs  will  be  of- 
fered two  successive  weeks.  The  program 
will  be  presented  first  on  March  26,  27 
and  28  and  repeated  on  April  2,  3 and  . 4, 
1962.  Those  wishing  to  attend  should 
communicate  with  M.  G.  Brataas,  Mayo 
Clinic,  Rochester,  Minnesota,  indicating 
which  session  they  would  prefer  to  attend. 

Clinical  Reviews — 

A program  of  lectures  and  discussions  on  problems 
of  current  interest  in  General  Medicine  and  Sur- 
gery presented  by  the  Mayo  Clinic  and  the  Mayo 
Foundation  for  Medical  Education  and  Research. 
Identical  sessions  are  offered  on  March  26,  27,  28 
and  April  2,  3,  4,  1962  at  Theater,  Mayo  Civic  Au- 
ditorium, First  Street  and  Second  Avenue  South- 
east, Rochester,  Minnesota. 

March  26  and  April  2 
MONDAY  MORNING 
8:30  Opening  Remarks 

8:35  Current  Concepts  of  the  Mechanism  and 
Management  of  Anticoagulant  Therapy, 
John  A.  Spittel,  Jr. 

8:55  Diagnosis  and  Treatment  of  Common  Car- 
diac Arrhythmias,  Thomas  W.  Parkin 
9:15  Discussion 

9:25  Long- Acting  Vaccines  in  the  Treatment  of 
Hay  Fever,  Lowell  L.  Henderson 
9:45  What  Is  “Chronic  Sinusitis?”  James  B. 
McBean 
10:05  Discussion 
10:15  Intel-mission 

10:35  Vascular  Lesions  of  the  Lungs,  Corrin  H. 
Hodgson 

10:55  Surgical  Treatment  of  Superficial  Throm- 
bophlebitis, Thomas  T.  Myers 
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11:15  The  Value  of  X-ray  Examination  of  the  Hu- 
man Breast,  David  M.  Witten 
11:35  Discussion 

MONDAY  AFTERNOON 

1:30  Grief:  Desirable  or  Undesirable,  Edward  M. 
Litin 

1:50  Acne,  Richard  K.  Winkelmann 
2:10  Discussion 

2:20  The  Bleeder:  Clinical  Recognition  and  Pre- 

surgical  Treatment,  David  G.  Hanlon 
2:40  The  Bleeder:  Laboratory  Evaluation,  Charles 
A.  Owen,  Jr. 

3:00  Discussion 
3:10  Intermission 

3:30  Inguinal  Hernias  in  Infants  and  Children, 
Hugh  B.  Lynn 

3:50  Nephritis  in  Children,  Edmund  C.  Burke 
4:10  Use  and  Misuse  of  Gama  Globulin  in  Pedi- 
atrics, John  C.  Dower 
4:30  Discussion 

MONDAY  EVENING 
8:00  Conferences: 

1.  Problems  in  the  Treatment  of  Common 
Fractures 

2.  Dyspnea:  Differential  Diagnosis  and 

Treatment 

3.  Acute  Severe  Pain  in  the  Upper  Abdo- 
men: Medical  and  Surgical  Aspects 

8:00  Tours  of  Mayo  Buildings 

March  27  and  April  3 

TUESDAY  MORNING 

8:30  Physiology  of  Peptic  Ulcer,  George  A.  Hal- 
lenbeck 

8:50  Wound  Debridement,  Norman  W.  Hoover 
9:10  Discussion 

9:20  What’s  New  in  Vision,  Theodore  G.  Martens 
9:40  An  Exposure  of  Quackery,  Gordon  M.  Mar- 
tin 

10:00  Discussion 
10:10  Intermission 

10:30  Jaundice  in  Infancy,  Lloyd  E.  Harris 
10:50  Liver  Function  Tests:  Which  One  and 

When,  Maurice  H.  Stauffer 
11:10  Discussion 

11:25  The  Role  of  the  Intervertebral  Disk  in  the 
Production  of  Intractable  Pain  and  Dis- 
ability, J.  Grafton  Love 

11:45  The  Role  of  the  Spinal  Column  in  the  Pro- 
duction of  Pain  and  Disability,  H.  Hei’- 
man  Young 
12:05  Discussion 

TUESDAY  AFTERNOON 
1:30  Bacteremic  Shock,  William  J.  Martin 
1:50  Resuscitation:  Rebirth  of  a Lost  Art,  John 
T.  Martin 
2:10  Discussion 

2:20  Total  Prosthetic  Reconstruction  of  Aortic 
Valves  in  Treatment  of  Heart  Disease, 
Dwight  C.  McGoon 


2:40  Experience  with  Mucosal  Biopsy  of  Small 
Intestine,  John  A.  Higgins 
3:00  Discussion 
3:10  Intermission 

3:30  Stimulation  of  Sputum  in  the  Diagnosis  of 
Cancer  of  the  Lung,  Robert  S.  Fontana 
3:50  Surgical  Treatment  of  Metastatic  Malig- 
nancy in  the  Lungs,  O.  Theron  Clagett 
4:10  Progress  in  the  Chemotherapy  of  Cancer, 
Charles  M.  Blackburn 
4:30  Discussion 

TUESDAY  EVENING 
8 : 00  Conferences : 

1.  Hypertension  of  Renal  Origin 

2.  Current  Concepts  and  Difficult  Aspects 
of  Management  of  Diabetes  Mellitus 

3.  Common  and  Uncommon  Anal  and  Rec- 
tal Diseases  (Motion  picture  and  panel 
discussion) 

March  28  and  April  3 

WEDNESDAY  MORNING 
8:30  Periodic  Idiopathic  Edema,  Jaime  Paris 
8:50  The  Problem  of  Stuttering,  Frederick  L. 
Darley 

9:10  Discussion 

9:20  Prosthetic  Restoration  of  Acquired  Oral  De- 
fects, William  R.  Laney 

9:40  Culdoscopy:  Technic  and  Value  in  Gyne- 

cologic Practice,  Edward  A.  Banner 
10:00  Discussion 
10:10  Intermission 

10:30  Surgical  Treatment  of  Carcinoma  of  the 
Rectosigmoid,  B.  Marden  Black 
10:50  Medical  Management  of  Mass  Casualties, 
Col.  F.  E.  Neuman  and  William  M.  Mc- 
Conahey 
11:30  Discussion 

WEDNESDAY  AFTERNOON 
1:30  Laboratory  Aids  in  the  Differential  Diag- 
nosis of  Arthritis,  John  G.  Mayne 
1:50  Athletic  Injuries,  Donald  J.  Erickson 
2:10  Discussion 

2:20  Differential  Diagnosis  of  Muscle  Weakness, 
Frank  M.  Howard,  Jr. 

2:40  Brain  Tumors  in  Children,  J.  Gordon  Milli- 
chap 

3:00  Discussion 
3:10  Intermission 

3:30  Common  Misconceptions  Regarding  Pro- 
statism, Laurence  F.  Greene 
3:50  Cryptorchidism,  David  C.  Utz 
4:10  Hirsuitism  as  a Manifestation  of  Endo- 
crine Disease,  Don  C.  Purnell 
4:30  Discussion 

NOTE:  The  American  Academy  of  General 

Practice  and  the  College  of  General  Practice  of 
Canada  have  advised  the  Committee  on  Clinical 
Reviews  that  credit  may  be  obtained  by  those  at- 
tending who  are  members  of  the  American  Academy 
of  General  Practice  or  the  College  of  General  Prac- 
tice of  Canada. 
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Annual  Meeting  Sioux  Valley  Medical 
Association — 

The  following  program  will  be  offered 
by  the  Sioux  Valley  Medical  Association  at 
the  place  and  on  the  dates  noted.  The  pro- 
fession of  Nebraska  is  invited  to  attend. 

February  14,  1962 
WEDNESDAY  EVENING 

7:00  Hospitality  Room,  Sheraton  Martin  Hotel 

Your  Host:  Physicians  Hospital  Supply 

Company,  Minneapolis,  Minn. 

February  15,  1962 

THURSDAY  MORNING 
St.  Joseph  Mercy  Hospital 

8:30  Registration,  St.  Joseph  Mercy  Hospital 

9:00  Panel:  Laboratory  Procedures,  Indications 

and  Significance 

Henry  Caes,  M.D.,  Pathologist,  St.  Joseph 
Mercy  Hospital 

Paul  F.  Smith,  Ph.D.,  U.S.D.  Medical 
School 

Edwin  H.  Shaw,  Jr.,  Ph.D.,  U.S.D.  Medical 
School 

Questions  and  Discussion 
10:15  Coffee  Break 

10:30  Interpretation  of  EKG  With  Training  Aid, 
R.  C.  Larimer,  M.D. 

11:00  Arterial  Injury  and  Repair;  Case  Report, 
A.  Kelly,  M.D. 

11:20  Skin  Hazards  in  Farmers,  H.  Leiter,  M.D. 

11:40  Electro  Encephalography  — Indications  and 
Significance,  G.  Rausch,  M.D. 

Lunch  in  Hospital  Cafeteria 

THURSDAY  AFTERNOON 
Sheraton  Martin  Hotel 

1 :00  Registration 

1:30  Movie  — Complicated  Appendicitis 

2:00  Athletic  Injuries,  Donald  Lannin,  M.D.,  Di- 
rector of  Shrine  Orthopedic  Hospital,  Min- 
neapolis, Minn. 

2:30  Urgent  Surgery  of  New  Born,  Bernard 
Spencer,  M.D.,  Surgery  of  Infants  and 
Children,  Minneapolis,  Minn  . 

3:00  Visit  the  Exhibits 

3:15  Knee  Injuries  in  Athletics,  Donald  Lannin 
M.D. 

3:45  Elective  Surgery  of  New  Bom,  Bernard 
Spencer,  M.D. 

5:30  Social  Hour:  Sheraton  Martin  Hotel 

Your  Host:  Cusack  Harmon  Drug  Company 

7 :00  Dinner,  Ballroom 

Banquet  Speaker:  Honorable  Jack  E.  Miller, 
United  States  Senator 


February  16,  1962 

FRIDAY  MORNING 
Sheraton  Martin  Hotel 
8:45  Exhibits  Open 
9:00  Movie: 

1.  Next  Step 

2.  Cancer  Detection;  Proctoscopy  in  Office 
Practice 

9:30  Bleeding  in  the  First  Weeks  of  Life,  Robert 
Carter,  M.D.,  Associate  Professor  of 
Pediatrics,  S.U.I. 

10:00  Use  of  New  Progestational  Drugs  in  OB 
and  Gyn,  Clifford  Goplerud,  M.D.,  Asso- 
ciate Professor,  OB  and  Gyn,  State  Uni- 
versity of  Iowa 

10:30  Visit  Exhibits 

11:00  Cancer  Chemotherapy,  Fred  Ansfield,  M D., 
Cancer  Research  Center,  University  of 
Wisconsin 

12:00  Luncheon,  Sheraton  Martin  Hotel 

Discussion:  Robert  Cartel-,  M.D.;  Clifford 

Goplerud,  M.D.;  Fred  Ansfield,  M.D. 

FRIDAY  AFTERNOON 

1:30  Movie:  External  Cardiac  Resuscitation 
2:00  Control  and  Management  of  Nasal  Hemor- 
rhage, O.  E.  Halberg,  M.D.,  Mayo  Clinic 
2:45  Visit  Exhibits 

3:00  Jaundice  in  Neonatal  Period,  Robert  Carter, 

M.D. 

3:30  Surgical  Treatment  of  Incomplete  Cervical 
Os,  Clifford  Goplerud,  M.D. 

4:00  Discussion 


Postgraduate  Courses  Offered  and  Regional 
Meetings  American  College  of 
Physicians,  Spring,  1962 — 

A schedule  of  six  postgraduate  courses 
and  twelve  regional  meetings  for  the  first 
quarter  of  1962  were  announced  recently  by 
the  American  College  of  Physicians.  They 
are  at  dates  and  places  given  in  the  follow- 
ing: First  quarter,  1962,  Postgraduate 

Courses  and  their  directors  are : 

January  15-18,  Ochsner  Foundation  Hos- 
pital, New  Orleans,  La.;  “Internal  Medicine 
— Today’s  Problems  in  Diagnosis  and  Man- 
agement, and  Tomorrow’s  Projections,”  A. 
Seldon  Mann,  M.D.,  F.A.C.P.,  and  William 
D.  Davis,  Jr.,  M.D.,  F.A.C.P.,  Co-Directors. 

January  29  - February  1,  The  University 
of  Michigan  Medical  School,  Ann  Arbor, 
Mich.;  “Medical  Genetics,”  James  V.  Neel, 
M.D.,  F.A.C.P.,  Director. 

February  12-16,  Washington  University 
School  of  Medicine,  St.  Louis,  Mo.;  “Path- 
ologic Physiology  of  the  Blood  Dyscrasias,” 
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Carl  V.  Moore,  M.D.,  F.A.C.P.;  William  J. 
Harrington,  M.D.,  F.A.C.P. ; and  Edward  H. 
Reinhard,  M.D.,  F.A.C.P.,  Co-Directors. 

February  19-23,  Baylor  University  College 
of  Medicine,  Houston,  Tex.;  “Symposia  on 
Challenging  Medical  Problems,”  Raymond 
D.  Pruitt,  M.D.,  F.A.C.P.,  Director. 

March  5-9,  University  of  Michigan  Medi- 
cal School,  Ann  Arbor,  Mich. ; “Gastroenter- 
ology: Basic  Principles  and  Treatment,”  H. 
Marvin  Pollard,  M.D.,  F.A.C.P.,  Director. 

March  12-16,  University  of  Chicago  Clin- 
ics, Chicago,  111.;  “Selected  Subjects  in  In- 
ternal M e d i c i n e,”  Wright  Adams,  M.D., 
F.A.C.P.;  Robert  G.  Page,  M.D.  (Associate, 
A.C.P.),  Co-Directors. 

First  quarter,  1962,  Regional  Meetings 
and  their  sponsoring  A.C.P.  Governors  are: 

January  12-13,  Sun  Valley,  Idaho;  Paul  F. 
Miner,  M.D.,  F.A.C.P.,  Boise  Idaho;  and 
Drew  M.  Petersen,  M.D.,  F.A.C.P.,  Ogden, 
Utah,  Governors. 

January  19-20,  Colorado  Springs,  Colo- 
rado; Charley  J.  Smyth,  M.D.,  F.A.C.P.,  Gov- 
ernor. 

February  2-3,  Banff,  Canada;  Percy  H. 
Sprague,  M.D.,  F.A.C.P.,  Governor. 

February  10,  Wilmington,  Dela. ; Ward  W. 
Briggs,  M.D.,  F.A.C.P.,  Governor. 

February  16-18,  Santa  Barbara,  Calif.; 
George  C.  Griffith,  M.D.,  F.A.C.P.,  Gover- 
nor. 

February  17,  Richmond,  Va. ; Kinloch  Nel- 
son, M.D.,  F.A.C.P.,  Governor. 

February  21,  Honolulu,  Hawaii;  Hastings 
Walker,  M.D.,  F.A.C.P.,  Governor. 

February  23,  Emporia,  Kans. ; Fred  J. 
McEwen,  M.D.  F.A.C.P.,  Governor. 

February  24,  Columbia,  Mo.;  Paul  0. 
Ilagemann,  M.D.,  F.A.C.P.,  Governor. 

February  24,  Vancouver,  B.C. ; H.  Archi- 
bald Des  Brisay,  M.D.,  F.A.C.P.,  Governor. 

March  9-10,  Albuquerque,  N.M. ; Robert 
Friedenberg,  M.D.  F.A.C.P.,  Governor. 

March  24,  Lincoln,  Nebraska;  Edmond  M. 
Walsh,  M.D.,  F.A.C.P.,  Governor. 


Respiratory  Problems  in  the  Newborn  to  be 
Basis  of  Conference — 

A postgraduate  conference  on  “Respira- 
tory Problems  in  the  Newborn”  will  be  held 
at  Childrens  Hospital,  Omaha,  on  Friday, 
May  25,  1962.  Guest  speakers  will  be:  Mar- 
vin Cornblath,  M.D.,  Associate  Professor  of 
Pediatrics,  University  of  Uinois;  John  M. 
Craig,  M.D.,  Pathologist-in-Chief,  Boston 
Lying-In  Hospital.  Address  inquiries  to 
Postgraduate  Seminar,  Childrens  Memorial 
Hospital,  Omaha  5,  Nebraska. 


News  and  Views 

Blue  Shield  Doing  Well,  Thank  You — 

Enrollment  in  the  nationwide  Blue  Shield 
Plans  passed  the  48,400,000  mark  as  of  Sep- 
tember 30,  1961,  John  W.  Castellucci,  Execu- 
tive Vice  President  of  the  National  Associa- 
tion of  Blue  Shield  Plans,  reported  recently. 
Total  membership  in  the  75  medical-surgical 
Blue  Shield  Plans  amounted  to  48,415,337, 
as  a result  of  a net  gain  of  1,330,349  new 
members  during  the  first  nine  months  of 
1961. 

“Blue  Shield  now  covers  one  out  of  every 
four  Americans,  and  almost  15  per  cent  of 
the  total  Canadian  population,”  Mr.  Castel- 
lucci indicated. 

Thirteen  Blue  Shield  Plans  have  enrolled 
more  than  40  per  cent  of  the  population  in 
the  areas  they  serve.  Among  the  13,  the 
District  of  Columbia  Blue  Shield  Plan  has 
enrolled  more  than  80  per  cent  of  the  popu- 
lation in  its  area,  while  the  Rhode  Island, 
Rochester,  N.Y.,  and  Delaware  Plans  have 
more  than  60  per  cent  of  their  service  areas 
covered. 

Malpractice  Suits  Against  Government 
Rising — 

From  Washington  Report  for  Dec.  11, 
1961,  we  learn  that  the  number  of  malprac- 
tice suits  against  the  Government  is  going 
up  and  the  size  of  verdicts  against  the  de- 
fendant is  also  rising.  As  of  December  1, 
the  Government  was  preparing  to  defend  in 
131  malpractice  cases  in  which  $32,108,470 
was  sought  in  damages.  These  suits  are  for 
the  most  part  against  the  Veterans  Admin- 
istration. Damages  allowed  have  been  as 
high  as  $200,000. 
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Most  of  Our  Senior  Citizens  Are  Neither 
Destitute  Nor  Desperate — 

According  to  the  Omaha  World-Herald 
(Dec.  4,  1961)  about  a year  ago  the  St.  Louis 
County  Medical  Society  set  up  a plan  to 
provide  medical  care  at  greatly  reduced  fees 
for  the  over-65  group  of  its  citizens.  The 
plan  went  into  effect  with  great  publicity. 
It  seemed  that  here  was  a method  for  cor- 
rection of  any  problems  the  senior  citizens 
had  in  paying  for  adequate  medical  care. 

“But  what  happened”  asks  the  editor. 
Here  was  a urgent  invitation  to  apply  for 
cheap  but  good  care,  coupled  by  willingness 
on  the  part  of  the  doctors  to  forego  up  to 
90  per  cent  of  their  fees.  In  the  face  of 
this  arrangement  fewer  than  100  people  in 
St.  Louis  County  took  advantage  of  the  in- 
vitation and  asked  for  medical  care  at  re- 
duced rates. 

The  St.  Louis  Globe-Democrat  decided 
“that  most  of  our  senior  citizens  are  neither 
destitute  nor  desperate”  and  that  the  argu- 
ments for  a massive  Federal  health  program 
do  not  stand  up  under  examination. 


Deaths 

HOTZ  — Edward  J.  Hotz,  M.D.,  Oelwein, 
Iowa  — Doctor  Edward  J.  Hotz,  68,  died 
November  29,  1961  in  Oelwein,  Iowa,  after 
a long  illness.  Doctor  Hotz  formerly  had 
a medical  practice  in  Omaha. 

BULAWA  — Francis  A.  Bulawa,  M.D., 
Norfolk.  Doctor  Francis  A.  Bulawa,  46, 
died  of  cancer  November  28,  1961,  in  an 
Omaha  hospital.  Born  April  6,  1915  at 
Charles  City,  Iowa,  he  received  his  Doctor 
of  Medicine  degree  from  the  Creighton 
University  School  of  Medicine  in  1942.  Aft- 
er serving  in  the  U.S.  Navy  he  started 
practicing  in  Norfolk  in  1951. 

ZOERB  — Edward  Franklin  Z o e r b, 
M.D.,  Scottsbluff.  Doctor  Edward  F. 
Zoerb,  85,  died  November  21,  1961,  at  a 
hospital  in  Hastings.  Born  February  22, 
1876,  at  Algoma,  Wisconsin,  he  graduated 
from  the  University  of  Wisconsin  and  from 
Rush  Medical  College  in  Chicago  in  1910. 
Doctor  Zoerb  moved  to  Scottsbluff  in  1920, 
from  Clarkson,  Nebraska,  where  he  prac- 
ticed medicine  for  many  years. 


The  Woman's  Auxiliary 

Midyear  Board  Meeting  To  Be  Held — 

The  Midyear  Board  Meeting  of  the  Ne- 
braska State  Medical  Auxiliary  will  be  held 
in  Lincoln  on  Sunday,  February  18th,  at 
9:30  a.m.  at  the  Cornhusker  Hotel. 

This  includes  officers,  committee  chair- 
men, directors,  councilors,  and  county  presi- 
dents. 

You  will  receive  a reminder  by  mail  and 
all  members  are  expected  to  attend. 

The  Madison  Six  County  Medical  Aux- 
iliary met  on  Friday,  December  8th,  and 
after  having  a joint  dinner  with  the  Med- 
ical Society  the  members  of  the  auxiliary 
held  their  meeting  with  Mrs.  George  Salter, 
President,  presiding. 

The  auxiliary  is  making  plans  for  a bene- 
fit bridge  party  with  Mrs.  G.  D.  Conwell, 
Norfolk,  and  Mrs.  Salter  in  charge.  The 
groups  discussed  projects  for  the  year. 

Those  at  the  meeting  were  Mesdames 
Dwaine  Peetz,  Neligh ; R.  L.  Tollefson,  Wau- 
sa;  Stanley  Neil,  Niobrara;  Warren  Han- 
sen, Wisner;  R.  H.  Scheer,  West  Point: 
James  L.  Carlson,  Verdigre;  Charles  Ing- 
ham, B.  R.  Farner,  Salter  and  Conwell,  Nor- 
folk. 

For  the  past  nine  years  the  December 
meeting  of  the  Lancaster  County  Medical 
Auxiliary  has  been  “Special.”  Each  mem- 
ber is  asked  to  bring  a new  doll  to  the  meet- 
ing. These  dolls  are  donated  to  Family 
Service  and  they  distribute  them  to  the  chil- 
dren of  the  needy  in  the  community.  This 
year  we  contributed  63  dolls. 

Our  newspapers  have  become  interested 
in  this  annual  project  and  usually  make  ar- 
rangements to  take  pictures  for  one  of  their 
editions. 

At  this  year’s  meeting  we  were  also  en- 
tertained with  Christmas  music  by  the 
Triple  Trio  of  Northeast  High  School.  Dr. 
Harold  Morgan  spoke  to  us  on  the  great 
need  of  contributions  for  the  Nebraska 
Medical  Foundation,  and  a representative  of 
the  Civil  Defense  Committee  discussed  the 
importance  of  fall  out  shelters. 
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Know  Your 
Blue  Shield  Plan 


Local  Autonomy  vs.  National  Survival — 

. . Blue  Shield  is  sponsored  and  sup- 
ported by  physicians,  nationwide.  More 
and  more  nationwide  corporations  and  na- 
tional organizations  are  becoming  interested 
in  purchasing  health  insurance  on  a uni- 
form, nationwide  basis.  But  Blue  Shield, 
at  this  moment,  is  not  sufficiently  equipped 
as  a national  movement  to  supply  and  serv- 
ice their  need  for  nationwide  health  insur- 
ance coverage  . . .” 

The  words  are  those  of  Carl  Ackerman, 
M.D.,  Chairman  of  the  Board  of  United 
Medical  Service  — New  York’s  Blue  Shield 
Plan  — but  the  emphasis  is  ours. 

Why  have  the  69  autonomous  local  U.S. 
Blue  Shield  Plans  failed  to  agree  upon  a 
marketable  Blue  Shield  program  for  na- 
tional accounts?  Dr.  Ackerman  points  to 
the  venerable  principle  of  local  autonomy: 
“Each  Plan,”  he  says,  “thinks  its  approach 
to  the  problem  is  best  and  allows  for  little 
give  and  take.”  He  supports  the  principle 
of  local  autonomy  for  local  problems;  but 
he  asserts  that  “the  principle  that  concerns 
me  is  that  Blue  Shield  continues  to  serve  as 
a major  mechanism  to  preserve  for  the  pub- 
lic and  the  medical  profession  the  freedom 
of  the  voluntary  system  of  medical  practice 
in  this  country.” 

Medicine’s  stake  in  Blue  Shield  is  incal- 
culable. It  represents  by  far  the  largest 
underwriter  of  voluntary  prepaid  medical 
care.  It’s  the  only  program  operated  un- 
der the  guidance  and  sponsorship  of  the 
medical  profession  and  committed  to  the 
free-choice,  fee-for-service  pattern  of  prac- 
tice. 

Give  and  take  is  the  essence  of  survival. 
By  giving  a little,  and  adjusting  the  details 
of  our  local  Plans  to  conform  to  the  de- 
mands of  the  national  market  — always 
without  compromising  any  important  prin- 
ciple — we  may  save  free  medicine  for  our 
patients  and  ourselves. 

The  answer  lies  with  us  — for  Blue 
Shield  looks  to  us  for  guidance.  And  we 
must  look  to  Blue  Shield  if  we  are  to  con- 
tinue to  be  the  masters  in  the  house  of  medi- 
cine. 


In  case  of  unfavorable  reaction  follow- 
ing a transfusion,  much  of  the  responsibil- 
ity rests  with  the  physician  who  has  ordered 
the  transfusion.  Requests  for  transfusion 
of  whole  blood  or  blood  derivatives  should 
be  made  with  notation  of  the  indication  for 
transfusion  in  order  that  the  physician  or 
physicians  in  charge  of  the  Transfusion 
Service  may  be  able  to  advise  concerning 
the  speed  and  volume  of  transfusion,  as  well 
as  the  type  and  quantity  of  material  best 
suited  to  the  patient’s  needs. 


in 

'^ublic^Qelationa 

+ Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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Books 


Books  received  this  past  month  include  the  pro- 
ceedings of  the  Second  Hahnemann  Symposium  on 
Hypertensive  Disease  — eighty-five  papers  pre- 
sented by  117  of  the  foremost  authorities  and  re- 
search workers  in  this  field.  The  First  Hahne- 
mann Symposium  on  Hypertensive  Disease  was 
held  in  Philadelphia  in  1958.  The  speed  of  scien- 
tific accomplishment  in  this  field  is  acknowledged 
by  the  fact  that  two  and  one-half  years  later 
(May,  1961)  sufficient  new  data  had  been  acummu- 
lated  to  warrant  an  academic  reconsideration  of 
this  subject. 

The  major  achivements  during  the  past  few  years 
have  included  newer  knowledge  of  catecholamine 
metabolism  and  an  improved  understanding  of  the 
interrelationships  between  arteriosclerosis  and  hy- 
pertension. These  advances  are  detailed  in  the 
current  volume.  In  addition,  all  of  the  presently 
known  facts  and  theories  of  the  natural  history, 
etiology  and  pharmacology  of  hypertension  are  re- 
viewed. 

It  is  geneially  agreed  by  students  of  hyperten- 
sion that  more  scientific  knowledge  has  been 
gained,  in  this  area,  during  the  past  decade  than 
in  the  entire  preceding  half-century. 

This  present  volume  will  interest  all  serious 
students  of  hypertension. 

“Hypertension  — Recent  Advances,  The  Sec- 
ond Hahnemann  Symposium  on  Hypertensive 
Disease,”  edited  by  Albert  N.  Brest,  M.D.  and 
John  H.  Moyer,  M.D.  Published  in  December, 
1961  by  Lea  and  Febiger  of  Philadelphia.  660 
pages.  (Price  not  given  — but  probably  about 
$9.00). 

A book  that  will  interest  all  doctors  and  medical 
students  (in  spite  of  a title  which  might  lead  one 
to  believe  that  only  surgeons  might  be  interested) 
is  the  new  book  entitled  “Problems  in  Surgery.” 
This  book  is  based  upon  tape  recordings  of  the 
Surgical  Grand  Rounds  at  the  New  York  Hospital 
— Cornell  Medical  Center.  The  editor  has  added 
follow-up  studies  and  has  reported  on  the  long- 
range  outcome  and  has  compiled  suitable  refer- 
ences. X-ray  illusti’ations  are  included,  as  are  EKG 
tracings,  pictures,  diagrams,  illustrations,  tables, 
and  charts,  thus  giving  the  reader  the  same  infor- 
mation that  he  would  have  if  he  were  attending 
the  Surgical  Grand  Rounds  on  Saturday  morning 
at  the  New  York  Hospital. 

One  hundred  fifty-two  cases  are  presented. 
These  include  problems  in  pulmonary  surgery; 
cardiac  surgery;  vascular  surgery;  surgery  of  the 
alimentary  ti-act;  surgery  of  the  liver,  biliary  tract 
and  spleen;  urologic  surgery;  neurosurgery;  sur- 
gery of  the  endocrine  glands;  plastic  surgery;  sur- 
gical problems  in  fractures  and  dislocations;  or- 
thopedic surgery;  and  miscellaneous  surgical  pro- 
cedures such  as  those  for  otosclerosis,  cataract  ex- 
traction, etc. 

The  presentation  follows  the  format  usually  used 


in  the  familiar  Clinico-Pathological  Conferences 
such  as  those  published  in  the  New  England  Jour- 
nal of  Medicine.  However,  in  most  of  these  cases, 
the  surgeons  have  the  ‘last  word”  rather  than  the 
pathologists. 

“Problems  in  Surgery”  from  the  Surgical 

Grand  Rounds  at  The  New  York  Hospital — 

Cornell  Medical  Center.  Edited  by  George  E. 

Wantz,  Jr.,  M.D.  Published  in  December, 

1961  by  The  C.  V.  Mosby  Company  of  St. 

Louis.  512  pages.  $16.50. 

Another  new  book,  published  by  the  C.  V.  Mosby 
Company  in  December,  1961,  is  “Medical  Genetics, 
1958  - 1960”  written  by  Victor  A.  McKusick,  M.D., 
Professor  of  Medicine  at  The  Johns  Hopkins  Uni- 
versity School  of  Medicine,  assisted  by  43  of  his 
colleagues. 

The  operation  of  genetic  factors  is  observable  in 
all  areas  of  medicine.  The  reviews  in  this  book 
have  concerned  themselves  with  the  following  as- 
pects : 

1.  Analysis  of  phenotypic  features  which  may 
have  a bearing  on  recognition  of  given  “en- 
tities,” on  the  mechanism  of  gene  action,  and 
on  the  early  detection  of  the  disease. 

2.  Information,  especially  biochemical,  bearing 
on  the  “basic  defect”  and  the  mechanism  of 
gene  action,  the  chain  leading  from  gene  to 
disease. 

3.  The  formal  genetics,  mode  of  transmission, 
dynamics  in  populations,  linkage,  etc.  Evi- 
dence of  the  familial  aggregation  of  diseases 
which  are  probably  the  result  of  multiple 
genetic  and  environmental  factors  have  been 
included. 

For  the  most  part,  preventive  and  therapeutic 
measures  have  been  mentioned  only  when  they  are 
judged  to  have  a bearing  on  the  more  strictly 
genetic  aspects  of  the  disease,  are  based  on  present 
understanding  on  the  mechanism  of  the  disease,  or 
shed  light  on  that  mechanism.  These  reviews  at- 
tempt a critical  appraisal  of  reports  and  try  to 
avoid  becoming  simply  a bibliographic  listing. 

It  is  anticipated  that  these  review’s  will  be  par- 
ticularly useful  to  tw7o  groups: 

1.  clinicians  wTho  find  it  difficult  to  keep  up 
with  the  genetic  aspects  in  their  own  spe- 
cialty 

2.  general  geneticists  and  human  geneticists 

Of  the  work  reported  in  this  book,  the  most  con- 
sequential are  pi’obably  the  following: 

1.  that  concerning  the  anxinoacid  sequences  of 
variant  hemoglobins 

2.  the  description  of  chromosomal  aberx-ations 
as  the  basis  of  congenital  abnormalities  in 
man. 

The  above  two  axeas  have  been  reviewed  in  de- 
tail. Also  an  extensive  bibliography  is  listed. 
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“Medical  Genetics,  1958-1960,”  an  annotated 
review  by  Victor  A.  McKusick,  M.D.  Pub- 
lished in  December  1961  by  The  C.  V.  Mosby 
Company  of  St.  Louis.  534  pages.  $14.50. 

A challenging  little  book  has  been  received  from 
the  Philosophical  Library,  Inc.,  of  New  York  City. 
This  book,  entitled  “The  Art  of  Thinking,”  is  an 
analytical  examination  of  the  role  that  emotional 
elements  play  in  the  formulation  of  logical  propo- 
sitions. D.  D.  Runes,  the  author,  traces  underly- 
ing motivations  in  the  precepts,  concepts  and  at- 
titudes of  modern  man.  He  shows  the  reader  how 
motivated  thinking  infiltrates,  and  in  fact  often 
dominates,  the  prevailing  patterns  of  thought  in 
social,  religious,  cultui’al  and  even  scientific  or- 
ganizations. 

“The  Art  of  Thinking,”  by  D.  D.  Runes, 
Ph.D.  Published  by  the  Pihlosophical  Li- 
brary, Inc.  of  New  York  City,  December,  1961. 

90  pages.  $2.75. 

All  of  our  readers  who  have  ever  been  called 
into  court  to  give  expert  testimony  will  be  inter- 
ested in  knowing  about  “Trauma  — a medical 
journal  for  lawyers,”  designed  to  present  author- 
itative, definitive  and  exhaustive  articles  for  the 
lawyer  on  timely  medio-legal  subjects,  and  pub- 
lished every  two  months.  The  issue  sent  to  this 
department  was  the  October,  1961  issue  (Volume 
3,  Number  3).  This  journal  is  published  in  book 
form.  It  is  edited  by  Marshall  Houts,  Ll.B.,  who 
has  been  a Special  Agent  of  the  F.B.I.,  a municipal 
judge,  General  Counsel  to  Earl  Stanley  Gardner’s 
Court  of  Last  Resort,  and  Professor  of  Law  at 
Michigan  State  University  and  the  University  of 
California  at  Los  Angeles.  In  his  editing  Mr. 
Houts  is  assisted  by  nine  M.D.s,  one  Ph.D.,  and 
three  other  lawyers. 

In  this  issue  the  editor  starts  out  with  an  edi- 
torial in  which  he  takes  issue  with  the  A.M.A. 
House  of  Delegates  who  unanimously  endorsed  the 
concept  of  nonpartisan  medical  testimony  at  their 
last  annual  convention.  Following  the  editorial  is  a 
40-page  ax-ticle  describing  the  “Anatomy  and  Physi- 
ology of  the  Skin”  by  Hermann  Pinkus,  M.D., 
Chairman  of  the  Dermatology  Department  of  the 
Wayne  State  University  College  of  Medicine  in 
Detroit.  Next  is  a 24-page  article  on  “Contact 
Dermatitis”  by  Sidney  Olansky,  M.D.,  Professor 
of  Dermatology  at  the  Emory  University  School  of 
Medicine  in  Atlanta,  Georgia. 

Then  the  editor,  Marshall  Houts,  takes  15  pages 
to  tell  the  reader  all  about  “Presenting  the  Medical 
Evidence  in  Contact  Dermatitis.”  This  section  in- 
cludes questions  and  answers  from  the  plantiff’s 
medical  witness;  direct  examination  questions  and 
answers;  cross  examination  questions  and  answers; 
and  the  redirect  examination. 

The  last  section  in  the  journal  concerns  “Trauma 
to  the  Kidney,”  an  article  written  by  James  F. 
Glenn,  M.D.,  an  assistant  professor  of  urology  at 
the  Yale  University  School  of  Medicine. 

“Trauma  — Medicine,  Anatomy,  and  Surgery 
for  Lawyers,”  a medical  journal  for  lawyers 
published  every  two  months  by  Mathew  Bender 
and  Company,  Inc.,  Albany  1,  New  York. 
(Price  not  given). 


TUBERCULOSIS  ABSTRACTS 

OBSERVATIONS  ON  EXCESS  MORTALITY 
ASSOCIATED  WITH  EPIDEMIC  INFLUENZA 

Two  epidemics  of  Asian  influenza  since  1957 
have  resulted  in  86,000  excess  deaths.  High- 
risk  groups  are  those  65  years  of  age  and  over, 
persons  with  certain  chronic  diseases,  and  preg- 
nant women.  Immunization  is  suggested  for 
these  groups. 

One  of  the  classic  epidemiologic  descriptions  fre- 
quently applied  to  influenza  is  embodied  in  the 
phrase  “high  morbidity,  low  mortality.”  Such  a 
description,  however,  tends  to  lose  sight  of  the 
fact  that  morbidity  in  epidemic  influenza  may  be 
so  high  that  even  the  relatively  low  associated 
mortality  may  itself  reach  grave  proportions. 

Two  epidemics  of  Asian  strain  influenza  have 
occurred  in  the  United  States  since  the  identifica- 
tion of  this  antigenic  variant  in  May,  1957.  The 
first  occurred  in  two  distinct  waves  from  Septem- 
ber through  December,  1957,  and  from  January 
through  March,  1958;  a total  of  almost  40,000 
excess  deaths  was  recorded  during  the  first  wave 
and  of  20,000  during  the  second  wave.  During  the 
first  three  months  of  1960  a second  major  epidemic 
occurred,  resulting  in  approximately  27,000  excess 
deaths.  A total  of  86,000  deaths  in  excess  of  the 
expected  number  thus  occurred  in  the  United  States 
as  a result  of  Asian  influenza  epidemics  in  the 
three-year  period. 

It  is  important  to  determine  in  how  many  of 
the  86,000  excess  deaths  influenza  was  merely 
a terminal  event  in  an  ah’eady  severely  debili- 
tated patient,  and  in  how  many  influenza  and  its 
accompanying  penumonia  may  have  killed  a per- 
son in  active,  productive  life,  albeit  in  an  older 
age  group,  or  with  definite  but  compensated  chron- 
ic disease. 

The  best  measure  of  the  total  impact  of  an 
epidemic  is  provided  by  the  total  excess  mortal- 
ity. 

When  excess  mortality  data  are  analyzed  by 
age,  it  is  apparent  that  the  heaviest  toll  is  paid 
by  the  population  over  65  years.  Although  during 
the  first  epidemic  period  only  slightly  over  one 
half  of  the  excess  deaths  occurred  in  persons  65 
years  and  older,  this  proportion  increased  in  suc- 
ceeding epidemics;  in  the  1960  epidemic,  80  per 
cent  of  the  excess  deaths  ocurred  among  individuals 
in  this  age  group. 

It  need  not  seem  paradoxical  that  an  epidemic 
of  influenza  should  cause  a distinct  wave  of  ex- 
cess deaths  said  to  be  due  to  cardiovascular- 
renal  disease,  or  to  some  condition  other  than  in- 
fluenza or  pneumonia.  These  “epidemics”  of 
chronic  disease  are  because  deaths  in  the  United 
States,  as  well  as  in  most  other  countries,  are 
tabulated  by  “primary”  cause,  that  is,  the  cause 
that  initiated  the  train  of  circumstances  which 
eventually  resulted  in  death. 

LIVES  CUT  SHORT 

Analysis  of  the  excess  mortality  data  has  sug- 
gested that  most  victims  of  an  influenza  epidemic 
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are  those  who  might  have  lived  considerably  long- 
er had  influenza  not  claimed  them,  rather  than  se- 
verely delibilitated  patients  in  whom  influenza  is 
simply  the  terminal  event. 

Excess  influenza-associated  deaths  due  to  asthma, 
diseases  of  the  respiratory  system  other  than  in- 
fluenza and  pneumonia,  and  pulmonary  tuberculo- 
sis probably  occur  primarily  in  patients  whose  pul- 
monary function  is  significantly  compromised.  The 
lives  of  diabetics  are  jeopardized  by  influenza  not 
only  by  their  increased  risk  of  bacterial  superin- 
fection and  increased  incidence  of  cardiovascular- 
renal  disease,  but  also  by  the  increased  risk  of 
acidosis  and  coma  during  an  acute  infection. 

An  increased  risk  of  influenza  death  in  associa- 
tion with  certain  conditions  is  better  demonstrat- 
ed by  clinical  studies  than  by  analysis  of  reported 
mortality  data.  The  association  of  rheumatic 
heart  disease  and  influenza-associated  death,  par- 
ticularly rheumatic  mitral  stenosis  and  fatal  influ- 
enza-virus pneumonia,  for  example,  is  well  docu- 
mented in  the  literature. 

A relationship  between  influenza-associated 
deaths  and  pregnancy  is  a common  clinical  impres- 
sion. Several  studies  carried  out  during  the  1957 
pandemic  have  indicated  that  pregnant  women  are 
definitely  at  greater  risk  of  death  from  influenza 
than  non-pregnant  women  of  the  same  age  group. 

VACCINATION  FOR  HIGH-RISK  GROUPS 

There  is  a significant  body  of  evidence  that  the 
lethal  potential  of  epidemic  influenza  is  still  pres- 
ent. Rather  than  recurring  in  a mild  form,  as 


might  have  been  anticipated  as  the  over-all  im- 
munity of  the  population  increased,  the  most  recent 
outbreak  in  1960  resulted  in  excess  mortality  which 
exceeded  that  of  the  second  wave  of  the  1957-1958 
epidemic  and  approached  that  of  the  first  wave. 

This  analysis  serves  to  underscore  the  fact  that 
certain  individuals  are  at  increased  risk  of  death 
from  influenza.  Three  broad  groups  can  be  iden- 
tified — persons  over  65,  persons  with  certain 
associated  chronic  diseases,  and  pregnant  women. 
The  chronic  illnesses  of  significance  include  cardio- 
vascular-renal disease,  particularly  rheumatic 
heart  disease;  chronic  pulmonary  disease,  e.g., 
bronchial  asthma  and  pulmonary  tuberculosis;  and 
metabolic  disease  such  as  diabetes  mellitus. 

It  would  seem  entirely  reasonable  to  believe 
that  the  prevention  of  influenza  in  these  high-risk 
groups  would  result  in  a corresponding  reduction 
of  excess  influenza-associated  mortality.  Annual 
immunization  of  such  high-risk  groups  against  in- 
fluenza might  well  be  highly  effective  in  reducing 
the  disquieting  toll  of  excess  deaths  periodically  ex- 
acted by  epidemic  influenza. 

— Theodore  C.  Eiekhoff.  M.D.  ; Ida  L.  Sherman.  M.S.,  and 

Robert  E.  Serflingr,  Ph.D.,  The  Journal  of  the  American 

Medical  Association,  June  3,  1961. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 

Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 

Mr.  Albert  V.  Whitehall,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 

Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 

International  College  of  Surgeons 

Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 

John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D  , Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building 
Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary- 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mi-s.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Dii'ector 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Bowen  Taylor,  M.D.,  President 
Lincoln  Clinic 
Lincoln  Nebi'aska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebi'aska 

Nebraska  State  Medical  Association 

Kenneth  Neff,  Executive  Seci-etary 
1315  Sharp  Building 
Lincoln  8,  Nebi'aska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 


.00 


Nebraska  S.  M.  J. 


The  Nebraska  State 
A Medical  Journal 


(ft?*  ' ; 


March,  1982 


Index  on  Page  4-A 


t 


1962  ANNUAL  SESSION  N.  S.  M.  A. 
APRIL  30  - - MAY  1 - 2 - 3rd 


LIBRARY  OF  THE 

COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


MAR  9 - 1962 


« NO « 


*Vd  ‘ VIHdiauV'lIHd 

T 3 1 h V u o m * a • * ^ 

IHN1S3H0  3A0hV  ’is  Q N2S 
SfvVJO  X F^AHd  d U 
42  0 j *7 T 0 0 3 Hi,  30  A L V t "7 


when  the  perfect  combination 

is  threatened  by  a cough 


EDITORIALS 


The  Nebraska  State 


Medical  Journal v 

RECORDING  LABORATORY 
DATA 

As  has  been  said  on  a number  of  occa- 
sions, a medical  article  is  written  to  in- 
struct the  reader.  Nothing  should  be  re- 
corded in  such  an  article  that  may  lead  to 
confusion,  misunderstanding,  or  false  con- 
clusions. The  areas  in  which  misleading 
data  can  most  easily  be  recorded  is  that  of 
laboratory  reports.  A few  examples  will  be 
given  to  illustrate  this  thesis. 

Reports  giving  the  level  of  blood  serum 
amylase  is  one  of  the  choicest  examples. 
Many  times  one  sees  a figure  such  as  “90 
units”  recorded,  occasionally  followed  by 
the  notation,  “a  normal  level.”  This  or  any 
other  level  would  be  much  more  meaningful 
had  the  author  written  it  as  “90  units  (nor- 
mal, 50-180)”  or  “90  units  (50-180).” 

The  following  data  concerns  8 methods  of 
determining  the  blood  amylase  and  gives  the 
normal  values  by  each  method : 


Unit  Range  of  Normal 

Somogyt 50-180  units/100  ml.  serum 

Myers 70-240  units/100  ml.  serum 

Norby 0011  to  .0071  units/100 

ml.  serum 

Russell Less  than  40  units 

Smitii-Roe 40-130  units  per  ml.  serum 

Wohlgemuth Less  than  32  units 

Wohlgemith-Bray 15-50  units/100  ml.  serum 

Teller 20-100  units/100  ml.  serum 


The  same  remarks  apply  to  recording 
urinary  amylase.  Three  methods  with  their 
respective  normals  are  listed  below.  Each 
varies  from  the  others  in  a considerable  de- 
gree: 

Units  of  urinary  amylase:  normal  range: 


Unit  Range  of  Normal 

Dozzi-Somogyt 264-953  units/24  hours 

Norby Below  .055  units/24  hr. 

Fogel Below  300  units/24  hours 


At  once,  it  becomes  obvious  that  a record 
of  the  quantity  of  amylase  in  blood  serum 
or  in  urine  should  be  something  more  than 
a mere  figure.  It  could  be  recorded  and  the 
figure  followed  by  the  name  of  the  method, 
but  this  would  require  most  readers  to  stop 
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and  look  up  the  method.  It  would  be  better 
to  record  and  follow  by  parentheses  includ- 
ing the  range  of  normal,  as  90  units  (50- 
180). 

What  we  have  said  about  amylase  is  ap- 
plicable throughout  much  of  the  full  range 
of  laboratory  data.  Wherever  there  is  a 
chance  for  misunderstanding,  indicate  a 
normal  figure  following  your  finding.  Most 
physicians  do  not  carry  in  their  minds  a 
whole  range  of  normal  figures  for  labora- 
tory data,  and  they  will  be  especially  pleased 
to  see  at  hand  what  they  usually  have  had 
to  look  up. 

The  sedimentation  rate  often  is  another 
“stopper.”  From  an  article  in  the  New 
England  Medical  Journal  we  just  gleaned 
the  following  statement.  A case  was  under 
discussion  and  the  statement  was  made  that 
“The  sedimentation  rate  was  24.”  The 
first  thought  is,  of  course,  is  this  a normal 
or  high  rate?  No  note  was  made  as  to  the 
method  used  or  as  to  the  normalcy  of  the 
“24.”  So  far  as  the  value  of  this  figure  is 
concerned,  it  may  as  well  have  been  left 
out.  One  should  always  record  the  method 
of  determination  or,  preferably,  the  normal 
figures  by  the  method  used.  The  following 
data  on  sedimentation  rates  reveal  the  rea- 
son. The  normals  by  the  various  methods 


are  as  follows: 

Cutler men  2-8  mm. /hour 

women  2-10  mm. /hr. 

Rourke-Ernstine not  more  than  0.4  mm. /one 

minute 

Westergren 0 to  9 mm. /hr. 

Wintrobe men  0-9  mm. /hr. 

women  0-20  mm./hr. 


By  consulting  the  above  data  one  could 
decide  that  “24”  is  slightly  high  for  any  of 
the  methods  excepting  that  of  Rourke  and 
Ernstine  in  which  the  maximum  is  exactly 
24  mm.  In  this  instance  the  reader  would 
do  well  to  disregard  the  sedimentation  rate 
and  try  to  make  the  diagnosis  on  other  data 
having  a more  reliable  background. 

When  a figure  is  recorded  representing 
a scientific  answer  as  coming  from  the  lab- 
oratory, let  us  say  blood  sugar  level,  it 
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should  not  be  recorded  as  mg.  , but  as 
mg.  per  100  ml.  of  blood.  Let  us  say  we 
are  dealing  with  a figure  of  90  mg. /100  ml. 
of  blood.  It  is  very  often  written  as  90 
mg.  rr . Expressed  in  this  manner  it  means 
90  mg.  of  glucose  per  each  100  mg.  of  blood 
w hen  the  recording  individual  actually 
means  90  mg.  glucose  per  each  100  ml.  of 
blood.  Such  a record  is  always  a false  rec- 
ord and  proper  interpretation  depends  upon 
the  reader’s  ability  to  figure  or  upon  his 
credulity.  Nearly  always  he  passes  over  the 
mistake  and  probably  kindly  thinks  how 
busy  the  writer  is. 

Let  us  try  to  write  so  there  can  be  no 
chance  of  being  misunderstood  and,  at  the 
same  time,  so  simply  that  any  reader  can 
comprehend  our  meanings. 


SOCIETY  FOR  ACADEMIC 
ACHIEVEMENT 

The  Society  for  Academic  Achievement 
(SAA)  is  dedicated  to  the  promotion,  popu- 
larizing, and  rewarding  high  academic 
achievement  in  secondary  schools  in  the 
LTnited  States  and  Canada ; to  early  identify, 
guide  and  motivate  talented  students  to 
seek  college  education.  The  Society  was  or- 
ganized, and  incorporated,  not-for-profit, 
in  Quincy,  Illinois,  in  1959.  It  was  initiated 
and  promoted  by  a physician,  Doctor  Harold 
Swanberg,  of  Quincy,  sponsored  by  founda- 
tions of  the  Adams  County  (111.)  Medical 
Society,  the  Kiwanis  Club  of  Quincy,  and 
American  Medical  Writers’  Association,  and 
the  Mississippi  Valley  Medical  Society.  It 
has  been  approved  by  the  House  of  Delegates 
of  the  American  Medical  Association  as  a 
worthy  project  for  county  medical  societies 
to  sponsor  and  promote. 

On  one  hand  communism  finds  fertile 
ground  among  the  youngsters  in  our  sec- 
ondary schools  where  it  can  be  implanted, 
take  root  and  bear  evil  fruit  as  the  children 
reach  maturity ; on  the  other  hand,  our 
country  needs  a much  greater  number  of 
high  grade  students  — “.  . . more  and  bet- 
ter scientists,  engineers,  doctors,  lawyers, 
teachers,  technicians ; . . . We  must  improve 
the  academic  output  of  our  educational  sys- 
tem.” (Ex-President  Conant  of  Harvard 
University).  The  offer  of  recognition  of  ex- 
cellence in  performance  in  school,  the  urging 
of  the  best  students  to  go  to  college,  guidance 


in  selection  of  a career,  et  cetera,  seemed  to 
Doctor  Swanberg  an  excellent  way  to  ob- 
tain “more  and  better”  college  graduates  in 
various  lines  of  work,  and,  at  the  same  time, 
a successful  way  of  blocking  the  advance  of 
communistic  ideology  among  the  young  stu- 
dents. 

SAA  has  been  put  to  work  in  many  high 
schools  aimed  at  stimulating  and  encourag- 
ing talented  students  toward  outstanding 
achievment.  A steadily  increasing  number 
of  professional  organizations,  service  clubs, 
Junior  League  chapters,  and  so  on,  are 
serving  as  community  sponsors  for  SAA  pro- 
grams in  high  schools  throughout  the  na- 
tion. At  least  one  city  in  Nebraska,  Lincoln, 
has  adopted  the  SAA  program,  sponsored  in 
this  instance  by  the  Junior  League. 

A program  in  our  secondary  schools  em- 
bodying the  objectives  and  methods  of  the 
Society  for  Academic  Achievement  seems 
highly  desirable,  and  would  be  a fine  project 
for  a county  medical  society  or  for  a chapter 
of  the  Woman’s  Auxiliary  to  a medical  so- 
ciety. If  any  one  is  interested  in  learning 
more  about  SAA,  he  may  write  to  Society 
for  Academic  Achievement,  P.O.  Box  110, 
Quincy,  Illinois. 


FEDERAL  FUNDS  IN  MEDICAL 
RESEARCH 

We  have  pointed  out,  from  time  to  time, 
the  increasing  amount  and  importance  of 
Federal  funds  in  medical  research  in  the 
United  States  (and,  more  recently,  in  for- 
eign countries).  We  have  referred  to  the 
influence  of  these  funds  upon  private  phil- 
anthropy, the  latter  going  down  as  the  for- 
mer rises.  We  have  noted  that  funds  nor- 
mally used  for  support  of  medical  schools 
are  increasingly  tied  up  in  implementation 
of  the  research  instigated  by  grants  of  Fed- 
eral funds,  to  the  point  that  teaching  of 
medical  students  threatens  to  become  sec- 
ondary to  medical  research.  We  have  ex- 
pressed some  anxiety  that  too  many  research 
students  may  be  hired  rather  than  bom  for 
this  kind  of  work. 

It  is  obvious  that  continuous  growth  of 
the  corps  of  doctors  required  for  research 
may  occur  at  the  expense  of  an  adequate 
number  of  graduates  dedicated  to  the  prac- 
tice of  medicine;  that  efforts  to  increase 
the  number  of  medical  graduates  to  meet 
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the  so-called  “shortage  of  doctors”  may  be 
neutralized  by  the  draining  off  of  more  and 
more  research  workers.  All  these  fears  are 
amply  supported  by  others,  even  some  edu- 
cators, as  well  as  the  American  Association 
of  Medical  Colleges. 

The  budget  of  the  National  Institute  of 
Health  (N.I.H.)  rose  from  $3.4  million  in 
1946  to  $560  million  in  1961,  and  it  has 
been  proposed  that  appropriation  of  funds 
for  research  shall  reach  $2  billion  by  1970. 
Facing  these  facts  and  conjecturing  as  to 
cause  and  effect,  one  wonders  who  and  what 
is  the  catalysing  agent. 

World  Medical  Neivs  (Feb.  3,  1961)  pub- 
lished the  results  of  its  probe  into  this 
field  and  came  up  with  some  interesting 
though  startling  information.  As  the  paper 
states  “Government  officials  and  politicians 
get  the  headlines,  but  the  real  movers  and 
shapers  of  research  planning  are  a select 
group  of  private  citizens.”  Senator  Lister 
Hill  (D.,  Ala.)  and  Representative  John  E. 
Fogarty  (D.,  R.I.),  get  the  credit,  but  the 
following  select  group  of  private  citizens  ac- 
tually dominates  the  Government  in  this 
field : Mrs.  Albert  D.  Lasker,  philanthropist, 
New  York;  Dr.  Sidney  Farber,  Boston  Path- 
ologist; New  York  banker,  James  A.  Ad- 
ams; Dr.  Michael  DeBakey,  Houston  sur- 
geon; Dr.  E.  Cowles  Andrus,  Baltimore 
cardiologist;  Dr.  Isador  Ravdin,  Philadel- 
phia surgeon;  and  Howard  A.  Rusk,  M.D., 
New  York  rehabilitation  authority. 

In  addition  to  the  above  one  must  men- 
tion Boisfeuillet  (“Bo”)  Jones  of  Emory 
University.  He  is  not  a doctor  but  director 
of  Emory’s  medical  program,  and  member 
of  N.I.H.’s  National  Advisory  Health  Coun- 
cil, and  close  advisor  of  Senator  Hill.  “Bo” 
is  the  top  medical  affairs  advisor  to  the  Sec- 
retary of  Health. 

It  would  require  much  too  much  space 
to  comment  on  this  blue-ribbon  group  indi- 
dividually  and  their  actions  and  spheres  of 
influence.  One  can  get  a more  detailed 
idea  of  these  characteristics  by  referring 
to  World  Medical  Neivs  for  September  3, 
1961,  pp.  34  to  36.  Perhaps  some  of  the 
names  will  be  significant  to  some  readers. 
One  can  scarsely  guess  what  comes  next, 
but  can  be  sure  that  lack  of  funds  will  be  no 
barrier  to  whatever  the  blue  ribbon  group 
may  plan. 


MAIL-ORDER  PRESCRIPTIONS 

The  mail-order  filling  of  prescriptions  is 
said  to  be  a mushrooming  business.  Descrip- 
tions of  the  premises,  equipment,  and  gen- 
eral lack  of  professional  atmosphere  in  some 
of  the  places  where  mail-order  prescriptions 
are  filled  have  shown  anything  but  the  ap- 
pearance of  a well-run  drug  business.  Ob- 
viously some  of  these  concerns  are  con- 
ducted only  for  the  profits  and  just  as  ob- 
viously have  no  regard  for  the  welfare  of 
the  patient. 

Even  if  a drugstore  dedicated  to  mail- 
order pharmacy  were  clean,  well  stocked 
and  gave  the  appearance  of  honesty,  such 
a way  of  obtaining  drugs  would  not  be  in 
the  best  interest  of  either  the  patient  or 
the  physician.  Delay,  uncertainty  of  get- 
ting what  the  prescription  calls  for,  diffi- 
culty in  altering  treatment  as  required  in  a 
given  case,  lack  of  patient-doctor-pharma- 
cist  relationship,  difficulty  for  the  doctor 
to  check  on  the  faraway  druggist,  lack  of 
direct  communication  between  doctor  and 
druggist,  and  many  other  difficulties  and 
dangers  combine  to  make  mail-order  pre- 
scription business  hazardous,  clumsy,  and 
inconvenient.  We  should  do  all  we  can,  as 
doctors,  to  discourage  it. 


CORRECTION 

On  page  20  of  the  January,  1962,  issue  the 
invocation  is  credited  to  Reverend  Robert 
Weston.  In  fact,  this  invocation  was  given 
by  Dr.  Alva  H.  Clark,  in  Reverend  Weston’s 
absence. 

— Editor 


News  and  Views 

A Method  to  Control  Distribution  of  Samples — 

Control  over  the  use  of  free  medical  sam- 
ples may  have  been  solved  by  Winthrop 
Laboratories.  In  bringing  out  a new  prod- 
uct, Winstrol,  they  offer,  through  their  sales 
representative,  an  opportunity  for  the  doc- 
tor to  write  prescriptions  for  100  tablets 
for  patients  of  his  choice,  in  order  to  per- 
sonally study  the  effects  of  the  drug.  Pre- 
scriptions are  sent  to  Winthrop’s  main  office 
and  the  medicine  is  mailed  at  once  to  the 
doctor.  In  return,  the  physician  receives 
blanks  to  be  returned  stating  his  observa- 
tions of  clinical  results. 


March,  1962 


103 


Comments  From 
Your  President 


THE  BLUE  SHIELD  — AMERICAN 
MEDICAL  ASSOCIATION 
National  Coverage  for  the  Over  Age  65 

The  nationwide  prepayment  program  for  the 
aged  announced  on  January  18,  1962,  by  the  Ameri- 
can Medical  Association  and  the  National  Blue 
Shield  is  both  timely  and  daring. 

It  will  provide  a nationwide,  level-benefit  pro- 
gram for  surgical  services  performed  anywhere, 
and  medical  care  performed  in  a hospital  or  nurs- 
ing home. 

The  program  will  be  countrywide,  and  all  con- 
stituent State  Medical  Societies  and  all  Blue  Shield 
Plans  will  be  strongly  urged  to  participate  in  this 
national  American  Medical  Association-Blue  Shield 
offering  for  the  aged.  The  national  program  will 
require  national  underwriting  and  regulations,  with 
pooling  of  funds  and  equalization  in  gains  or 
losses.  The  program  will  necessitate  a national 
data  processing  center.  Claims  adjudications  and 
payments  will  be  provided  at  state  and  county 
level.  Enrollment  will  be  at  national,  state  and 
county  level.  A national  advertising  program  is 
in  the  process  of  being  prepared.  This  will  tie 
in  with  the  state  and  county  advertising  cam- 
paigns. The  national  program  should  supplant  the 
local  Over  Age  65  offerings.  Exclusions  and  limi- 
tations are  to  be  minimal,  but  a six-month  waiting 
period  for  pre-existing  conditions. 

Covered  services  will  be  paid  in  full  benefits 
for  single  persons  whose  annual  income  is  $2,500.00 
or  less,  and  for  a husband  and  wife  with  a com- 
bined income  of  $4,000.00  or  less. 

The  cost  for  the  National  Blue  Shield  coverage 
for  the  aged  will  be  $3.20  per  month  for  single 
persons,  and  $6.10  per  month  for  husband  and  wife. 

This  Blue  Shield- American  Medical  Association 
program  closely  follows  the  directives  of  the  reso- 
lution adopted  in  December,  1945,  by  the  House  of 
Delegates  of  the  American  Medical  Association 
which  instructed  the  trustees  of  the  American 
Medical  Association  and  Council  on  Medical  Services 
to  “.  . . proceed  as  promptly  as  possible  with  the 
development  of  a specific  national  health  program, 


with  emphasis  on  the  nationwide  organization  of 
locally  administered  prepayment  medical  plans 
sponsored  by  medical  societies.” 

“In  December,  1958,  a policy  adopted  by  the 
American  Medical  Association  House  of  Delegates 
recommended  that  physicians  ‘expedite  the  develop- 
ment of  an  effective  voluntary  health  insurance  or 
prepayment  program  for  the  group  over  65  with 
modest  resources  or  low  family  income’  and  that 
‘physicians  agree  to  accept  a level  of  compensation 
for  medical  services  rendered  to  this  group  which 
will  permit  the  development  of  such  insurance  and 
prepayment  plans  at  a reduced  premium  rate.” 

Since  1956,  in  Nebraska,  a program  similar  to 
the  new  national  program  has  been  in  success- 
ful operation.  In  fact,  it  was  a pilot  plan  from 
which  the  new  national  program  has  been  devel- 
oped. 

The  question  that  concerns  us  now  — the  crucial 
issue  for  leadership  of  American  medicine  is  the 
success  or  failure  of  this  new  national  program 
for  the  aged?  The  real  question  is  whether  the 
medical  profession  will  support  sufficiently,  at  this 
critical  time,  the  strong  constructive  leadership 
provided  by  your  officers  at  state  and  national 
level. 

The  issue  we  are  fighting  for  is  the  survival  of 
freedom  for  patient  and  physician  in  the  field  of 
health  care  in  the  United  States. 

ARTHUR  J.  OFFERMAN,  M.D., 
President. 
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response  to  Blood  Pressure  Control 

In  Patients  With 

HYPERTENSIVE  VASCULAR  DISEASE*! 


ESSENTIAL  hypertension  may 
be  defined  as  an  elevation  in 
blood  pressure  due  specifically 
to  an  increase  in  peripheral  resistance  re- 
sulting from  arteriolar  constriction.  The 
cause  of  the  increase  in  peripheral  resistance 
is  not  well  known,  but  certainly  the  impor- 
tance of  the  autonomic  nervous  system  in 
maintaining  the  hypertensive  state  is  accept- 
ed. It  appears  that  when  the  blood  pressure 
is  elevated  to  a marked  degree  and  for  an 
adequate  period  of  time,  this  in  itself  leads 
to  perpetuation  of  the  syndrome  with  result- 
ing vascular  damage  throughout  the  body. 
The  vascular  deterioration  leads  to  a series 
of  symptoms  particularly  related  to  the  vas- 
cular beds  of  the  brain,  the  heart,  and  the 
kidneys.  The  prognosis  of  these  patients  is 
inversely  related  to  the  severity  of  the  vas- 
cular deterioration  that  occurs  when  the 
blood  pressure  is  elevated.  Reduction  in  the 
blood  pressure  arrests  the  vascular  deterior- 
ation and  improves  the  prognosis  to  a sig- 
nificant degree  when  the  degenerative  pro- 
cess is  not  too  far  advanced  prior  to  therapy. 

One  vascular  bed  that  serves  as  an  index 
of  the  vascular  degenerative  changes  is  the 
retina  of  the  eye.  Retinal  hemorrhages 
along  the  small  arteries  and  blurring  of  the 
disc  margin  due  to  edema  of  the  nerve  head 
indicate  the  most  severe  type  of  hyperten- 
sion, frequently  referred  to  as  malignant 
hypertension. 

The  heart  also  becomes  involved  early  in 
the  vascular  degenerative  process.  In- 
creased work  load  on  the  heart  leads  to 
heart  failure. 

The  kidney  is  another  vital  vascular  bed 
that  becomes  involved  early  in  the  hyper- 
tensive vascular  process.  The  current  study 
is  particularly  concerned  with  this  vital  vas- 
cular bed. 

A.  UNTREATED  PATIENTS 

We  have  studied  a group  of  hypertensive 
patients  in  whom  the  renal  vascular  bed  was 
used  as  an  index  of  the  vascular  response 
to  the  hypertensive  process.  The  renal 


JOHN  H.  MOYER,  M.D. 
and 

ALBERT  N.  BREST,  M.D. 
Department  of  Medicine, 
Hahnemann  Medical  College  and  Hospital 
Philadelphia,  Pennsylvania 


function  status  in  these  patients  was  deter- 
mined by  means  of  renal  clearance  tech- 
niques — that  is,  glomerular  filtration  rate 
and  renal  plasma  flow.  The  data  have  been 
analyzed  in  an  attempt  to  establish  the  cor- 
relation, if  any,  between  the  incidence  and 
severity  of  depressed  renal  function  and  the 
degree  of  blood  pressure  elevation.  In  addi- 
tion, a comparison  has  been  made  between 
the  incidence  and  severity  of  renal  functidn- 
al  alterations  and  complications  of  hyperten- 
sion in  other  vascular  beds  such  as  the  brain 
and  heart,  using  ordinary  clinical  observa- 
tions for  evaluating  the  latter  changes. 

Methods 

This  study  consisted  of  a group  of  133  pa- 
tients with  hypertension,  selected  at  random 
from  a city-country  hypertension  clinic.  All 
of  the  patients  had  a sustained  elevation  of 
the  blood  pressure  above  150/100  mm.  Hg 
in  both  the  supine  and  upright  positions, 
during  an  initial  control  observation  period 
of  three  to  four  weeks  while  receiving 
placebo  therapy  only.  Patients  with  evi- 
dence of  primary  renal  disease  and  patients 
with  obvious  clinical  manifestations  (ex- 
cluding laboratory  studies)  of  uremia  were 
excluded  from  the  study,  irrespective  of  the 
cause  of  renal  failure. 

On  the  initial  visit  to  the  clinic  a complete 
history  was  obtained  and  a physical  exam- 
ination was  performed.  In  addition,  certain 
laboratory  examinations  were  obtained,  in- 
cluding a complete  blood  count,  urinalysis, 
blood  urea  nitrogen,  electrocardiogram  and 
a roentgenogram  of  the  chest.  Administra- 

*Presented  by  Dr.  John  H.  Moyer  at  the  annual  meeting 
of  the  Omaha  Mid-West  Clinical  Society,  October  31,  1961. 

f Supported  in  part  by  grants  from  the  Mary  Bailey  Foun- 
dation for  Cardiovascular  Research  and  the  Heart  Association 
of  Southeastern  Pennsylvania. 
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TABLE  1 

BASIC  DATA  AND  COMPLICATIONS  IN 
133  HYPERTENSIVE  PATIENTS 


DATA 

Total  number  of  patients 133 

Average  age  (years)  49 

Age  range  (years)  26-72 

Men 73 

Women  60 

White  44 

Negro  89 

No.  of 

COMPLICATIONS  Patients  % 

Abnormal  urine 72  54 

Abnormal  electrocardiogram 99  74 

Abnormal  X ray* 80  60 

Previous  infarctions  (myocardial)  3 2 

Previous  cerebrovascular  accident  26  20 

Heart  failuref: 

Class  I 27  20 

Class  II 27  20 

Class  III 18  14 

Class  IV 4 3 


‘Refers  to  abnormalities  of  heart  only. 
tClassification  of  American  Heart  Association. 


tion  of  placebo  medication  was  started  for 
each  patient,  and  blood  pressure  determina- 
tions were  made  with  the  patients  in  both 
supine  and  upright  positions  once  or  twice 
a week  for  a period  of  three  to  four  weeks. 
Renal  function  studies  were  performed  dur- 


ing this  observation  period  and  consisted  of 
determinations  of  the  glomerular  filtration 
rate  by  the  inulin  clearance  method,  and 
renal  plasma  flow  by  the  clearance  of  para- 
aminohippurate.  The  renal  blood  flow  was 
calculated  from  the  renal  plasma  flow. 

Observations 

Table  1 summarizes  the  distribution  by 
age,  sex,  and  race  of  the  patients  in  this 
study.  Fifty-seven  per  cent  of  the  patients 
had  grade  1 and  2 funduscopic  changes  and 
39  per  cent  had  grade  3 and  4 changes. 
Fifty-seven  per  cent  of  the  patients  mani- 
fested signs  and  symptoms  of  heart  failure, 
varying  from  minimal  to  Class  IV.  The 
average  supine  and  upright  blood  pressures 
for  the  group  were  217/132  mm.  Hg  and 
213/135  mm.  Hg,  respectively.  The  aver- 
age blood  urea  nitrogen  (BUN)  was  27  mg. 
per  100  ml.  Renal  function  studies  showed 
an  average  glomerular  filtration  rate  of  80 
cc. /minute  and  an  average  renal  blood  flow 
of  743  cc./minute.  In  general,  there  was  a 
high  incidence  of  vascular  complications  as- 
sociated with  hypertension,  indicative  of 
rather  severe  disease. 

The  results  summarized  in  table  2 show 
that,  in  general,  the  higher  the  diastolic 
pressure,  the  greater  the  incidence  of  com- 
plications associated  with  hypertension. 


TABLE  2 

COMPLICATIONS  OF  HYPERTENSION  DIVIDED  ON  BASIS 
OF  DIASTOLIC  BLOOD  PRESSURE 


DIASTOLIC  BLOOD  PRESSURE 


Subgroup  A 
(100  to  120 

Subgroup  B 
(121  to  140 

Subgroup  C 
(above  140 

mm.  Hgi 

mm. 

Hgi 

mm 

Hg  i 

Total 

% 

DATA  No. 

% 

No. 

% 

No. 

% 

No. 

Patients  34 



55 



44 

— 

133 

— 

Abnormal  urine 10 

29 

25 

45 

37 

84 

72 

54 

Abnormal  electro- 

cardiogram  26 

76 

4 

CO 

62 

39 

89 

99 

74 

Abnormal  X ray* — 14 

41 

30 

55 

36 

82 

80 

60 

Previous  infarction..  1 

3 

0 

0 

2 

5 

3 

2 

Previous  cerebrovas- 

cular  accident  — 3 

9 

11 

20 

12 

27 

26 

20 

Funduscopic** 

Grade  1 and  2 26 

76 

36 

65 

14 

32 

76 

57 

Grade  3 and  4 5 

15 

17 

31 

30 

68 

52 

39 

Heart  failuref 

Class  I 5 

15 

18 

33 

4 

9 

27 

20 

Class  II  9 

26 

11 

20 

7 

16 

27 

20 

Class  III  3 

9 

6 

11 

9 

20 

18 

14 

Class  IV  1 

•Refers  to  abnormalities 

3 

of  heart 

2 

only. 

4 

1 

2 

4 

3 

“Keith-Wagener-Barker  classification. 
tClassification  of  American  Heart  Association. 
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This  relationship  is  particularly  noteworthy 
in  the  roentgenographic  evidence  of  cardio- 
megaly,  the  incidence  of  cerebrovascular  ac- 
cidents, the  incidence  of  grade  3 and  4 eye- 
ground  changes,  and  the  incidence  of  ab- 
normal findings  in  the  urine.  The  incidence 
of  electrocardiographic  changes  and  heart 
failure  did  not  appear  to  be  closely  related 
to  the  degree  of  diastolic  hypertension  but, 
rather,  appeared  to  be  related  in  part  to  age. 

A progressive  rise  in  mean  blood  pressure 
can  be  correlated  with  a fall  in  the  glome- 
rular filtration  rate  (figures  1 and  2)  and 
renal  blood  flow,  and  an  elevation  of  the 
blood  urea  nitrogen.  It  would  appear  that 
the  glomerular  filtration  rate  is  a fair  indi- 
cation of  the  degree  of  vascular  deteriora- 
tion that  has  occurred  throughout  the  body. 

In  table  3 the  patients  are  subdivided  on 
the  basis  of  age.  Three  age-groups  were 
chosen  arbitrarily  and  consisted  of  28  pa- 
tients (21  per  cent),  age  40  years  or  less, 
67  patients  (50  per  cent),  age  41  to  55,  and 
38  patients  (29  per  cent),  above  the  age  of 
55.  The  data  in  table  3 show  that  age  did 
not  influence  the  renal  hemodynamics  in  the 


patients  studied  in  this  series.  The  BUN, 
glomerular  filtration  rate,  renal  blood  flow 
and  mean  blood  pressure  were  almost  iden- 
tical in  the  different  age  groups.  These  re- 
sults differ  somewhat  from  those  generally 
found  by  other  investigators  who  report 
more  advanced  renal  involvement  in  the 
younger  patient.  Apparently,  the  degree  of 
renal  damage  resulting  from  blood  pressure 
elevation  overshadowed  the  effects  due  to 
age. 

The  data  did  show  that  there  was  a higher 
incidence  of  abnormal  electrocardiographic 
(79  per  cent  as  compared  with  64  per  cent) 
and  X-ray  findings  (68  per  cent  as  compared 
with  50  per  cent)  in  the  older  age-group 
(subgroup  III),  as  well  as  a slightly  higher 
incidence  of  previous  myocardial  infarctions 
and  cerebral  vascular  accidents  (26  per  cent 
as  compared  with  11  per  cent).  All  of  these 
findings  can  be  explained  on  the  basis  of  a 
higher  incidence  of  associated  arteriosclero- 
sis occurring  in  the  older  age-group  which 
may  not  be  closely  related  to  the  blood  pres- 
sure elevation.  In  contrast  to  these  findings, 
a higher  incidence  of  grade  3 and  4 fundu- 
scopic  changes  occurred  in  the  younger  age- 


MEAN  BLOOD  PRESSURE  PLOTTED  AGAINST 
GLOMERULAR  FILTRATION  RATE 


Figure  1.  The  average  values  for  glomerular  filtration  rate  compared  to  increasing 
severity  of  hypertension  as  estimated  by  mean  blood  pressure.  There  is  a greater  reduc- 
tion in  glomerular  filtration  rate  in  those  patients  who  show  the  greatest  increase  in 
blood  pressure,  thus  indicating  a direct  relationship  between  the  severity  of  the  blood 
pressure  elevation  and  the  renal  vascular  deterioration. 
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GLOMERULAR  FILTRATION  RATE  VERSUS 
RENAL  BLOOD  FLOW  IN  HYPERTENSION 


RENAL  BLOOD  FLOW  cc./min. 


Figure  2.  Glomerular  filtration  rate  plotted  against  renal  blood  flow  (PAH  clear- 
ance) (expressed  as  per  cent  of  normal)  in  patients  with  hypertension.  Renal  blood 
flow,  as  reflected  in  PAH  clearance,  appears  to  be  slightly  more  depressed  than 
glomerular  filtration  rate  as  reflected  in  inulin  clearance.  This  may  be  due  in  part 
to  decreased  extraction  of  PAH.  The  directional  changes  indicate  a parellel  reduction 
in  glomerular  filtration  rate  and  renal  blood  flow  with  progressive  renal  damage. 


TABLE  3 

COMPARISON  OF  RENAL  STATUS  IN  HYPERTENSIVE 
PATIENTS  OF  VARIOUS  AGE  GROUPS 


Subgroup  I 

DATA  (to  age  40) 

Number  of  patients 28 

Per  cent  of  total  patients 21 

Average  age  (years) 35 

Men  14 

Women  14 

White  10 

Negro  18 

Blood  pressure,  supine 

Average  systolic  206 

Average  diastolic 136 

Average  mean*  159 

Blood  pressure,  upright 

Average  systolic  203 

Average  diastolic 139 

Average  mean*  160 

Average  blood  urea 

nitrogen  (mg.%) 25 

Average  glomerular  filtra- 

tration  rate  (cc./min.) 85 

Average  renal  blood 

flow  (cc. /min.) 774 

'Mean  blood  pressure  = diastolic  4- 


Subgroup  II  Subgroup  III 


(41-55) 

( above  age  55) 

Total 

67 

38 

133 

50 

29 

100 

48 

61 

49 

36 

23 

73 

31 

15 

60 

23 

11 

44 

44 

27 

89 

218 

223 

217 

132 

129 

132 

161 

160 

160 

211 

223 

213 

135 

132 

135 

160 

162 

161 

27 

28 

27 

78 

80 

80 

754 

703 

743 

pulse  pressure. 
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TABLE  4 

BASIC  DATA  AND  COMPLICATIONS  IN 
32  PATIENTS  WITH  MALIGNANT 
HYPERTENSION 


DATA 

Total  number  of  patients 32 

Average  age  (years)  44 

Age  range  (years)  26-66 

Men  20 

Women 12 

White  20 

Negro  12 

No.  of 

COMPLICATIONS  Patients  % 

Abnormal  urine  26  81 

Abnormal  electrocardiogram  30  94 

Abnormal  X ray* 26  81 

Previous  infarction  (myocardial)-  2 6 

Previous  cerebrovascular  accident-  5 16 

Heart  failuref: 

Class  I 2 6 

Class  II  7 22 

Class  III 3 9 

Class  IV 2 6 


•Refers  to  abnormalities  of  heart  only. 
tClassification  of  American  Heart  Association. 


group  (50  per  cent  as  compared  with  26 
per  cent). 

Table  4 summarizes  the  distribution  by 
age,  sex  and  race,  and  complications  of  hy- 
pertension in  32  patients  with  malignant 
hypertension.  All  of  these  patients  showed 
grade  4 funduscopic  changes  by  the  Keith- 
Wagener-Barker  classification.  The  aver- 
age blood  pressure  for  the  group  was 
239/150  mm.  Hg,  and  233/151  mm.  Hg  with 
the  patients  in  the  supine  and  upright  posi- 
tions, respectively.  The  average  BUN  was 
34  mg.  per  100  ml.,  the  average  glomerular 
filtration  rate,  66  cc. /minute;  and  the  aver- 
age renal  blood  flow  572  cc./minute.  There 
was  a high  incidence  of  complications.  Eigh- 
ty-one per  cent  had  abnormal  urinary  find- 
ings, 94  per  cent  had  abnormal  electrocar- 
diograms, and  81  per  cent  had  abnormal 
heart  size  by  X-ray  examination  of  the  chest. 
Six  per  cent  of  the  patients  had  had  previ- 
ous myocardial  infarctions,  and  16  per  cent 
had  had  previous  cerebrovascular  accidents. 

Comments 

The  average  glomerular  filtration  rate  of 
80  cc./minute  and  renal  blood  flow  of  743 
cc./minute  for  this  group  of  133  patients 
with  hypertension  are  below  the  correspond- 
ing values  of  131  cc./m  i n u t e and  1209 
cc./minute,  respectively,  for  a group  of  nor- 


mal individuals,  as  reported  by  Smith  and 
his  associates.1- 2 Not  only  does  reduced 
renal  function  occur  in  patients  with  hyper- 
tension, but  there  is  also  a rather  definite 
correlation  between  the  severity  of  the  hy- 
pertension (based  upon  diastolic  blood  pres- 
sure elevation)  and  the  glomerular  filtration 
rate  (figure  1)  and  the  renal  blood  flow  de- 
crease (figure  2),  accompanied  by  a rising 
BUN  (figure  3). 3 The  average  values  for 
glomerular  filtration  rate  and  renal  blood 
flow  in  those  patients  with  mild  elevation 
in  blood  pressure  (diastolic  less  than  120 
mm.  Hg)  were  normal ; indeed,  early  renal 
involvement  would  have  escaped  detection 
if  special  clearance  tests  not  had  been  used. 
The  lower  incidence  of  complications  of  hy- 
pertension in  this  group  is  evidence  for 
early  though  minimal  generalized  vascular 
involvement.  Evidence  that  the  disease  pro- 
cess is  one  of  increasing  generalized  vascu- 
lar involvement  is  borne  out  by  the  patients 
in  subgroups  B and  C (table  2),  who  show 
an  increased  incidence  of  complications  as- 
sociated with  a rise  in  blood  pressure  and  a 
fall  in  renal  function  (figures  1 and  2). 
This  reduction  in  renal  function  is  progres- 
sive, especially  in  the  patient  with  malignant 
hypertension  (figure  4). 

The  fact  that  hypertension  is  not  always 
accompanied  by  renal  involvement  has  been 
shown  by  other  investigators  and  has  been 
verified  in  this  series.  There  are  instances 
in  which  hypertension  is  not  accompanied  by 
changes  in  the  renal  vasculature.  This  prob- 
ably depends  on  severity  and  duration  of  the 
blood  pressure  elevation.  Thirty-nine  pa- 
tients (29  per  cent)  had  glomerular  filtra- 
tion rates  above  100  cc./minute),  which  we 
consider  to  be  within  the  normal  range.  The 
average  glomerular  filtration  rate  for  this 
group  was  118  cc./minute,  with  a renal  blood 
flow  of  1111  cc./minute.  both  within  the 
range  of  normal.  The  average  blood  pres- 
sure for  this  group  was  200/129  mm.  Hg 
with  the  patient  in  the  upright  position. 

Seventy-one  per  cent  of  the  patients  had 
definite  evidence  of  progressive  renal  in- 
volvement associated  with  a rising  blood 
pressure,  suggesting  a disease  process  which, 
if  not  altered,  has  a grave  prognosis. 

Applied  clinically,  these  results  and  those 
of  others  offer  evidence  that  either  benign 
or  malignant  hypertension  ultimately  leads 
to  a decrease  in  renal  function,  the  latter 
having  an  accelerated  course  (figure  4). 
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BLOOD  UREA  NITROGEN  Mg.% 


BLOOD  UREA  NITROGEN  PLOTTED 
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33  PATIENTS 


Each 
of  II 


point  represents  average 
patients 


BUN  falsely  high  by  virtue  of  2 
patients  in  this  group  having  markedly 
elevated  BUN  ; excluding  these  2,  the 
values  are  those  shown  by  the  dotted  line 


GFR  above  IOO  cc. /min. 
I considered  normal 


40  60  80  100  120 

GLOMERULAR  FILTRATION 
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Figure  3.  Glomerular  filtration  rate  plotted  against  blood  urea  nitrogen.  Blood 
urea  nitrogen  is  not  elevated  significantly  until  the  glomerular  filtration  rate  is  reduced 
below  approximately  70  cc.  per  minute.  From  this  point  on  there  is  a progressive  rise 

in  blood  urea  nitrogen  as  the  glomular  filtration  is  reduced. 


TYPICAL  UNTREATED  PATIENT 
WITH  MALIGNANT  HYPERTENSION 
( PATIENT.  J.  J.  ) 


blood  flow. 
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The  rather  clear  evidence  that  there  is  a 
progressive  decrease  in  function,  which  can 
be  correlated  with  an  increase  in  blood  pres- 
sure as  well  as  an  increase  in  complications 
of  hypertension,  suggests  to  us  that  treat- 
ment of  this  condition  may  be  of  value.  The 
observations  indicate  that  the  age  at  which 
diastolic  hypertension  appears,  or  the  sex 
and  race  in  which  it  occurs,  has  little  in- 
fluence on  the  progession  of  the  disease 
process. 

It  is  of  interest  to  note  that  approximate- 
ly one-third  of  the  functional  reserve  of  the 
kidney,  as  estimated  by  glomerular  filtra- 
tion rate,  was  lost  before  a rise  in  BUN  was 
noted.  When  the  glomerular  filtration  rate 
was  above  70  cc./minute  there  appeared  to 
be  a random  variation  between  10  and  27 
mg.  per  100  ml.  in  blood  urea  nitrogen 
(BUN)  concentrations.  However,  when  the 
glomerular  filtration  rate  dropped  below 
70  cc./minute,  there  was  an  increasing  num- 
ber of  patients  showing  an  elevated  BUN 
(figure  3).  In  fact,  when  the  BUN  became 
elevated  above  27  mg.  per  100  ml.,  only  a 
small  additional  reduction  in  glomerular  fil- 
tration rate  appeared  to  result  in  severe 
renal  decompensation. 

As  the  glomerular  filtration  rate  was  de- 


pressed, a parallel  reduction  in  renal  blood 
flow  was  noted  (figure  2),  the  former  being 
depressed  somewhat  more  than  the  latter. 
This  is  consistent  with  many  other  observa- 
tions on  renal  damage  resulting  from  nu- 
merous causes. 

B.  THE  EFFECTS  OF  ANTIHYPER- 
TENSIVE THERAPY  ON  VASCU- 
LAR DETERIORATION 

The  economic  importance  of  hypertensive 
vascular  disease  cannot  be  overemphasized, 
since  over  90  per  cent  of  all  cardiovascular 
deaths  in  the  United  States  are  caused  by 
either  arteriosclerosis  or  hypertension.  This 
fact  alone  emphasizes  that  the  disease  de- 
serves both  medical  and  economic  considera- 
tion. Beem4  has  reported  that  of  all  deaths 
occurring  in  patients  with  nonmalignant 
hypertension,  79  per  cent  of  the  deaths  were 
a direct  result  of  the  hypertension  in  un- 
treated patients,  whereas  in  medically  treat- 
ed patients,  only  half  of  the  deaths  were  as- 
sociated with  complications  of  hyperten- 
sion. This  indicates  that  advances  have  been 
made,  but  much  remains  to  be  accomplished 
before  we  can  be  completely  satisfied  with 
the  effectiveness  of  treatment.  The  benefi- 
cial effect  of  blood  pressure  reduction  as 
shown  in  over-all  statistics  collected  from 


Figure  5.  Effect  of  antihypertensive  therapy  on  heart  size. 
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the  literature  is  more  apparent  in  patients 
with  malignant  hypertension.  Beem4  reports 
that  in  patients  with  malignant  hyperten- 
sion treated  medically,  the  survival  rate 
after  three  years  is  50  per  cent  as  compared 
with  only  six  per  cent  in  untreated  patients. 
Reduction  in  the  blood  pressure  arrests  the 
vascular  damage  and  improves  the  prognosis 
to  a significant  degree  when  the  degenera- 
tive process  is  not  too  far  advanced  prior 
to  therapy.  This  vascular  response  can  be 
demonstrated  by  observing  the  hemorrhages 
along  the  small  arteries  of  the  retina  of  the 
eye  and  the  blurring  of  the  disc  margin  due 
to  edema  of  the  nerve  head  in  patients  with 
malignant  hypertension.  When  not  too  far 
advanced,  these  changes  are  reversible.5 

The  heart  also  becomes  involved  early  in 
the  vascular  degenerative  process,  and  in- 
creased work  load  on  the  heart  leads  to 
heart  failure,  as  previously  mentioned.  In 
figure  5 (before)  is  an  X ray  of  an  enlarged 
heart  resulting  from  blood  pressure  eleva- 
tion. This  patient  developed  signs  and 
symptoms  of  heart  failure  due  to  inability  to 
compensate  for  the  increased  work  load. 
After  six  months  of  therapy,  the  size  of  the 
heart  had  decreased  as  indicated  in  the  X ray 
on  the  right  (after).  This  response  was  a 
direct  result  of  blood  pressure  reduction. 

The  vascular  bed  in  which  we  have  been 
most  interested  is  the  kidney,  particularly 
since  we  can  numerically  estimate  the  func- 
tional capacity  of  the  kidney  as  well  as  the 
degree  of  vascular  damage  that  has  resulted 
from  hypertensive  vascular  disease  by  deter- 
mining inulin  clearance  for  glomerular  fil- 
tration rate  and  para-aminohippurate  clear- 
ance for  renal  plasma  flow. 

Effect  of  Blood  Pressure  Control  on  the 
Vascular  Response  to  Hypertension 

In  table  5 are  presented  the  basic  data 
(distribution  by  age,  sex  and  race)  as  well 
as  the  pretreatment  blood  pressures  and 
complications  of  hypertension  in  42  patients, 
none  of  whom  had  malignant  hypertension 
and  in  whom  we  were  able  to  perform  fol- 
low-up renal  function  studies  three  to  six 
years  after  control  observations  were  made. 
The  patients,  all  of  whom  had  control  dias- 
tolic pressures  greater  than  130  mm.  Hg, 
are  subdivided  into  two  groups  — treated 
and  untreated.  Figures  6 and  7 show  a 
comparison  of  the  renal  functional  status 
during  the  follow-up  period  as  compared 


TABLE  5 

BASIC  DATA  AND  CLINICAL 
OBSERVATIONS  PRIOR  TO  THERAPY  IN 
42  PATIENTS  WITH  DIASTOLIC 
BLOOD  PRESSURES  GREATER 
THAN  130  MM.  HG 

BASIC  DATA  AND  OBSERVATIONS 
ON  BLOOD  PRESSURE 

Diastolic  Pressure  '>130  mm.  Hg 


Treated 

Untreated 

Number  of  patients 

31 

n 

Average  age 

49 

44 

Men 

15 

9 

Women 

16 

2 

White 

_ 14 

6 

Negro 

17 

5 

Blood  pressure,  supine 
Average  systolic 

226 

242  . 

Average  diastolic 

143 

155 

Average  mean* 

170 

184 

Blood  pressure,  upright 
Average  systolic 

224 

231 

Average  diastolic 

. 147 

158 

Average  mean* 

173 

184 

COMPLICATIONS  OF  HYPERTENSION  IN 
PATIENTS  PRIOR  TO  THERAPY 


Number  of  patients 

Diastolic  Pressure 
Treated 
No.  # 

31 

>130  mm.  Htr 
Untreated 
No.  % 

11 

Abnormal  urine 

23 

74 

10 

91 

Abnormal  electro- 

cardiogram 

_26 

84 

10 

91 

Abnormal  X ray* 

25 

81 

10 

91 

Previous  infarction 

(myocardial) 

_ 2 

6 

0 

0 

Previous  cerebrovas- 

cular  accident 

5 

16 

2 

18 

Heart  failure! : 

Class  I 

8 

26 

0 

0 

Class  II 

3 

10 

0 

0 

Class  III  _ 

5 

16 

3 

27 

Class  IV 

i 

3 

0 

0 

*Mean  blood  pressure  r=  diastolic  1/3  pulse  pressure. 

**Refers  to  abnormalities  of  heart  only, 
f Classification  of  American  Heart  Association. 

with  the  control  period  in  the  treated  and 
untreated  patients  in  this  studv.  There  was 
no  significant  difference  in  the  control  ob- 
servations on  glomerular  filtration  rate  and 
renal  blood  flow  prior  to  therapy  when  the 
treated  and  untreated  patients  are  compared. 
Thus,  the  degree  of  renal  damage  in  the 
treated  and  untreated  patients  prior  to  ther- 
apy was  comparable.  In  the  treated  patients 
there  was  no  change  in  renal  function  dur- 
ing treatment,  although  the  mean  blood  pres- 
sure was  reduced  from  an  average  of  173 
mm.  Hg  to  an  average  of  120  mm.  Hg 
(p< 0.001)  during  the  follow-up  period.  Of 
the  31  treated  patients  the  upright  diastolic 
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GLOMERULAR  FILTRATION  RATE 
COMPARISON  OF  TREATED  AND  UNTREATED 


PATIENTS  BEFORE  AND  AFTER  TREATMENT 

| | CONTROL  ^ FOLLOW-UP 


CONTROL  DIASTOLIC 
PRESSURE  <l30mmHg 


Number  of 
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8 


CONTROL  DIASTOLIC 
P R E S S U R E >l30m  m.Hg. 
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GLOMERULAR  FILTRATION  RATE 

Figure  6.  Comparison  of  average  control  and  follow-up  observations  on  glomerular 
filtration  rates  in  treated  and  untreated  patients  with  hypertension  (nonmalignant ). 


RENAL  BLOOD  FLOW 

COMPARISON  OF  TREATED  AND  UNTREATED 
PATIENTS  BEFORE  AND  AFTER  TREATMENT 

] CONTROL  ^ FOLLOW-UP 
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RENAL  BLOOD  FLOW 

Figure  7.  Comparison  of  average  control  and  follow-up  observations  on  renal  blood 
flow  in  treated  and  untreated  patients  with  hypertension  (nonmalignant). 
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pressure  during  therapy  was  less  than  100 
mm.  Hg  in  fifteen,  between  100  and  120 
mm.  Hg  in  fourteen,  and  between  121  and 
130  mm.  Hg  in  two.  There  were  no  patients 
in  whom  the  diastolic  blood  pressure  was 
more  than  130  mm.  Hg  during  therapy.  The 
untreated  patients  showed  a marked  reduc- 
tion in  renal  function  during  the  follow-up 
period.  The  glomerular  filtration  rate  and 
renal  blood  flow  in  these  patients  were  74 
cc./minute  and  648  cc./minute,  respectively, 
for  the  control  values  as  compared  with  48 
cc./minute  and  395  cc./minute  for  these 
functions  at  the  time  of  the  follow-up  ob- 
servations. Treated  patients  showed  a sig- 
nificant improvement  in  electrocardiograph- 
ic changes  and  a decrease  in  size  of  the 
heart  by  X ray. 


TABLE  6 

SURVIVAL  RATE  IN  PATIENTS  WITH 
MALIGNANT  HYPERTENSION 


No.  of 
Patients 

Survival 
1 Year 
or  More 

Survival 
2 Years 
or  More 

Untreated  (non-uremic) 
Treated : 

22 

27% 

9% 

Azotemia  (non- 
uremic) 

. _ 15 

60% 

60% 

Normal  BUN* 

11 

91% 

73% 

Uremia 

- 28 

None 

None 

♦Blood  Urea  Nitrogen. 

Observations  made 

on  76 

patients  with 

malignant  hypertension  emphasize  the  rapid 
progression  of  this  form  of  hypertensive  dis- 
ease (table  6).  Of  the  76  patients,  54  were 
treated  and  22  were  untreated.  After  two 
years  or  more,  the  survival  rate  in  the  un- 


treated group  was  only  nine  per  cent;  it 
was  no  better  in  the  treated  group  when  the 
patient  had  clinical  manifestations  of  uremia 
prior  to  therapy.  In  patients  who  had  an 
elevated  blood  urea  nitrogen  (BUN)  great- 
er than  25  mg.  per  100  ml.  but  less  than 
40  mg.  per  100  ml.  prior  to  therapy,  the  sur- 
vival rate  after  two  years  was  60  per  cent 
when  the  patients  continued  their  treatment 
program.  When  the  blood  urea  nitrogen 
was  normal  prior  to  therapy,  the  survival 
rate  was  73  per  cent,  which  represents  a 
significant  mortality  even  with  therapy  but 
is  seven  times  the  survival  rate  when  not 
treated. 

Observations  on  renal  hemodynamics  were 
made  on  21  patients  (table  7) ; 12  of  these 
patients  were  treated  and  nine  were  not 
treated.  Renal  hemodynamic  studies  were 
done  periodically  throughout  the  period  of 
observation.  All  of  the  patients  who  were 
not  treated  with  antihypertensive  agents 
died,  whereas  only  two  of  the  treated  pa- 
tients died.  The  renal  functional  status  of 
the  treated  patients  in  whom  glomerular  fil- 
tration rates  were  done  did  not  change  for 
the  group  over  a follow-up  period  of  two 
years  or  more  (table  7),  although  the  mean 
blood  pressure  was  effectively  reduced  from 
175  mm.  Hg  to  122  mm.  Hg.  In  contrast  to 
this,  the  renal  function  of  the  untreated  pa- 
tients was  reduced  to  approximately  60  per 
cent  of  control  values  following  a period  of 
less  than  one  year.  In  the  treated  patients, 
there  was  improvement  in  the  urinary  find- 
ings, electrocardiograms,  and  size  of  the 
heart  as  seen  by  X ray.  None  of  the  patients 
in  the  untreated  group  showed  improve- 
ment in  these  findings. 


TABLE  7 

COMPARISON  OF  FOLLOW-UP  RENAL  STATUS  IN 
TWENTY-ONE  TREATED  AND  UNTREATED 
PATIENTS  WITH  MALIGNANT  HYPERTENSION 


DATA 

Treated 
(12  patients*) 
Control  Follow-up 

Untreated 
(9  patients**) 
Control  Follow-up 

Blood  urea  nitrogen  (mg.%) 
(average) 

. 31 

27 

29 

106 

Glomerular  filtration  rate 
(cc./min.)  (average) 

..  66 

68 

70 

44 

Renal  blood  flow  (cc./min.) 
(average) 

. 513 

579 

628 

351 

Mean  blood  pressure  (mm./Hg) 
(average) 

. 175 

122 

184 

197 

‘Mortality  in  the  treated  group  was  17  per  cent,  or  2 patients.  Average 
survival  or  follow-up  period  (if  living)  was  29  months. 

“Mortality  in  the  untreated  group  was  100  per  cent.  All  9 patients  died, 
the  average  survival  period  being  12  months. 
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Comments 

The  results  of  these  studies  clearly  demon- 
strate the  value  of  effective  treatment  of 
hypertension  in  arresting  vascular  deterior- 
ation associated  with  this  disease.  Renal 
hemodynamic  studies  in  patients  with  severe 
hypertension  (as  judged  by  the  control  dia- 
stolic blood  pressure  elevation)  show  a de- 
cline in  glomerular  filtration  rate  and  renal 
blood  flow  when  no  treatment  is  given.  This 
is  seen  most  dramatically  in  patients  with 
malignant  hypertension  (figure  8),  but  the 
same  deterioration  occurs  in  patients  with 
nonmalignant  hypertension  and  without 
papilledema  (figure  9).  In  contrast,  the 
treated  patients  who  have  had  a satisfactory 
decrease  in  blood  pressure  show  no  over-all 
deterioration  in  renal  function  status,  al- 
though some  individual  patients  have  shown 
progressive  damage.  It  should  be  empha- 
sized that,  even  with  effective  therapy,  renal 
function  in  these  patients  does  not  return  to 
normal.  In  those  patients  (figures  10  and 
11)  who  were  treated,  the  effect  of  treat- 
ment was  only  to  arrest  the  vascular  deteri- 
oration. One  might  anticipate  that  no  sig- 
nificant improvement  in  function  would  be 
expected  to  occur  in  patients  with  slowly 
progressing  renal  damage  since  the  injured 
nephrons  are  gradually  replaced  by  scar 


tissue.  However,  in  patients  experiencing 
renal  damage  due  to  severe  hypertension  of 
relatively  acute  onset,  some  improvement  in 
renal  function  was  sometimes  observed  when 
the  blood  pressure  was  reduced  effectively 
and  without  delay. 

Finally,  there  is  evidence  to  indicate  that 
improvement  occurs  in  the  electrocardio- 
gram, associated  with  a decrease  in  heart 
size  of  the  treated  patients. 

Further  evidence  for  the  beneficial  effect 
of  treatment  was  obtained  when  the  results 
in  treated  and  untreated  patients  were  com- 
pared in  a larger  group  of  133  patients 
studied  initially  with  all  grades  of  severity. 
Seventy-five  per  cent  of  the  patients  who 
died  were  untreated.  In  none  of  the  patients 
who  were  treated  was  uremia  the  sole  cause 
of  death,  whereas  fifteen  patients  in  the  un- 
treated group  died  in  uremia.  Five  of  the 
nine  treated  patients  who  died  as  a result 
of  cerebral  vascular  accidents  had  had  effec- 
tive treatment  but  then  voluntarily  discon- 
tinued treatment.  In  all  of  these  five  pa- 
tients a sudden  rise  in  blood  pressure  oc- 
curred shortly  thereafter,  presumably  re- 
sulting in  a vascular  catastrophe.  All  five 
died  within  a three-month  period  after  dis- 
continuation of  their  medication.  Sudden 


case  i e ( :ih  w M ) 

EFFECT  OF  MALIGNANT  HYPERTENSION  ON  RENAI  FUNCTION 
Not  Trootod  — 17  Month* 
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GFR- GLOMERULAR  FILTRATION 
RATE 
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Figure  8.  A patient  with  malignant  hypertension  who  was  not  treated  for  a period 
of  17  months.  There  was  progressive  reduction  in  glomerular  filtration  rate  and  renal 
blood  flow.  A few  weeks  after  the  last  renal  function  test  was  performed  the  patient 
died  of  congestive  heart  failure  and  renal  failure. 
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CASE  R L (53  CM) 


THE  EFFECT  OF  SEVERE  HYPERTENSION  ( NON  MALIGN  ANT  ) ON  RENAL  FUNCTION 

Not  Treated  — 24  Months 
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GFR-  GLOMERULAR  FILTRATION 
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R0F- RENAL  BLOOD  FLOW 
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BUN*  50  Mg  % 
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Figure  9.  Observations  on  renal  hemodynamics  in  an  untreated  patient  with  severe 
hypertension  who  did  not  have  papilledema  and  consequently  was  not  classified  as  having 
malignant  hypertension.  The  same  vascular  deteriorating  response  was  observed  in  this 
patient  as  was  observed  in  the  patient  in  figure  8 who  had  papilledema  (malignant 
hypertension  1. 


CASE  T.H.  (42  W M.) 

EFFECT  OF  MALIGNANT  HYPERTENSION  ON  RENAL  FUNCTION 

Treated-46  months 
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NORMAL  CONTROL 
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GFR-GLOMERULAR  FILTRATION 
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Figure  10.  Summary  of  results  in  a patient  with  malignant  hypertension  who  was 
treated  effectively  with  antihypertensive  agents  (rauwolfia  plus  ganglionic  blockade). 
Prior  to  the  institution  of  therapy  the  glomerular  filtration  rate  and  renal  blood  flow 
were  depressed  to  less  than  50  per  cent  of  normal  due  to  the  vascular  deterioration 
associated  with  malignant  hypertension.  However,  following  effective  antihypertensive 
therapy  for  a period  of  four  years  there  was  no  further  reduction  in  glomerular  filtra- 
tion rate  and  renal  blood  flow.  This  indicates  that  the  vascular  deterioration  associated 
with  malignant  hypertension  can  be  arrested  by  effective  antihypertensive  therapy. 
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EFFECT  OF  TREATMENT  ON  RENAL  DETERIORATION 
IN  PATIENT  WITH  MALIGNANT  HYPERTENSION 
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Figure  11.  A patient  who  was  studied  for  six  months  without  therapy.  Renal  vas- 
cular deterioration  is  evident.  When  antihypertensivc  therapy  was  started,  the  deteri- 
orating process  was  arrested  but  function  did  not  return  to  normal. 


withdrawal  of  drugs  is  as  disastrous  as  no 
treatment  at  all. 

Malignant  hypertension  is  almost  uni- 
formly fatal,  and  renal  function  deteriorates 
rapidly  when  the  hypertension  is  not  treat- 
ed in  these  patients.  For  example,  the  pa- 
tient with  malignant  hypertension  presented 
in  figure  8 had  a control  blood  pressure  of 
230/156  mm.  Hg.  His  control  renal  clear- 
ances were  normal.  He  received  no  treat- 
ment; six  months  later  his  renal  function 
was  approximately  70  per  cent  of  control 
values  and  his  blood  pressure  remained  ele- 
vated. Seventeen  months  after  the  control 
observations  his  blood  pressure  was  still  ele- 
vated and  his  renal  function  had  dropped  to 
approximately  50  per  cent  of  control  values. 
This  patient  died  a few  weeks  later  in  con- 
gestive heart  failure. 

The  patient  in  figure  10  also  suffered 
from  malignant  hypertension.  When  first 
seen  in  the  clinic  he  had  a pressure  of 
210/172  mm.  Hg,  and  his  renal  function 
was  about  50  per  cent  of  normal.  He  was 
given  antihypertensive  therapy  and  experi- 
enced a fall  in  blood  pressure  in  sixteen 
months  to  158/110  mm.  Hg.  His  renal  func- 
tion at  that  time  was  slightly  better  than 
during  the  control  observations  but  had  not 
changed  significantly.  Forty  - six  months 
after  treatment  was  begun,  the  blood  pres- 
sure had  been  reduced  to  normotensive  lev- 


els (140/90  mm.  Hg)  and  his  renal  func- 
tional status  remained  stable.  This  patient 
is  still  alive  and  gainfully  employed. 

Summary  and  Conclusions 

The  renal  functional  status  of  patients 
with  hypertension  was  determined  by  means 
of  clearance  tests.  An  attempt  was  made  to 
correlate  the  renal  damage  (and  other  com- 
plications of  hypertension)  with  the  blood 
pressure  elevation. 

The  results  are  in  general  agreement  with 
those  obtained  by  other  investigators.  There 
is  a definite  decrease  in  glomerular  filtra- 
tion rate  and  renal  blood  flow  for  the  group 
as  a whole.  As  the  blood  pressure  increases 
there  is  a progressive  decline  in  renal  func- 
tion and  an  increased  incidence  of  complica- 
tions due  to  hypertension  in  these  patients. 

Patients  with  malignant  hypertension 
tend  to  have  greater  renal  damage  in  asso- 
ciation with  more  severe  generalized  vas- 
cular disease  than  do  patients  who  do  not 
have  papilledema. 

Comparison  of  treated  and  untreated  pa- 
tients with  hypertension  shows  that  effective 
reduction  of  the  blood  pressure  arrests  the 
vascular  deterioration  associated  with  blood 
pressure  elevation  in  patients  with  severe 
and  moderately  severe  hypertension. 
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The  mortality  is  significantly  lower  in 
treated  patients  than  in  untreated  patients, 
even  in  those  with  malignant  hypertension, 
and  renal  deterioration  is  arrested,  especial- 
ly in  the  latter. 
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“The  eyes  themselves  are  rarely  involved  in  mumps.  However, 
dacryadenitis,  analogous  to  the  parotitis  is  most  frequent. 

Extraocular  muscle  palsies,  affecting  especially  those  supplied 
by  the  third  and  the  sixth  nerve,  similar  to  those  seen  following 
diphtheritic  infection,  may  occur. 

“A  dilatation  of  the  conjunctival  and  episcleral  vessels  without 
secretion  may  produce  an  edema  of  the  bulbal  conjunctiva. 

“Other  complications  wrhich  may  affect  the  eyes  are  keratitis, 
iritis  v’hich  is  usually  not  severe,  iridocyclitis,  cycloplegia,  retro- 
bulbar neuritis,  optic  neuroretinitis,  encephalitic  optic  neuritis  ana 
atrophy,  papilledema,  and  paralysis  of  accommodation.”  (Tassman: 
Eye  Manifestations  of  Internal  Diseases.  Mosby,  St.  Louis,  1951, 
p.  403). 
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Islet  Cell  Tumor 

DIARRHEA,  and  HYPOPOTASSEMIA 
(The  Zollinger-Ellison  Syndrome?) 


HAT  appears  to  be  a syndrome 
of  peptic  ulceration  associated 
with  islet-cell  tumor  of  the  pan- 
creas was  described  by  Zollinger  and  Ellison 
in  1955.  This  syndrome  attracted  consider- 
able attention,  particularly  in  the  surgical 
literature.  Verner  and  Morrison  called  at- 
tention to  the  occurence  of  diarrhea.  The 
case  reported  here  is  believed  to  resemble 
those  described  by  the  latter  authors. 

Case  Report 
BEG,  Reg.  59  802. 

A 34-year-old  white  man  was  first  ad- 
mitted to  VAH,  Lincoln,  Nebraska,  on 
November  4,  1955.  Three  weeks  be- 
fore admission,  he  had  developed  ma- 
laise and  a moderate  fever,  which  went 
away  after  twenty-four  hours.  How- 
ever, upon  return  to  work,  he  developed 
emesis,  and  watery  diarrhea. 

He  was  hospitalized  elsewhere  for 
two  weeks.  Stool  examinations  includ- 
ing culture,  and  barium  enema  were 
negative.  A serum  potassium  of 
2mEq/L  was  reported.  He  was  given 
fluids  parenterally  and  potassium  by 
mouth.  There  were  nausea,  occasional 
emesis,  and  from  3-10  watery  stools  per 
day  during  the  first  week.  He  lost  30 
pounds  weight.  Thereafter,  he  improved 
rapidly. 

He  was  home  for  two  days  before  ad- 
mission to  the  Veterans  Hospital.  The 
evening  prior  to  admission  he  became 
nauseated,  and  had  cramping  abdom- 
inal pain. 

There  was  a history  of  loose  stools 
from  time  to  time  throughout  the  pa- 
tient’s life.  He  had  been  married  10 
years,  but  there  were  no  children. 
Otherwise,  the  past  history  and  system 
review  yielded  no  important  informa- 
tion. 

On  initial  examination,  the  patient 
was  lethargic  and  slow  to  respond.  The 
skin  was  dry  and  lacked  elasticity. 
Body  hair  was  scant.  There  was  a 
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grade  II  systolic  murmur  at  the  left 
sternal  border.  The  pulse  rate  was  88, 
and  blood  pressure  95  mm  Hg,  systolic 
and  30,  diastolic.  The  abdomen  was 
slightly  distended ; peristalsis  was  nor- 
mal. Proctoscopy  was  done  immediate- 
ly after  admission.  Visualization  was 
good.  No  ulceration  or  friability  of  the 
mucosa  was  present.  *- 

Chest  X ray  was  negative.  Leuko- 
cytes numbered  28,100  with  90  per  cent 
normal  polymorphonuclears.  Hemo- 
globin was  16.9  gm.  per  100  ml.  He 
was  given  2,000  cc.  of  fluid  intraven- 
ously. There  were  five  small  liquid 
stools  during  the  first  24  hours,  and  he 
vomited  once. 

The  following  morning  serum  chlo- 
rides were  95.8  mEq/L;  sodium  126 
mEq/L ; carbon  dioxide  combining  pow- 
er was  normal.  He  took  liquids  well  by 
mouth,  but  vomited  a total  of  600  cc. 
Two  thousand  cc.  of  fluid  was  again 
given  by  vein.  He  passed  seven  small 
liquid  stools.  On  November  6,  1955,  he 
did  not  vomit,  and  no  fluids  were  given 
parenterally.  There  were  only  two 
small  stools. 

On  November  7,  1955,  he  appeared 
markedly  dehydrated,  although  the 
urine  had  a specific  gravity  of  1.006. 
He  was  given  3,000  cc.  fluid  to  which 
40  mEq  of  potassium  chloride  had  been 
added. 

On  November  8,  1955  the  serum  chlo- 
ride was  101.4  mEq/L.  He  seemed 
mentally  depressed  and  weak.  An  up- 
per gastrointestinal  series  and  small 

* — Deceased 
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bowel  study  showed  no  lesion  of  stom- 
ach or  duodenum.  Again,  he  received 
three  liters  of  fluid  parenterally  with 
40  mEq  of  KCL.  There  was  no  emesis 
and  he  had  only  two  small  watery  stools. 
He  took  in  2500  cc.  of  fluids  by  mouth, 
and  excreted  3600  cc.  of  urine  of  low 
specific  gravity. 

The  following  morning  he  was  unable 
to  raise  his  head  from  the  pillow.  All 
the  deep  reflexes  were  absent.  Spinal 
fluid  examination  was  negative.  Serum 
potassium  was  1.72  mEq./L.  The  elec- 
trocardiogram was  compatible  with  se- 
vere hypokalemia.  The  urinary  out- 
put had  risen  to  4900  cc.  during  the 
preceding  24  hours ; oral  intake  had 
been  4260  cc.  Intravenous  use  of  dex- 
trose was  discontinued,  and  he  was  giv- 
en 120  mEq  KCL  in  a small  volume  of 
saline  solution.  Oral  administration 
was  started. 

On  November  10,  1955,  the  reflexes 
were  normal  and  muscle  strength  had 
recovered  markedly.  He  had  had  no 
emesis,  and  only  three  stools.  He  had 
taken  3900  cc.  of  fluid  orally,  and  had 
3200  cc.  output.  Specific  gravity  of 
urine  was  low,  and  the  total  urinary  ex- 
cretion of  potassium,  sodium  and  chlo- 
rides was  markedly  reduced ; however, 
the  serum  potassium  was  1.88  mEq/L. 
The  electrocardiogram  was  unchanged. 
He  was  given  180  mEq  KCL  by  vein, 
and  the  oral  administration  of  potas- 
sium was  increased. 

By  November  14,  1955  the  serum  po- 
tassium w as  up  to  4.1  mEq/L,  and 
he  was  clinically  well.  He  had  only  2-3 
stools  per  24-hour  period.  Urine  out- 
put continued  high,  with  daily  volumes 
approaching  four  liters.  Urinary  spe- 
cific gravity  ranged  from  1.001  to 
1.004,  and  the  electrolyte  excretion  re- 
mained markedly  low. 

Further  Studies 

After  he  had  stabilized,  numerous  studies 
were  undertaken.  Skull  films  showed  a nor- 
mal sella  turcica.  Repeat  proctoscopy  was 
entirely  negative.  Barium  enema  and  intra- 
venous pyelogram  were  negative.  Five  hour 
glucose  tolerance  test  gave  values  of  82  mg. 
per  100  cc.,  fasting;  220,  at  1 hour;  140, 
at  2 hours;  79,  at  3 hours;  70,  at  4 hours; 
and  82,  at  5 hours.  The  high  initial  peak 
was  thought  to  be  the  result  of  his  nutrition- 


al deprivation  and  weight  loss  during  the 
previous  weeks.  Phenolphthalein  (P.S.P.) 
test  showed  11  per  cent  excretion  of  dye  at 
15  minutes,  10  per  cent  at  1 hour,  and  2 per 
cent  at  2 hours.  Fishberg  concentration  test 
yielded  a maximum  specific  gravity  of  1.006. 
Maximum  specific  gravity  after  pitressin 
injection  was  1.013.  An  18-hour  period  of 
dehydration  produced  a specific  gravity  of 
1.011.  During  none  of  the  urine  studies 
were  casts,  red  blood  cells,  albumin  or  sugar 
found. 

It  was  still  thought  that  his  initial  diar- 
rhea had  not  been  of  sufficient  degree  to 
produce  the  severe  potassium  deficiency 
which  had  been  encountered.  The  possibil- 
ity of  periodic  paralysis  was  considered.  He 
was  provoked  with  100  gm.  of  glucose  in- 
travenously on  one  occasion,  and  30  units 
of  insulin  intravenously  on  another.  No 
demonstrable  effects  upon  the  serum  potas- 
sium or  phosphorus  levels  were  obtained. 

Liver  function  studies  were  normal,  but 
the  total  serum  cholosterol  was  found  to  re- 
main in  excess  of  300  mg./lOO  cc. 

Re-evaluation  at  Three  Months 

He  was  re-examined  in  February,  1956. 
He  had  regained  30  pounds  in  weight.  He 
denied  any  nausea,  diarrhea,  or  pain.  Physi- 
cal examination  was  completely  normal,  ex- 
cept for  the  scanty  body  hair.  Blood  pres- 
sure was  128/90. 

Urine  specific  gravity  w a s 1.016.  On 
P.S.P.  test,  there  was  27  per  cent  excretion 
in  15  minutes,  26  per  cent  at  one  hour,  and 
7 per  cent  at  two  hours.  The  serum  choles- 
terol was  389  mg./lOO  cc.  Serum  potassium 
was  5.05  mEq/L.  Electrocardiogram  was 
normal.  Urinary  17-ketosteroid  excretion 
was  normal. 

Observations  at  Six  Months 

He  was  next  seen  on  June  22,  1956,  com- 
plaining of  burning  distress  over  the  manu- 
brium and  in  the  left  shoulder,  present  for 
two  months.  This  came  on  when  he  first 
got  out  of  bed,  and  lasted  a few  minutes  to 
several  hours.  It  was  neither  relieved  nor 
aggravated  by  ingestion  of  food. 

He  reported  that  his  bowels  had  been 
moving  once  a day,  and  the  stools  had  been 
normal  since  his  last  hospitalization.  There 
had  been  no  polydypsia  or  polyuria. 

His  weight  was  165  pounds.  The  right 
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lobe  of  the  thyroid  was  enlarged  — about 
4 cm.  in  diameter.  Blood  pressure  w a s 
110/80.  A grade-two  systolic  murmur  was 
heard  over  the  cardiac  base,  in  the  supine 
position  only.  Examination  of  the  abdomen 
was  negative.  Rectal  examination  was  neg- 
ative. 

Urine  specific  gravity  was  1.012.  Total 
serum  cholsterol  was  350  mg.  per  100  cc. 
Serum  potasium  was  4.29  mEq/L.  Routine 
electrocardiogram  was  within  normal  limits. 
Master’s  exercise  test  was  positive.  Basal 
metabolism  determinations  gave  readings  of 
minus  six  and  plus  four. 

Interval  History 

He  was  not  seen  again  for  nearly  two 
years.  It  was  reported  that  at  home  he  had 
had  two  episodes  of  loose  stools  and  occa- 
sional weakness. 

On  April  15,  1958  removal  of  a fetal 
adenoma  of  the  right  lobe  of  the  thy- 
roid was  performed  at  another  hospital. 
By  April  18,  1958  he  became  anorexic, 
and  vomited  all  ingested  food.  He  was 
able  to  retain  water  taken  by  mouth. 
He  began  to  have  2-3  small  watery  stools 
per  day.  Dehydration  and  weakness 
developed.  He  was  transferred  to  Vet- 
erans Administration  Hospital,  Lincoln, 
Nebraska  on  April  28,  1958,  at  which 
time  he  was  weak  and  unable  to  give  a 
history. 

He  was  restless,  dehydrated,  and 
flushed.  There  was  no  fever.  Blood 
pressure  was  120  mm.  Hg,  systolic  and 
54,  diastolic,  pulse  was  84.  The  thy- 
roid incision  was  well  - healed.  The 
heart  was  normal.  The  abdomen  was 
slightly  distended  and  there  were  in- 
creased bowel  sounds.  Deep  reflexes 
could  not  be  elicited. 

Urine  specific  gravity  was  1.008, 
leukocytes,  35,600;  hemoglobin,  16  gms. 
The  electrocardiogram  showed  first  de- 
gree AV  block,  with  runs  of  supraven- 
tricular tachycardia ; prolongation  of 
the  QT  interval  to  0.40  second;  ST-seg- 
ment  depression  in  the  limb  leads;  and 
wide  T- waves,  followed  by  U-waves. 

He  was  given  3000  cc.  of  fluid  paren- 
terally,  containing  80  MEq  of  potas- 
sium chloride.  He  took  300  cc.  of  oral 
fluid.  There  was  no  emesis.  There 
were  three  watery  stools  of  20  cc.  each. 


Urinary  output  was  1500  cc.  He  abrupt- 
ly expired  nine  hours  after  admission, 
after  having  appeared  to  improve  some- 
what, clinically. 

Blood  chemistry  determinations 
which  had  been  drawn,  but  not  all  com- 
pleted prior  to  demise,  were  as  fol- 
lows : 

NPN  (25-35)  — 142  mg./lOO  cc. 

Glucose  (80-120)  — 140  mg./lOO  cc. 

Chlorides  (100-106)  — 92.8  mEq/L 

Sodium  (137-143)  — 123  mEq/L 

Potassium  (4. 1-5. 6)  — 2.4  mEq/L 

Calcium  (9-111  — 7.3  mg./lOO  cc. 

Magnesium  (2-3)  — 3.05  mg./lOO  cc. 

Urinary  electrolytes  were  all  mark- 
edly reduced. 

Autopsy  Findings 

At  necropsy,  the  heart  weighed  400  grams 
and  was  normal  except  for  scattered  calcific 
plaques  in  the  coronary  arteries.  Lungs,  liv- 
er, and  spleen  were  normal.  A single,  well 
encapsulated  tumor  was  found  in  the  tail 
of  the  pancreas.  This  was  about  the  size  of 
an  orange,  and  weighed  100  grams.  Histo- 
logically, the  tumor  was  of  islet  cell  type, 
with  very  rare  mitotic  figures.  The  kidneys 
were  grossly  normal.  Microscopically,  the 
tubules  showed  cloudy  swelling  and  vacuo- 
lization such  as  has  been  described  in  chron- 
ic potassium  - depletion  nephropathy.  The 
adrenal  glands  were  normal.  The  pituitary 
gland  was  normal.  The  remaining  thyroid 
tissue  was  normal.  The  parathyroid  glands 
were  identified  and  found  to  be  histological- 
ly normal.  There  were  scattered  superficial 
ulcers  of  the  gastric  mucosa.  Histological- 
ly, there  was  hypertrophy  of  the  mucosa, 
and  in  some  areas  the  chief  cells  appeared 
almost  completely  masked  by  proliferation 
of  the  parietal  cells.  Small  intestine  was 
normal.  Numerous  shallow  ulcers  were 
present  in  the  mucosa  of  the  colon,  and 
there  was  a marked  infiltrate  of  acute  in- 
flammatory cells  in  the  mucosa.  The  testes 
were  not  examined. 

Sections  of  the  pancreatic  tumor  were  re- 
viewed by  the  Armed  Forces  Institute  of 
Pathology.  The  opinion  was  that  it  repre- 
sented an  islet  cell  tumor,  apparently  of  be- 
nign, nonfunctioning  type. 

Discussion 

By  1956,  Ellison  had  accumulated  reports 
of  24  persons  with  what  had  become  known 
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Figure  1.  Gross  specimen  of  tumor  from  tail  of  pancreas. 


Figure  2.  Low-power  view  of  section  of  colon  showing  mucosal  ulcers. 
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Figure  3.  Section  of  kidney  showing  hydrops  of  tubular  epithelium. 


as  the  “Zollinger-Ellison  Syndrome.”  Don- 
aldson and  his  colleagues  made  a critical  re- 
view of  those  cases,  and  added  one  of  their 
own.  Classical  peptic  ulcer  pain  was  pres- 
ent in  all  instances.  Hypersecretion  in 
these  persons  tended  to  persist  after  sur- 
gical procedures  directed  at  alleviating  it. 

The  peptic  ulcers  were  multiple,  and 
atypical  in  location.  Pre-  and  postopera- 
tive complications  were  frequent.  Seven- 
teen of  the  twenty-one  patients  reviewed  by 
Donaldson  were  dead.  Twelve  of  the  deaths 
were  due  to  complications  of  ulcer. 

In  1958,  Zollinger  stated  that  forty-eight 
cases  of  the  syndrome  had  been  collected. 


He  proposed  a diagnostic  triad  consisting  of : 
(1)  a severe  peptic  ulcer  diathesis;  (2) 
marked  gastric  hypersecretion  and  hyper- 
acidity; and  (3)  a non-beta  cell  tumor  of  the 
pancreas.  At  least  seven  case  reports  by 
other  authors  have  appeared  since  that  time. 

Verner  and  Morrison  considered  some  of 
the  medical  aspects  of  the  syndrome.  Upon 
reviewing  the  twenty-five  original  cases  and 
adding  two  of  their  own,  they  pointed  out 
that  diarrhea  occurred  in  about  30  per 
cent.  This  was  characteristically  watery 
and  explosive.  Symptomatic  hypokalemia 
was  recorded  in  three  cases. 

It  seems  probable  that  diarrhea  is  a re- 
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suit  of  the  marked  gastric  hypersecretion. 
Prolonged  or  severe  diarrhea  may  cause  po- 
tassium depletion.  This  was  thought  to  ac- 
count for  the  hypokalemia  in  the  two  cases 
of  Vernor  and  Morrison,  and  the  one  report- 
ed by  Priest  and  Alexander. 

Those  writers  noted  the  production  of 
large  volumes  of  urine  of  low  specific  grav- 
ity, seemingly  out  of  proportion  to  the  pa- 
tient’s apparent  dehydration.  At  necropsy, 
the  changes  characteristic  of  potassium  de- 
pletion nephropathy  were  found  in  the  renal 
tubules.  Our  patient  presented  the  same 
urinary  findings  and  renal  tubular  changes. 

The  histology  of  the  pancreatic  tumors 
has  been  consistent  only  in  that  they  are 
not  beta-cell  type,  and  would  ordinarily  be 
classified  as  nonfunctioning.  Attempts  to 
correlate  the  gastric  hypersection  with  glu- 
cagon production  have  not  established  any 
relationship. 

After  the  demonstration  of  pancreatic 
islet  tumors  in  association  with  severe  and 
unusual  peptic  ulcers,  it  became  popular  to 
refer  to  the  tumors  as  “ulcerogenic.”  More 
recent  work  has  failed  to  indicate  a direct 
etiological  relationship  between  the  islet  cell 
tumor  and  gastric  hypersecretion,  or  ulcera- 
tion. 

Waddell  and  coworkers  cited  their  case 
of  gastric  hypersecretion  with  multiple, 
atypical  ulcerations  — but  without  any  pan- 
creatic lesion  as  evidence  against  a cause 
and  effect  relation  of  pancreatic  lesion  and 
gastric  lesion. 

In  thirty-two  case  reports  which  we  have 
been  able  to  review,  ten  had  other  concur- 
rent endocrine  abnormalities  (pituitary, 
thyroid,  parathyroid,  or  adrenal).  Our  case 
had  a thyroid  adenoma.  Also,  six  of  the 
thirty-two  cases  were  described  as  having 
hypertrophy  of  the  gastric  mucosa,  or  Mene- 
trier’s  disease.  Our  patient  did  not  have 
rugal  hypertrophy,  but  there  was  an  un- 
usual preponderance  of  parietal  cells  in  the 
mucosa. 

The  case  presented  is  believed  to  represent 
another  of  a syndrome  of  unusual  endocrine, 
metabolic  and  electrolyte  disturbances. 
Whether  these  are  related  in  some  as  yet 
unknown  way,  or  are  a result  of  some  com- 
mon denominator,  is  not  evident. 

Surgical  recommendations  for  manage- 
ment of  patients  with  the  Zollinger-Ellison 


syndrome  include  radical  gastrectomy,  and 
removal  of  any  detectable  pancreatic  lesion. 
It  has  been  suggested  that  if  ulcer  persists, 
resection  of  the  distal  one-half  or  two-thirds 
of  the  pancreas  be  considered,  even  though 
no  gross  lesion  is  demonstrable. 

In  our  case,  surgery  unrelated  to  the  gas- 
trointestinal tract  and  of  less  than  major 
magnitude,  appeared  to  act  as  the  trigger 
mechanism  for  a chain  of  events  including 
diarrhea,  electrolyte  imbalance,  and  death. 
The  rapid  deterioration  of  some  of  the  other 
reported  cases,  aside  from  hemorrhage,  per- 
foration or  peritonitis,  suggests  that  these 
patients  may  not  tolerate  surgery  well.  It 
might  be  concluded  that  when  a diagnosis  of 
Zollinger-Ellison  syndrome  is  entertained, 
painstaking  study  and  a strenuous  conserva- 
tive program  should  be  tried  prior  to  a radi- 
cal surgical  approach. 

Summary 

1.  A case  of  Zollinger-Ellison  syndrome 
has  been  presented  in  detail.  Diar- 
rhea, hypokalemia,  and  hypokalemic 
nephropathy  were  the  most  signifi- 
cant clinical  features. 

2.  Features  presented  in  cases  previous- 
ly reported  were  reviewed. 

3.  Evidence  suggesting  that  there  is  not 
a cause  and  effect  relation  between 
the  pancreatic  tumor  and  gastric 
hypersecretion  was  presented. 

4.  Careful  study,  and  an  attempt  at  pre- 
cise and  meticulous  conservative  ther- 
apy is  recommended,  rather  than  an 
early,  radical,  surgical  approach. 
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Serum  Lipids 

■m  the  etiology  of  T hromboembolism* 


Conclusions 

1.  Stress  in  general  calls  forth  the  homeo- 
static mechanisms.  An  important  aspect  of 
this  is  energy  demand,  in  which  the  mobili- 
zation of  lipids  and  other  sources  of  energy 
are  important. 

2.  It  is  possible  that  the  ionic  fatty  acids, 
as  a necessary  intermediate  in  the  metabolic 
cycle,  produce  an  increased  coagulability  in 
vivo  as  in  vitro,  and  that  this  fat-induced 
thromboembolic  manifestation  m a y be  a 
clue  to  many  aspects  of  stress  pathology. 

3.  In  obstetrical  patients  following  deliv- 
ery and  in  one  surgical  case  it  has  been 
shown  that  ionic  fatty  acids  are  doubled  and 
that  corresponding  whole  blood  clotting 
times  are  reduced.  Recovery  from  the  stress 
is  associated  with  the  converse  changes. 

4.  Appropriate  measures  to  neutralize 
such  manifestations  of  stress  may  prove  ef- 
fective in  decreasing  morbidity  and  mortal- 
ity. 

Introduction 

In  the  normal  individual,  an  increase  in 
the  concentration  of  factors  concerned  in  co- 
agulation does  not  accelerate  coagulation 
since  they  are  already  present  in  optimal 
amounts.  An  example  is  the  administration 
of  vitamin  K which,  in  itself,  is  of  no  avail 
in  altering  coagulation  times  but  is  of  aid 
only  with  subnormal  prothrombin  concen- 
trations in  the  presence  of  a normally  func- 
tioning liver.  Also,  the  increase  in  plate- 
lets as  a result  of  hemorrhage  is  not  the 
important  factor  in  the  acceleration  of  co- 
agulation. It  is  the  stress  per  se,  resulting 
in  increased  amounts  of  adrenal  cortical  and 
medullary  hormones  and  hormones  of  the 
sympathetic  nervous  system2-3  which  brings 
about  these  alterations. 

Recent  studies  indicate  that  lipids  are 
transported  to  peripheral  tissues  from  adi- 
pose tissue  depots  mainly  in  the  form  of  free 
or  ionic  fatty  acids.  These  fatty  acids  are 
released  from  adipose  tissue  triglycerides 
and  circulate  in  the  blood  plasma  chiefly  in 
a complex  with  albumin.  Great  interest  has 
developed  in  recent  years  concerning  this 
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small  but  important  fraction  of  the  total  fat- 
ty acids  of  the  blood  which  is  not  bound  in 
covalent  linkage. 

Common  terminology  which  has  come  into 
vogue  in  recent  years  includes  “unesterified 
fatty  acids”  (UFA),  “nonesterified  fatty 
acids”  (NEFA),  “free  fatty  acids”  (FFA), 
“ionic  fatty  acids”  (IFA),  and  “albumin- 
bound  fatty  acids”  (ABFA).  It  is  the  con- 
tention of  the  present  author  however  that 
the  more  justifiable  nomenclature  and  ab- 
breviation is  ionic  fatty  acid  (IFA)  since  it 
is  believed  that  these  substances  exist  as 
ions  at  physiological  pH  values.  Therefore, 
throughout  the  following  pages,  the  abbrevi- 
ation IFA  is  used  with  full  understanding  of 
its  significance. 

Normal  values  of  IFA  concentration  in 
humans  closely  correlate  with  one  another. 
Values  for  nonfasting  subjects  were  found 
to  vary  between  0.35-0.42  mEq/L  by  Gordon 
and  Cherkes  in  19561  and  between  0.3-0. 8 
mEq/L  by  Havel  and  Goldfien  in  1959.2 
The  observed  values  for  fasting  individuals 
varied  between  0. 5-0.9  mEq/L.4  These 
values,  of  course,  are  dependent  upon  the  de- 
gree of  fasting. 

Fasting  and  starvation  increase  the  levels 
of  IFA  in  proportion  to  the  degree  and  dura- 
tion of  abstinence,  ranging  from  0.3  - 1.2 
mEq/L.  In  this  regard,  also,  obese  indi- 
viduals tend  to  have  increased  levels  of  IFA 
in  proportion  to  their  degree  of  obesity.4 

The  importance  of  the  effect  of  the  hor- 
mones of  the  sympathetic  nervous  system  in 
changing  IFA  levels  has  been  shown  by 
Havel  and  Goldfien.2  Norepinephrine  and 
epinephrine  both  result  in  a rapid  increase 
in  the  concentration  of  plasma  IFA.  The 

'Presented  at  Annual  Clinical  Meeting,  American  College 
of  Surgeons,  York,  Nebraska,  November  13,  1960. 
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importance  of  the  effect  of  norepinephrine 
on  IFA  is  suggested  by  the  profound  de- 
crease in  the  rate  at  which  IFA  is  added  to 
the  plasma  after  administration  of  hexa- 
methonium.  This  change  presumably  re- 
flects decreased  mobilization  of  adipose  tis- 
sue triglycerides  and  is  most  likely  the  re- 
sult of  decreased  liberation  of  norepine- 
phrine from  sympathetic  nerve  endings  in 
the  parenchyma  of  adipose  tissue.  The 
blockade  of  adrenal  medullary  secretion  is 
not  the  decisive  alteration,  since  the  re- 
sponse to  hexamethonium  is  similar  in  in- 
tact and  adrenalectomized  dogs. 

The  rise  in  plasma  IFA  accompanying 
anxiety  or  discomfort  in  humans,  and  de- 
creasing depth  of  anesthesia  in  dogs,  pro- 
vides further  evidence  of  the  role  of  the 
sympathetic  nervous  system  in  the  mobiliza- 
tion of  fatty  acids  from  adipose  tissue. 
Pentobarbital  anesthesia  in  dogs  is  accom- 
panied by  diminished  adrenal  secretion  of 
norepinephrine  and  epinephrine.  Decreas- 
ing the  depth  of  anesthesia  is  associated 
with  increases  of  medullary  secretion.  The 
effect  of  anesthesia  may  apply  to  the  extra- 
adrenal sympathetic  nervous  system  as  well, 
since  lessening  of  anesthesia  in  adrenalec- 
tomized dogs  is  accompanied  by  a rise  in  the 
IFA  concentrations.  Furthermore,  alter- 
ations in  depth  of  anesthesia  does  not  result 
in  changes  in  plasma  IFA  concentrations  in 
dogs  given  hexamethonium. 

These  observations  concerning  the  affect 
of  anesthesia  on  this  basic  physiological 
stress  mechanism,  which  has  been  shown  to 
alter  the  IFA  levels  and  thus  indirectly  to 
change  the  blood  coagulability,  are  suffi- 
cient to  explain  why  alterations  in  coagu- 
lability resulting  from  stress  are  not  seen 
in  animals  which  remain  deep  in  anesthesia. 

It  has  been  shown  previously  that  the  ad- 
ministration of  glucose,  either  parenterally 
or  orally,  will  reduce  IFA  levels  and  will  re- 
turn previously  elevated  IFA  levels  to  nor- 
mal.4 The  decrease  in  IFA  is  even  more 
marked  than  that  observed  following  the  in- 
gestion of  a mixed  meal.  A 50-gram  dose 
of  glucose,  either  orally  or  intravenously, 
reduces  the  IFA  to  a minimum  of  approxi- 
mately 0.2  mEq./L.  This  minimum  is 
reached  at  about  one  and  one-half  hours 
after  the  administration  and  slowly  returns 
to  initial  values.  Obese  subjects,  with  high- 
er fasting  concentrations  of  IFA,  show  the 
greatest  changes  in  concentration,  but  in  all 


cases  the  administration  of  glucose  causes 
some  reduction  in  the  level.  Measurement 
of  both  glucose  concentration  and  IFA  shows 
a closely  correlated  reciprocal  variation. 
The  amount  of  glucose  generally  adminis- 
tered provides  less  than  half  the  number  of 
dietary  calories  that  would  produce  no  effect 
if  in  the  form  of  fat.4  Generally,  it  can  be 
stated  that  with  an  increase  in  glucose 
metabolism  there  is  a decreased  output  of 
fatty  acids  from  tissue  stores.5 

By  very  careful  observation  it  is  noted 
that  upon  the  injection  of  insulin  there  is  a 
rapid  decrease  in  IFA  levels.  This  altera- 
tion occurs  with,  or  even  preceding,  the  fall 
in  blood  glucose.  Later,  when  glucose  re- 
turns to  normal,  IFA  levels  follow  in  close 
parallel.  It  is  of  interest  to  note  that  dia- 
betic patients  with  abnormal  glucose  toler- 
ance curves  show  corresponding  abnormali- 
ties of  IFA  responses.6 

It  has  been  demonstrated  that  an  injection 
of  insulin  or  glucose  abolishes  the  usual  ar- 
teriovenous increment  of  IFA  concentrations 
in  blood  from  adipose  tissue.7  The  admin- 
istration of  glucose  or  insulin  to  rats  dimin- 
ishes the  breakdown  of  triglycerides  and  re- 
duces the  oxidation  of  labelled  fatty  acids.8- 9 
The  amount  of  fat  in  adipose  tissue  is  in- 
creased by  insulin  presumably  because  of  in- 
creased lipogenesis  and  reduced  output  of 
fatty  acids.10- 11  The  investigations  by  these 
various  workers  show  that  insulin  decreases 
the  release  of  fatty  acids  from  tissue  stores 
but  does  not  accelerate  their  removal  from 
the  blood. 

The  administration  of  sulfonurea  deriva- 
tives produces  hypoglycemia  in  normal  sub- 
jects and  in  many  diabetic  patients.  Since 
functioning  pancreatic  tissue  is  required  for 
this  action,  it  has  been  suggested  that  tol- 
butamide enhances,  in  some  manner,  the  ef- 
fect of  endogenous  insulin.12- 13  There  is, 
however,  evidence  that  tolbutamide  may  lim- 
it the  release  of  glucose  from  the  liver  into 
the  blood14- 15  and  thus  reduce  the  concentra- 
tion of  blood  glucose  in  this  manner  rather 
than  by  promoting  utilization.  The  close  as- 
sociation between  metabolism  of  carbohy- 
drate and  the  level  of  plasma  IFA  provides 
another  way  to  test  this  question.  Since  an 
increased  oxidation  of  carbohydrate  is  asso- 
ciated with  a fall  in  IFA  concentration,  it 
is  possible  to  reveal  any  effect  of  a sub- 
stance on  the  oxidation  of  carbohydrate  by 
its  action  on  the  level  of  plasma  IFA. 
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The  findings  of  Bierman,  Roberts,  and 
Dole6  support  the  theory  that  tolbutamide 
stimulates  insulin  discharge  but  does  not  in 
itself  promote  oxidation  of  glucose.  As 
noted  before,  IF  A levels  rise  when  carbohy- 
drate utilization  is  reduced,  and  fall  when 
carbohydrate  oxidation  is  enhanced.  This 
relationship  reflects  actual  utilization  of 
glucose  rather  than  the  mere  availability  of 
the  sugar,  because  glucose  is  ineffective  in 
lowering  the  IFA  levels  under  conditions  of 
insulin  deficiency.  With  diabetic  ketosis 
and  with  fasting,  IFA  levels  rise  progres- 
sively. The  administration  of  insulin  causes 
a drop  of  IFA  in  either  case,  whereas  glu- 
cose administration  brings  about  this  effect 
only  in  the  fasting  subjects.  It  seems  likely, 
therefore,  that  tolbutamide  is  effective  in 
relieving  ketosis  only  when  the  pancreas  is 
capable  of  responding  with  an  increased  out- 
put of  insulin.  Diabetics  responding  to  tol- 
butamide with  a prolonged  depression  of 
blood  sugar  show  a comparable  sustained  re- 
duction of  IFA  concentrations. 

Various  physical  alterations,  to  be  sure, 
accelerate  the  coagulation  of  the  blood,  such 
as  moist,  rough  surfaces  and  slowing  of  the 
flow  of  the  blood  stream.  Also  many  applied 
substances  are  employed  to  bring  about  local 
hemostasis,  such  as  “Rabbit  Thrombin,” 
“Thrombin  Topical,”  human  thrombin  prep- 
arations, fibrin  sheets  or  “foams,”  “Russell’s 
Viper  Venom,”  and  Australian  Tiger  Snake 
venom.  But  again  what  are  the  circulating 
changes  which  alter  coagulation? 

Certain  correlations  have  been  made  over 
a period  of  time  between  the  increased  co- 
agulability of  the  blood  and  the  administra- 
tion of  various  substances.  Thus,  with  the 
administration  of  therapeutic  doses  of  the 
following  agents,  a definite  increase  in  the 
coagulability  is  noted : digitalis,  penicillin, 
aureomycin,  streptomycin,  terramycin,  mer- 
curial diuretics,  metallic  antisyphilitic  drugs, 
heavy  metals,  mustard  gas,  ACTH,  and  cor- 
tisone.16 

Also,  under  the  following  circumstances 
coagulability  is  noted  to  be  greatly  in- 
creased; after  meals  (following  the  ensuing 
lipemia),  diabetes  mellitus,  pregnancy,  leu- 
kemia, typhoid  fever,  hemorrhage,  general 
anesthesia,  endocarditis,  and  splenectomy. 
These  conditions  appear  to  encompass  the 
above  mentioned  factors  which  have  a pro- 
found bearing  on  blood  coagulability. 

Postoperative  deep-vein  thrombotic  epi- 


sodes occur  most  commonly  between  the 
eighth  and  twelfth  postoperative  days.  In 
this  regard,  certain  other  changes  of  the 
circulation  are  in  very  close  accord.  These 
include  increased  platelet  number,  platelet 
stickiness,  and  circulation  time.17- 18  The 
loss  of  muscle  tissue  and  the  maximum  de- 
gree of  protein  catabolism  are  also  at  a maxi- 
mum between  the  eighth  and  twelfth  post- 
operative days,  but  this  is  not  in  accord 
with  the  present  contention.  That  is,  that 
as  a result  of  these  stressful  circumstances, 
the  blood  coagulability,  as  measured  by  the 
in  vitro  clot  times,  is  at  its  maximum  within 
a few  hours  after  the  stressful  insult  and 
returns  to  normal  within  12-24  hours;  and 
that  this  increased  coagulability  is  in  direct 
con*elation  with  the  level  of  IFA  present. 
In  agreement  here  is  the  fact  that  the  litera- 
ture indicates  that  the  incidence  of  fatty 
thromboembolic  phenomena  is  at  its  maxi- 
mum during  the  second  and  third  days  post- 
operative or  posttraumatic. 

The  list  of  pathological  conditions  which 
decrease  the  coagulability  of  the  blood  is 
long  and  includes  hemophilia,  obstructive 
jaundice,  hepatocellular  diseases  such  as 
chloroform  and  phosphorous  poisoning,  and 
deficiency  of  fibrinogen,  whether  acquired 
or  hereditary. 

Procedures 

Blood  Samples:  The  method  employed 

here  was  the  usual  antecubital  venipuncture 
using  a 20  gauge  needle  and  a 20  milliliter 
syringe.  Each  sample  consisted  of  20  milli- 
liters of  blood  which,  after  a measured  quan- 
tity (two  milliliters)  was  separated  to  deter- 
mine coagulation  times,  was  placed  in  a dry 
test  tube  and  allowed  to  clot.  Following  clot 
retraction,  the  serum  was  separated  and  used 
in  the  IFA  determinations. 

As  a result  of  previous  work,  samples 
were  drawn  as  follows:  (1)  Prestress,  pref- 
erably 24  hours  prior  to  a surgical  proce- 
dure and  more  than  two  hours  prior  to  a de- 
livery; (2)  one  hour  poststress;  (3)  four 
hours  poststress;  and  (4)  eight  hours  post- 
stress. In  certain  instances  these  times  were 
modified. 

Coagulation  times:  These  were  deter- 

mined by  a modified  Lee-White  technique. 
In  this  case,  timing  was  begun  at  the  time 
of  vein-puncture,  20  milliliters  of  blood  were 
drawn  into  a dry,  sterile  syringe  via  a 20 
gauge  needle.  One  milliliter  samples  were 
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immediately  placed  in  each  of  two,  eight 
millimeter,  dry  test  tubes.  The  first  tube 
was  tipped  every  30  seconds  until  it  could  be 
inverted,  and  then  the  second  tube  was 
tipped  every  30  seconds  until  it  could  be  in- 
verted, this  was  the  end-point. 

Ionic  Fatty  Acid  Determinations: 

1.  Serum  separated  from  samples  as  not- 
ed above  was  centrifuged  to  separate  the 
erythrocytes  completely. 

2.  Five  milliliter  aliquot  of  serum  was 
placed  in  a 50  milliliter  glass  stoppered, 
conical  graduated  centrifuge  tube. 

3.  Three  milliliters  of  0.2  N HC1  were 
added  to  give  a pH  of  about  2.0.  Mixed. 

4.  Thirty  milliliters  of  a mixture  of  1 :1 
glacial  acetic  acid  and  N-heptane  were 
added. 

5.  This  was  allowed  to  stand  for  at  least 
30  minutes  with  frequent  agitation  at  room 
temperature. 

6.  Centrifuged  at  1000  rpm  (setting  18) 
for  five  minutes. 

7.  The  lower  aqueous  phase  was  separ- 
ated and  discarded.  For  this  procedure  a 
slender  tipped  25  milliliter  volumetric  pi- 
pette and  controlled  aspiration  vacuum  was 
employed. 

8.  Twenty  - five  milliliters  of  1 :2000 
H2SO+  were  added  and  shaken  vigorously 
for  30-60  seconds. 

9.  Centrifuged  at  1000  rpm  (setting  18) 
for  five  minutes. 

10.  Lower  aqueous  phase  was  separated 
and  discarded  as  above. 

11.  Twenty  - five  milliliters  of  1:2000 
H2S04  added.  Vigorous  agitation  for  30-60 
seconds. 

12.  Centrifuged  at  1000  rpm  (setting  18) 
for  five  minutes. 

13.  Lower  aqueous  phase  was  separated 
and  discarded  as  above. 

14.  Five  milliliters  of  1 :2000  H2S04  add- 
ed. Vigorous  agitation  for  30-60  seconds. 

15.  Centrifuged  at  1000  rpm  (setting  18) 
for  five  minutes. 

16.  Lower  aqueous  phase  was  separated 
and  discarded. 


17.  The  remaining  heptane  phase  was 
placed  in  a 50  milliliter  beaker  with  five 
milliliters  of  95%  ethanol. 

18.  The  initial  pH  was  read  and  record- 
ed. The  mixture  was  titrated  to  pH  10.0 
with  0.02  N KOH  using  external  shielded 
electrodes  and  a Beckman  Model  G pH  Me- 
ter and  continuous,  alkaline-95%  alcohol- 
washed  nitrogen  agitation.  The  Gilmont 
Ultramicro  burette  was  employed  in  this 
step. 

19.  A blank  titration  was  carried  out 
with  each  new  series  of  samples  using : ( 1 ) 
Five  milliliters  of  distilled  water,  (2)  three 
milliliters  of  0.2  N HC1,  (3)  thirty  milli- 
liters of  1 :1  glacial  acetic  acid  and  N-hep- 
tane, and  (4)  separating  and  washing  with 
1 :2000  H2S04  as  outlined  above  for  other 
samples. 

Discussion 

The  recent  unpublished  work  (summer, 
1959)  of  Davis,  Porter,  et  at.,19  definitely  in- 
dicates that  following  stressful  situations  in 
dogs  ,the  IFA  levels  rise  and  the  coagula- 
bility of  the  blood  increases.  Situations  of 
stress  included  severe  burns  and  hemorrhag- 
ic episodes. 

The  present  work  seems  to  confirm  this 
contention  in  human  subjects,  although  dif- 
ferent stressful  circumstances  were  encoun- 
tered. It  is  realized  that  the  statistical 
significance  would  become  valid  only  with 
further  investigation  along  similar  lines. 

The  aging  of  plasma  appears  to  result  in 
a definite  increase  in  IFA  concentration  as 
indicated  by  the  IFA  values  obtained  in  com- 
parison with  the  “normal,”  fresh  sera 
studied.  This  is  generally  considered  to  be 
the  result  of  the  plasma  lipase  present. 

As  indicated  in  table  1,  in  normal  humans, 
the  nonfasting  clot  times  are  essentially  10- 
15  minutes,  which  compares  favorably  with 
comparable  procedures  of  determination  al- 
though in  the  upper  ranges  of  normal.  This 
cannot  be  explained.  Normal,  nonfasting 
IFA  concentrations  varied  essentially  from 
0.3-0. 6 mEq/L  (table  1)  also  being  compara- 
ble to  previous  data. 

The  stress  of  active  labor  per  se  resulted 
in  an  elevation  of  IFA  to  about  85  per  cent 
above  normal  values  (60-100%)  and  a de- 
crease in  the  clot  time  to  about  60  per  cent 
(40-80%)  of  normal  values.  The  further 
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stress  of  delivery  gave  another  rise  in  IF  A 
levels  to  about  130  per  cent  (108-155%) 
above  normal  values  and  a more  profound 
decrease  in  the  clotting  times  to  about  35 
per  cent  (16-50%)  of  the  normal  values. 
The  rise  in  IFA  levels  was  observed  in  all 
obstetrical  patients  and  the  decreased  clot 
time  was  observed  in  five  of  the  six  sub- 
jects (tables  2 and  3). 

The  maximum  IFA  levels  and  the  mini- 
mum clotting  times  were  observed  between 
one  to  four  hours  following  delivery.  IFA 
concentrations  had  returned  to  essentially 
normal  values  by  8-14  hours.  Clotting  times 
appeared  to  lag  somewhat  behind,  not  having 
attained  normal  values  in  14  hours  but 
showing  definite  trends  in  that  direction 
(tables  2 and  3). 


TABLE  1 

NORMAL  VALUES  OF  IFA  AND 


CLOT  TIMES 

IFA  IFA 

(mEq/L)  (mEq/L)  Clot  Time 

Student  (12-15  hr.)  (36  hr.)  (Min.) 

0>  .35  .39  10.0 

L .51  .57  4.5 

S .60  15.0 

0= .62  22.0 

H .45  13.5 

I .25  12.0 


(Fresh  sera  obtained  from  non-fasting  "normal”  student 
subjects.  Determinations  run  at  the  times  indicated  fol- 
lowing venipuncture.  Stored  under  refrigeration). 


TABLE  4 

EFFECT  ON  IFA  AND  CLOT  TIME 
ONE  SURGICAL  PATIENT  — VAGINAL 
HYSTERECTOMY 

IFA  Clot  Time 

(mEq/L)  (Min.) 


Control  (12  hours  preop.) .62  8.0 

(one  liter  of  5%  glucose 
in  saline  during  procedure) 

One  hour  postop. .43  6.0 

Four  hours  postop. .69  4.5 

Eight  hours  postop. .80  8.0 


The  results  of  the  single  surgical  case  are 
not  conclusive  and  seem  to  be  erratic.  These 
data,  however,  can  be  explained  in  view  of 
the  results  of  previous  work.  The  admin- 
istration of  glucose  during  the  procedure, 
as  would  be  expected,  merely  returned  the 
IFA  levels  to  normal  and  thus  seemed  only 
to  delay  their  poststress  rise,  reaching  a 
maximum  in  eight  hours.  The  clotting  time 
in  this  case  also  decreased  significantly  but 
the  time  of  maximum  coagulability  was  not- 
ed somewhat  later  than  would  be  expected; 
in  four  hours  (table  4). 

The  maximum  IFA  concentration  occur- 
ing  at  eight  hours  postoperatively  was  ap- 
proximately 75  per  cent  above  normal  values 
(30%  above  control  value)  and  the  clot  time 
was  at  a minimum  in  four  hours  at  about 


TABLE  2 

EFFECT  OF  STRESS  ON  IFA  — OBSTETRICAL  PATIENTS 


2 hr.  IFA  l mEq/L) 

ante  Post  partum 

Patient  partum  1->h  lh  l%h  2h  3h  4h  8h  14h 

Mi-s.  S .98  — 1.12  __  __  __  .92  .57  .57 

Mrs.  R .87  __  1.16  __  — — 1.02  __  .54 

Mrs.  C .84  __  __  — .92  __  .98  __  .54 

Mrs.  P>  .77  .94  __  __  1.20  — — .55 

Mrs.  T .90  — 1.02  — — .95  _ __  .83 

Mrs.  P= .83  — — 1.00  __  __  .86 


TABLE  3 

EFFECT  OF  STRESS  ON  CLOT  TIME  — 


OBSTETRICAL  PATIENTS 

2 hr.  Clot  Time  (Min.) 

ante Post  partum 

Patient  partum  lh  1%H  2h  3h  4h  8h  14h 

Mrs.  S 5.0  — 2.0  — __  — 3.5  12.0 

Mrs.  R 6.0  — 6.0  — — — 6.0  __  9.0 

Mrs.  C 8.0  __  — — 9.0  —65  — 6.5 

Mrs.  P>  8.0  5.0  __  — 7.0  __  — — 9.0 

Mrs.  T 7.0  __  4.0  __  — 6.0  __  — 7.5 

Mrs.  P* 10.0  __  — 6.0  __  — 7.0 
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33  per  cent  normal  values  (55%  of  control 
values)  (table  4).  These  values  correlate 
closely  with  those  above,  involving  obstetri- 
cal cases. 

Summary 

The  purpose  of  this  work  was  to  deter- 
mine the  effect,  if  any,  of  stress  on  the  level 
of  circulating  ionic  fatty  acids  and  the 
whole  blood  clotting  time.  Of  interest  also 
was  the  correlation  between  ionic  fatty  acid 
concentrations  and  the  coagulability  of  the 
blood,  no  matter  whether  related  as  cause 
and  effect  or  by  mere  coincidence. 

It  has  been  shown  by  previous  work  that 
there  are  innumerable  pathological  states 
and  basic  physiological  mechanisms  which 
affect  both  the  ionic  fatty  acid  level  of  the 
blood  and  the  coagulability. 

Various  conditions  tend  to  decrease  the  co- 
agulability including  hemophilia,  obstructive 
jaundice,  hepatocellular  disease,  and  defi- 
ciency of  fibrinogen.  The  casual  relation- 
ship of  each  of  these  can  easily  be  seen  with 
reference  to  the  known  clotting  components. 

The  administration  of  insulin  or  glucose, 
in  the  presence  of  functioning  islet-cell  tis- 
sue results  in  a dramatic  lowering  of  ionic 
fatty  acid  levels. 

The  factors  which  are  of  special  interest 
here  with  reference  to  stress  which  tend  to 
increase  coagulability  and  ionic  fatty  acid 
levels  include  ACTH.  cortisone,  epinephrine, 
norepinephrine,  hemorrhage,  and  the  pres- 
ence of  fasting  state. 

The  technical  methods  employed  include 
ordinary  venipuncture  and  clot  time  proce- 
dures. The  determination  of  serum  ionic 
fatty  acid  concentration  involved  the  ex- 
traction, under  acid  conditions,  with  N- 
heptane.  Adequate  washing  was  carried  out 
and  their  concentration  was  determined  by 
titration  with  KOH  employing  the  Gilmont 
Ultramicro  burette  and  the  Beckman  Model 
G pH  meter. 

The  “normal”  nonfasting  ionic  fatty  acid 
levels  ranged  essentially  from  0.3-0. 6 mEq/L 
and  the  clot  time  from  10-15  minutes. 

Work  with  obstetrical  patients  showed 
that  active  labor  increased  the  ionic  fatty 
acid  levels  to  85  per  cent  above  normal  and 
decreased  the  clot  times  to  60  per  cent.  The 
further  stress  of  delivery  gave  another  rise 
in  ionic  fatty  acid  levels  to  130  per  cent  of 


normal  values  and  a further  decrease  of  clot 
times  to  35  per  cent  of  normal. 

The  maximal  alterations  were  observed 
between  one  to  four  hours  following  deliv- 
ery. The  ionic  fatty  acid  levels  returned  to 
essentionally  normal  levels  by  8-14  hours 
with  the  clot  times  lagging  somewhat  be- 
hind, not  having  attained  normal  values  in 
14  hours  but  showing  definite  trends  in  that 
direction. 

There  is  a definite  correlation  between 
the  level  of  ionic  fatty  acids  and  the  coagu- 
lability of  the  blood.  In  all  cases  excepting 
one  of  the  obstetrical  patients,  the  greatest 
degree  of  blood  coagulability  occurred  at  the 
same  time  as  the  greatest  level  of  circulating 
ionic  fatty  acids.  These  values  slowly  re- 
turned to  normal  together. 

The  results  of  the  single  surgical  case 
demonstrates  the  effect  of  parenterally  ad- 
ministered glucose  in  tending  to  bring  ionic 
fatty  acid  levels  to  normal  and  in  delaying 
their  poststress  rise.  The  clot  time  in  this 
case  reached  a minimum  of  33  per  cent  pf 
normal  in  four  hours.  Again  there  is  close 
accord  between  the  maximum  coagulability 
and  the  height  of  ionic  fatty  acid  concentra- 
tion. 
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“A  patient  admitted  to  the  hospital  in  an  emergency  and  placed 
on  ward  service,  voluntarily  or  otherwise,  cannot  receive  private 
care  or  transfer  to  another  service  in  order  to  obtain  such  care. 
This  rule  has  been  laid  down  in  a large  teaching  hospital  in  the 
Boston  area.  Under  these  circumstances  the  patient  becomes,  in 
effect,  a captive  in  a hospital.  Is  this  done  to  increase  the  number 
of  patients  for  teaching  or  to  prevent  a favored  few  from  getting 
more  than  their  share  as  private  patients?”  (Editorial:  Massa- 
chusetts Physician,”  39,  October,  1961). 
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Placental  Dysfunction 

ASSOCIATED  WITH 

Postmaturity 

A Case  Report 


POSTMATURITY  is  no  more  an 
accepted  cause  of  death  than 
is  prematurity;  however,  post- 
maturity associated  with  placental  dysfunc- 
tion may  be  the  cause  of  disease  and  even 
death  in  the  fetus  and  newborn.1 

A case  of  placental  dysfunction  resulting 
in  death  and  associated  with  a pregnancy 
estimated  as  of  323  to  335  days  duration  is 
presented.  The  clinical  course  and  autopsy 
findings  are  given  as  well  as  photographs 
taken  after  the  death  of  the  infant  (figures 
1 and  2). 

The  mother  of  the  infant  was  a 19- 
year-old,  Rh  positive,  gravida  1,  female 
in  good  health.  From  the  date  of  the 
last  menstruation,  the  date  of  quicken- 
ing, and  the  size  of  the  uterus  obtained 
at  repeated  examinations  at  the  office 
of  one  of  us  (REG)  it  was  estimated 
that  the  expected  date  of  labor  would 
normally  be  September  23,  1957.  Labor 
began  on  November  16,  and  was  ter- 
minated on  November  17,  1957.  The 
membranes  were  artificially  ruptured, 
and  at  this  time  it  was  noted  that  there 
was  much  meconium  in  the  amniotic 
fluid.  Delivery  was  accomplished  by  an 
episiotomy  and  low  forceps.  There  were 
no  complications  in  the  mother  other 
than  mild  shock  for  which  a transfusion 
of  whole  blood  and  intravenous  infusion 
of  fluids  were  given. 

The  infant  required  no  resuscitation, 
the  cry  was  spontaneous  and  strong. 
The  cord  was  black  and  of  a mushy  con- 
sistancy  and  required  two  clamps. 
When  delivered  to  the  nursery  the  in- 
fant presented  a most  unusual  appear- 
ance. The  heel-crown  length  was  22 
inches  (56  cm.),  head  circumference 
was  13)4  inches  (33  cm.),  circumfer- 
ence of  the  abdomen  was  13  inches  (32.5 
cm.)  and  the  weight  was  7 pounds,  six 
ounces  (3350  gm.). 
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The  entire  surface  of  the  body  was 
covered  with  a moist,  dirty  gray  colored 
desquamating  membrane  except  for 
those  areas  where  it  had  been  wiped  off 
and  on  the  anterior  surface  of  the  ab- 
domen and  the  thighs  where  it  hung  in 
long  strips.  The  skin  under  the  mem- 
brane was  pale.  There  was  no  normal 
vernix  or  lanugo  present  and  the  abun- 
dant scalp  hair  was  matted  with  debris. 

The  eyes  were  widely  opened,  the  pu- 
pils dilated  and  equal.  The  eyelashes 
were  long  and  curled  giving  the  infant 
an  alert  mature  appearance.  The  head 
showed  no  evidence  of  molding.  The 
anterior  fontanelle  was  small,  measur- 
ing  14  x 14  inches  (6.2  x 6.2  mm.)  and 
the  posterior  fontanelle  could  not  be  pal- 
pated. The  suture  lines  were  firm  and 
the  general  configuration  of  the  head 
was  that  of  a much  older  infant.  The 
respirations  were  shallow  and  regular, 
and  the  cry  was  lusty  and  spontaneous. 
The  chest  was  expanded  and  moved  little 
with  the  respirations  which  were  large- 
ly abdominal.  The  heart  sounds  were 
normal  and  the  breath  sounds,  while 
faint,  were  equal  over  all  the  areas  of 
the  lung  fields.  There  was  no  clinical 
enlargement  of  the  heart.  The  liver 
was  barely  palpable  and  the  spleen  was 
not  felt.  The  umbilical  cord  was  as  de- 
scribed above. 

The  extremities  were  long  and  thin 
but  the  muscle  tone  was  good  and  the 
skin  turgor  was  normal.  The  nails  were 
long  and  extended  beyond  ends  of  the 
digits.  All  the  nails  were  stained  a 
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deep  brownish  color.  There  was  no 
clinical  jaundice  nor  cyanosis. 

The  infant  was  in  some  distress,  but 
the  general  picture  was  not  immediately 
alarming. 

Clinical  Course 

The  infant  was  placed  in  a head-low  posi- 
tion in  an  incubator  and  oxygen  and  anti- 
biotics were  started.  The  condition  re- 
mained stable  until  sixteen  hours  after  birth 
when  convulsive  movements  of  the  upper 
extremities  began.  These  gradually  became 
generalized  over  the  next  four  hours  and  al- 
though they  remained  mild  were  only  par- 
tially controlled  by  sodium  phenobarbital.  A 
spinal  puncture  was  done  at  this  time,  and 
the  fluid  found  to  be  normal  with  the  ex- 
ception that  it  was  slightly  xanthochromic. 
Mucus  began  to  accumulate  in  the  trachea 
and  required  almost  continuous  suction. 
This  mucus  was  at  first  stained  with  me- 
conium but  later  became  blood  tinged.  A 
roentgenogram  of  the  chest  taken  on  the 
third  day  of  life  was  reported  as  showing 
accentuation  of  the  pulmonary  markings, 
but  there  were  no  areas  of  pneumonitis.  The 
heart  was  reported  as  showing  enlargement 
of  the  right  auricle  suggesting  a congenital 
defect.  A blood  count  on  the  third  day  of 
life  gave  the  following  values:  Hb.  20.6  gms. 
(131%);  red  cells,  6,530,000;  leukocytes, 
16,500.  Five  nucleated  cells/100  leukocytes 
were  seen.  The  differential  count  was  nor- 
mal. 

The  latter  part  of  the  third  day  of  life  was 
marked  by  clinical  improvement,  the  convul- 
sions were  no  longer  present,  the  bloody  mu- 
cous from  the  trachea  lessened  in  amount, 
and  a few  sips  of  water  were  swallowed 
without  difficulty.  The  infant  was  thought 
to  be  recovering,  but  death  occurred  quite 
suddenly  on  November  20,  1957,  the  third 
day  of  life. 

Autopsy  Report 

The  post-mortem  examination  of  the  in- 
fant revealed  the  following  pertinent  find- 
ings : The  infant  was  a well  developed, 

somewhat  emaciated  newborn  white  male 
with  a body  weight  of  3450  gms.  The 
crown-heel  length  was  56  cm.  The  external 
examination  showed  apparent  complete  clos- 
ure of  the  posterior  fontanelle  with  broad 
sutures  laterally  and  narrow  opening  an- 
terior in  the  midline.  There  were  remnants 


of  a peculiar  yellowish  membrane  adhering 
to  the  palms  of  the  hands,  soles  of  the  feet, 
and  posterior  surfaces  of  the  legs,  which  ap- 
peared to  be  stained  with  meconium.  There 
was  prominence  and  elongation  of  the  eye- 
lashes and  no  comedones  over  the  nose  and 
face.  There  was  elongation  of  the  nails 
which  extended  2 mm.  beyond  the  tips  of  the 
digits  and  this  was  particularly  marked  on 
the  thumbs.  The  gross  anatomic  findings  of 
this  infant  indicated  that  he  exhibited  many 
of  the  findings  of  a postmaturity.  This  was 
evidenced  by  the  length,  the  presence  of  a 
meconium  stained  membi'ane,  apparent 
closure  of  the  posterior  fontanelle,  marked 
elongation  of  nails,  and  mature  development 
of  the  eye  lashes. 

On  opening  the  chest  the  ribs  cut  with 
difficulty  and  inspection  of  the  lungs  showed 
considerable  congestion  suggesting  aspira- 
tional  bronchopneumonia.  There  was  def- 
inite evidence  of  anoxia  with  petechial  hem- 
orrhages in  the  epicardium,  pleura,  and  in 
the  white  matter  of  the  central  nervous  sys- 
tem. There  was  no  evidence  of  terminal 
right  heart  dilatation,  and  no  congenital 
anomalies. 

On  microscopic  examination  of  the  tissues 
there  was  diminution  of  erythropoietic  ac- 
tivity in  both  the  liver  and  spleen  as  com- 
pared with  the  histology  of  those  organs  in 
newborns  of  the  same  age  dying  from  other 
causes.  There  was  distinct  thinning  of  the 
external  granular  layer  of  the  cerebellum. 
There  was  evidence  of  a more  mature  type 
of  structure  of  the  kidney  cortex  than  would 
be  expected  in  an  infant  of  this  age.  There 
was  a distinct  layer  of  tubular  epithelium 
between  the  kidney  capsule  and  the  under- 
lying glomeruli.  It  was  not  possible  to  dis- 
tinguish the  presence  of  six  layers  in  the 
brain  as  reported  by  Stowens.2-3 

The  microscopic  findings  would  appear  to 
place  anoxia  with  aspirational  pneumonitis 
as  the  cause  of  death.  Other  interesting  ob- 
servations, which  may  or  may  not  be  of  sig- 
nificance, were  the  well  defined  zonal  archi- 
tecture of  the  adrenal  glands  and  a rather 
definite  atrophy  of  lymphoid  tissue  seen 
particularly  in  the  thymus  gland  as  con- 
trasted with  that  seen  in  other  infants  of 
the  same  age-group.  Certainly,  the  cause 
of  death  in  itself  was  not  different  from 
that  seen  in  anoxia  from  other  causes  and 
the  findings  of  postmaturity,  either  gross  or 
microscopic,  were  not  in  themselves  consid- 
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erecl  significant  so  far  as  the  death  of  the 
infant  was  concerned. 

Discussion 

Placental  dysfunction  is  not  limited  to 
postmature  gestation  but  is  frequently  seen 
when  gestation  has  been  prolonged  as  in  the 
case  presented  here.  This  infant  showed 
most  of  the  signs  of  postmaturity  and  in  ad- 
dition many  of  the  symptoms  and  findings 
associated  with  placental  dysfunction.1 
Death  in  this  case  was  caused  by  anoxia  and 


pneumonia  which  appeared  to  have  been  re- 
lated directly  to  postmaturity  and  placental 
dysfunction.  Unfortunately  the  placenta 
was  not  available  for  study. 
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“WHY  WE  HAVE  STAFF  MEETINGS” 

“I  do  not  know,  nor  can  I conceive,  any  human  contrivance  that 
can  more  effectually  and  irresistibly  oblige  the  physician  to  study 
carefully  the  case  of  his  patient;  to  attend  to  every  symptom  or 
change  of  symptom;  to  exert  himself  to  the  utmost  for  his  patient’s 
relief;  and  at  the  same  time  to  be  as  cautious  as  possible  in  the 
remedies  that  he  employs;  than  to  find  himself  under  the  necessity 
of  giving  a minute  account  of  everything  he  has  done,  in  a very 
public  manner,  and  before  a number  of  competent  judges.” 

Signed:  Dr.  James  Gregory,  of  Edinburgh,  1862 
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SPECIAL  ARTICLE 


Unity , Cooperation , Responsibility: 

A THREE-POINT  PROGRAM* 


TODAY  the  American  people  are 
confronted  with  two  opposing 
ideologies  on  the  question  of 
how  medical  care  should  be  financed.  I do 
not  propose  to  debate  the  relative  merits  of 
each  but  I would  like  to  point  out  for  your 
consideration  what  I consider  to  be  the 
unique  advantages  in  the  voluntary  system 
of  financing  and  providing  medical  care  as 
opposed  to  the  compulsory  method. 

Currently,  more  than  one  hundred  thirty 
million  Americans,  seventy-two  per  cent  of 
the  civilian  population,  own  some  form  of 
voluntary  health  insurance  protection,  four 
times  the  number  covered  at  the  end  of 
World  War  II.  This  coverage  is  provided 
by  more  than  seven  hundred  insurance  com- 
panies, seventy-eight  Blue  Cross  Plans,  sixty- 
eight  Blue  Shield  Plans  and  three  hundred 
independent  plans.  Health  insurance  benefit 
payments  from  these  sources  will  exceed  $6 
billion  this  year. 

These  figures  are  obviously  indicative  of 
the  progress,  growth  and  accomplishment 
of  our  voluntary  health  insurance  system. 
They  also  illustrate  the  confidence  and  sup- 
port which  the  American  public  has  ex- 
pressed in  our  system  of  providing  and  fi- 
nancing medical  care. 

However,  let  us  look  beyond  the  cold  sta- 
tistics and  identify  the  unique  characteristics 
of  this  system  which  is  largely  responsible 
for  the  public’s  acceptance  and  which  must 
be  preserved  and  strengthened  if  this  system 
is  to  survive. 

To  the  public,  the  voluntary  system  means 
the  individual’s  right  to  determine  whether 
or  not  to  insure  his  medical  expenses.  I 
said  that  seventy-two  per  cent  of  the  civilian 
population  have  health  insurance.  How- 
ever of  the  remaining  twenty-eight  per  cent, 
many  do  not  want  or  need  it.  Many  prefer 
to  pay  their  medical  care  out  of  their  own 
pockets  or  are  currently  beneficaries  of  a 
governmental  plan. 

Under  our  present  system,  the  individual 
has  the  right  to  determine  the  insurance 
plan  that  best  fits  his  needs  and  circum- 
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stances,  choosing  from  a wide  variety  of  of- 
ferings. 

This  also  is  verv  important  — the  deter- 
mination of  whether  or  not  to  insure,  for 
example,  in-patient  hospital  care  or  whether 
he  prefers  his  insurance  plan  to  assist  in 
paying  his  surgeon’s  expenses  or  the  selec- 
tion of  less  of  time  coverage  to  reimburse 
him  in  the  event  he  is  disabled  and  unable 
to  work. 

All  of  these  options  rest  with  the  indi- 
vidual. The  individual  has  the  right  to  de- 
termine the  doctor  or  doctors  who  will  treat 
him  and  his  family  and  the  right  to  change 
doctors  if,  in  his  judgment,  that  is  necessary. 

He  has  the  right  to  expect  the  physician  to 
continue  to  establish  quality  standards 
which  assure  the  public  of  the  finest  medical 
care  in  the  world  today. 

He  has  the  right  to  expect  that  his  physi- 
cian will  direct  the  treatment  in  a manner 
consistent  with  sound  medical  judgment  and 
experience. 

Finally,  he  has  the  right  to  expect  the 
physician  to  determine  the  fee  for  his  serv- 
ices in  discussion  with  him. 

Another  significant  aspect  of  this  system 
is  the  aggressive  competition  which  we  find 
among  the  various  insuring  organizations. 
Most  of  us  do  not  really  recognize  that  it 
is  due  to  the  stimulus  of  competition  that 
we  have  watched  new  techniques  for  market- 
ing health  insurance  develop  — imagination 
and  initiative  being  applied  in  expanding 
coverage  designed  in  response  to  public  de- 
mand for  comprehensive  protection.  I am 
confident  that  without  the  stimulation  of 
competition  or  interplay  between  not  only 
individual  companies  but  individual  compa- 

* Presented  before  the  Nebraska  State  Medical  Association 
at  its  Annual  Session  May  4,  1961. 
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nies  and  Blue  Cross  and  Blue  Shield  Plans, 
and  also  with  the  independent  plans,  we  un- 
doubtedly would  not  have  accomplished  as 
much  in  terms  of  expanding  health  insur- 
ance coverage,  nor  as  much  in  designing 
better  types  of  coverage,  as  we  have  today. 

We  also  recognize  that  in  any  business 
which  has  evolved  as  rapidly  as  this  field  of 
voluntary  health  insurance,  these  same  char- 
acteristics which  have  contributed  to  so 
much  of  the  accomplishment  have  also 
created  new  problems.  These  problems  re- 
quire attention  and,  therefore,  we  must  be 
prepared  to  deal  with  them. 

However,  the  predominant  influence  has 
been  one  of  constructive  accomplishment 
which  could  not  have  been  achieved  other- 
wise. 

Implicit  in  this  development  has  been  the 
assumption  that  the  components  of  the 
health  care  team,  — one  hundred  ninety-five 
thousand  physicians,  more  than  five-thou- 
sand hospitals  and  the  one  thousand  insur- 
ing organizations  — as  well  as  the  count- 
less thousands  who  help  provide  the  allied 
health  services,  would  establish  effective 
liaison  with  each  other  and  the  public  to 
foster  a deep-rooted  belief  in  the  superiority 
of  our  voluntary  way. 

The  health  care  people  or  team  must  as- 
sume the  initiative  in  uniting  to  implement 
a frank  appraisal  of  our  advantages  and 
short-comings  in  a climate  of  mutual  re- 
spect, understanding,  and  cooperation.  We 
must  demonstrate  our  willingness  to  assume 
the  responsibilities  which  are  the  price  of 
freedom. 

The  insurance  industry,  about  three  years 
ago,  in  response  to  suggestions  from  the 
American  Medical  Association  to  carry  out 
its  role  in  this  joint  area  of  responsibility, 
undertook  to  set  up  throughout  the  United 
States  a series  of  state  committees.  In  the 
space  of  three  short  years  we  have  estab- 
lished these  committees  in  forty-nine  juris- 
dictions. They  are  made  up  of  competent, 
knowledgeable  insurance  men,  who  are  lo- 
cated in  your  state.  I think  it  is  also  sig- 
nificant that  in  the  audience  we  have  Mr. 
Ed  Faulkner,  well  known  to  most  of  us, 
who  was  chairman  of  the  Council  when  this 
program  got  under  way  and  who  provided 
the  initial  stimulation  to  have  it  launched 
effectively. 

We  are  particularly  fortunate  in  Nebras- 


ka in  that  we  can  draw  upon  so  many  com- 
petent insurance  people  to  assist  in  this  ac- 
tivity. Bill  Kaiser,  who  is  chairman  of  the 
Nebraska  Committee,  is  somebody  I hope 
you  will  all  get  to  know,  a man  whom  I hope 
you  will  feel  free  to  contact  when  you  have 
problems  or  concerns  with  health  insurance 
coverage  as  it  is  written  by  insurance  com- 
panies. 

This  state-committee  activity  has  only 
been  in  existence  for  three  years.  How- 
ever, much  has  been  accomplished  in  the 
way  of  establishing  initial  contact  with  hos- 
pitals and  members  of  the  medical  profes- 
sion. Much  remains  to  be  done.  We  need 
your  assistance. 

Most  of  you  know  that  the  problem  of  in- 
creasing cost  of  medical  care  has  been  one 
of  very  dramatic  public  concern.  I am  sure 
that  many  of  you  have  been  irritated,  as  I 
have,  with  the  kind  of  negative  publicity  to 
which  the  public  has  been  exposed,  which 
almost  consistently  contends  that  the  main 
reason  for  the  increased  cost  is  waste  or 
inefficiency.  This  is  an  area  of  vulner- 
ability because  we  are  faced  with  a legiti- 
mate increase  in  cost  in  hospital  care.  The 
size  of  the  increase  is  a matter  for  conjec- 
ture. The  spokesmen  in  the  hospital  field 
say  it  will  be  five  per  cent  per  year  for  an 
indefinite  period  to  come.  However,  the 
important  point  is  that  it  is  a legitimate  in- 
crease for  the  most  part  and,  therefore,  it 
is  necessary  that  we  persuade  the  public  to 
assign  a higher  percentage  of  their  income 
to  finance  medical  and  hospital  care.  I 
think  that  we  have  to  stand  united  on  this 
point. 

I do  not  think  we  can  afford  to  say  to 
the  public,  “well,  it  isn’t  the  doctors’  cost 
that  is  increasing,  it  is  the  hospitals’  cost.” 
This  is  not  an  area  we  can  easily  pass  the 
buck  on.  What  we  have  to  do,  I believe,  is 
come  to  grips  with  the  problem  in  terms  of 
substituting  fact  for  fiction. 

I will  concede  that  there  may  be  a cer- 
tain amount  of  inefficiency  and  waste,  but 
the  important  task  is  to  establish  the  kind 
of  arrangements  that  are  necessary  to  give 
it  proper  identification  and,  once  having 
identified  it,  to  find  a way  of  dealing  with 
it. 

This  situation,  as  it  has  developed  over  the 
last  couple  of  years,  brings  to  mind  a true 
experience  of  about  three  years  ago. 
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A task  force  of  one  of  the  largest  employ- 
ers in  the  United  States,  with  locations  in 
multiple  states,  had  been  appointed  to  ex- 
plore for  that  particular  employer  what 
that  employer’s  objective  should  be  with  re- 
spect to  the  health  insurance  coverage  pro- 
vided its  employees.  They  had  seen  many 
people  and  they  spent  about  three  hours 
with  me  one  day.  When  we  got  all  through 
their  story  went  something  like  this: 

“We  have  been  a constant  supporter  of  X 
type  of  coverage.  We  have  been  concerned 
with  the  fact  that  there  have  been  continual 
rate  increases.  The  basis  for  our  concern 
has  not  been  that  we  are  unwilling  to  pay 
for  the  increases  but  because  the  increases 
are  identified  with  either  inefficient  use  of 
hospital  facilities,  or  with  the  fact  that  the 
doctor  allegedly  increases  his  charges  when 
there  is  insurance  in  the  picture.  We  do  not 
believe  that  this  is  the  main  reason  for  the 
insurance  increase,  but  we  don’t  feel  that  we 
should  be  expected  to  assume  this  burden. 
Now  then,  what  can  you  people  in  the  insur- 
ance industry  do  about  it?” 

I think  that  is  a question  that  we  have  to 
face  jointly  — what  can  ice  do  about  it?  I 
am  not  psychic  enough  nor  am  I going  to 
try  to  leave  you  with  the  impression  that 
I have  all  the  answers.  I have  been  priv- 
ileged, however,  to  work  with  several  medi- 
cal societies  who  have  attempted,  realistical- 
ly to  come  to  grips  with  this  problem.  I 
think  they  have  made  some  amazing  prog- 
ress and  are  moving  in  the  right  direction. 

In  talking  with  your  good  president  last 
night,  I was  impressed  with  the  fact  that 
apparently  your  House  of  Delegates  had 
taken  action  yesterday  urging  the  establish- 
ment of  review  committees  as  functions  of 
the  hospital  medical  staff  to  look  at  utiliza- 
tion. Let  me  compliment  you  on  your  fore- 
sight and  your  intelligence.  It  is  something 
which  has  to  be  done. 

However,  let  me  also  point  out  that  on  the 
basis  of  a very  limited  area  of  experience 
you  are  going  to  find  that  the  easiest  part 
of  the  problem  is  establishing  agreement 
that  something  should  be  done  — that  the 
difficult  part  will  be  what  do  you  do  and 
how  do  you  do  it? 

Let  me  revert  back  to  some  of  these  ex- 
periments that  are  underway  and  how  they 
are  organized. 

The  medical  profession  in  several  areas 


in  the  United  States  has  set  up  programs 
which  are  designed,  first  of  all,  (not  neces- 
sarily first  in  order  of  importance  but  first 
in  the  order  in  my  own  mind)  to  have  the 
hospital  medical  staff  review  utilization  to 
determine  three  things  — should  the  pa- 
tient have  been  in  there  in  the  first  place; 
was  he  brought  in  too  early ; and  was  he  kept 
too  long? 

Of  course,  there  are  other  aspects  of  util- 
ization that  you  can  get  into,  such  as,  did  he 
receive  the  right  kind  of  services?  How- 
ever, let’s  stop  with  the  first  three. 

Making  that  determination  as  an  indi- 
vidual hospital  should  be  the  basic  respon- 
sibility of  that  hospital’s  medical  staff. 
However,  I think  it  should  be  approached  as 
an  educational  opportunity  not  as  a punitive 
expedition.  By  that  I mean  that  we  are  in 
a position  to  identify,  on  some  objective 
basis,  how  much  of  hospital  care  is  waste- 
ful utilization  but  that  information  should 
not  stop  with  that  hospital.  It  should  be 
reported  back  to  a broader  group,  perhaps  a 
group  within  the  medical  profession  itself, 
which  can  then,  on  an  anonymous  basis, 
put  together  the  kind  of  information  which 
gives  the  public  reassurance  that  the  so- 
called  area  of  “waste”  leads  to  a very  small 
percentage  of  the  increase  in  medical  care 
cost;  that  not  only  is  it  a very  small  per- 
centage of  the  increase,  but  that  we  are  do- 
ing something  about  it. 

Now,  let’s  turn  the  coin  over  and  talk 
about  the  contention  that  doctors’  charges 
are  increased  where  there  is  insurance  in  the 
picture.  Many  doctors  will  quickly  say, 
“well  we  have  a grievance  and  mediation 
committee  — it  is  their  function  to  listen 
to  complaints  on  fees.”  Of  course,  I recog- 
nize this.  However,  the  complaint  status 
of  the  function  of  the  grievance  committee 
in  this  particular  area  is  a bit  too  formal — 
has  too  much  of  the  implication  of  “the  doc- 
tor was  wrong”  to  start  with.  We  have  seen 
instances  in  connection  with  grievance  com- 
mittees in  which,  despite  the  fact  that  the 
doctor’s  position  was  validated,  the  simple 
submission  of  the  case  to  the  grievance 
committee  resulted  in  a negative  reaction 
between  the  patient  and  the  doctor.  There- 
fore, in  certain  localities  we  have  been  able 
to  persuade  the  profession  that  what  they 
need  is  an  advisory  mechanism,  not  a com- 
plaint mechanism;  a group  established  by 
the  profession,  who  will  look  at  a specific 
case  where  fees  are  in  question. 
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Routinely,  the  insurance  industry  pays 
99  per  cent  of  its  claims  without  question. 
However,  in  this  one  per  cent  area  we  do 
have  room  for  advice  and  guidance  from  a 
committee  of  doctors.  This,  of  course,  has 
been  the  function  of  the  review  committee. 
Again,  however,  the  objective  is  not  one  of 
trying  to  correct  or  discipline  that  par- 
ticular doctor  — it  is  one  of  finding  a base 
upon  which  we  can  enlighten,  not  only  the 
medical  profession,  but  the  insurance  in- 
dustry, if  that  is  necessary.  This  will  then 
provide  the  type  of  information  that  again 
places  the  problem  in  proper  perspective, 
gives  the  public  assurance  that  we  are  do- 
ing something  about  it. 

We  talk  about  responsibility.  I think  it 
is  important  that  you  recognize  that  certain 
areas  of  responsibility  are  uniquely  delegat- 
ed to  the  insuring  organizations.  For  ex- 
ample, the  medical  profession  cannot  tell  us 
how  to  market  our  coverage  or  design  mar- 
keting techniques  so  that  everybody  who 
wants  health  insurance  can  purchase  it. 
This  is  something  that  we  have  to  do  our- 
selves. Further,  I believe,  this  is  some- 
thing we  have  done  successfully. 

In  my  short  association  with  the  insur- 
ance industry,  I have  watched  the  field 
evolve  in  such  a way  so  that,  for  example, 
the  pattern  of  group  coverage  has  moved 
from  a point  where  only  groups  of  twenty- 
five  lives  or  more  could  qualify,  to  the 
point  where  now  groups  of  ten  and  even 
five  lives  can  purchase  group  coverage.  I 
have  watched  individual  business  develop 
from  the  position  where  it  was  extremely  dif- 
ficult to  get  coverage  which  was  non-can- 
cellable  or  guaranteed  renewable  for  life, 
to  a point  where  such  coverage  is  widely 
available.  I have  watched  the  individual 
business  develop  from  the  position  where, 
at  one  point,  there  were  people  who  were 
physically  uninsurable  because  of  disabil- 
ilities,  to  where  we  are  now  undertaking 
aggressive  experimentation  with  that  part 
of  the  problem.  All  of  this  has  taken  place 
in  a relatively  short  period  of  time. 

The  other  area  of  responsibility  is  find- 
ing out  what  percentage  or  what  part  of  the 
medical  care  dollar  is  it  economically  feas- 
ible to  insure. 

I am  sure  that  some  of  you  must  have 
seen  the  estimates  which  originated  from 
the  Department  of  H.E.W.  and  which  point 


up  the  total  medical  care  expenditures  as 
being  18. B billion  dollars.  They  further 
point  out  that  insurance-benefit  payments 
are  a certain  percentage  of  that  figure,  cur- 
rently estimated  at  about  twenty-four  per 
cent.  The  implication  is  that  insurance  is 
falling  far  short  of  its  goal  in  the  sense  that 
it  is  not  coverng  the  hundred  per  cent  of  the 
total. 

One  of  my  associates,  Mr.  David  Robbins, 
recently  completed  an  analysis  of  this  part 
of  the  problem  and  he  has  given  me  permis- 
sion to  report,  from  a still  unpublished  pa- 
per, his  evaluation  of  how  effective  insur- 
ance is  in  the  various  areas  of  medical  care 
expense. 

He  points  out,  for  example,  that  you  can- 
not take  the  total  medical-care  bill  and  relate 
it  to  a percentage  of  the  population  that  has 
insurance.  If  seventy-two  percent  of  the 
population  has  insurance,  well,  obviously, 
you  should  relate  the  total  expenditures  of 
that  seventy-two  percent  of  the  population. 

Secondly,  as  you  get  into  the  various 
breakdowns  of  individual  expenditures,  you 
find  that  there  are  noninsurable  items  when 
you  go  into  a hospital,  such  as  the  cost  of 
telephone,  television,  and  others.  These  are 
expenses  for  patient  care  which  are  not  in- 
tended to  be  covered  by  inpatient  hospital 
expense  insurance  programs. 

I would  like  to  run  down  a few  of  these 
figures  in  order  to  show  you  the  question  in 
its  proper  perspective. 

The  total  expenditure,  for  example,  for 
hospital  care  was  4.6  billion  dollars  in  1959. 
Mr.  Robbins  estimates  that  4.1  billion  dol- 
lars were  insurable  expenditures  and  that 
health  insurance  benefits  paid  2.9  billion  dol- 
lars or  seventy-nine  per  cent  of  the  total. 

The  surgical  expenditures  were  1.2  billion 
dollars;  1.1  billion  estimated  as  being  insur- 
able and  health  insurance  benefits  paid  one 
billion  dollars  or  ninety-one  per  cent  of  the 
total. 

Nonsurgical  expense  (doctor’s  visits)  was 
two  billion  dollars.  Insurable  expenditure 
was  1.1  billion  dollars.  Health  insurance 
benefits  were  four  hundred  million  dollars 
or  thirty-six  per  cent  of  the  total. 

I simply  introduce  these  figures  to  indi- 
cate to  you  there  is  much  progress  being 
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made  in  the  areas  where  we  have  the  unique 
responsibility. 

We  are  looking  forward  to  the  oppor- 
tunity of  developing  our  state  committee 
activity  to  work  effectively  with  you.  As 


a result,  a broad  program,  preventive 
medicine  in  the  field  of  medical  economics, 
can  be  implemented  which  will  assure  the 
continued  healthy  growth  and  survival  of 
our  voluntary  system  of  financing  and  pro- 
viding medical  care. 


“Older  people  in  the  United  States  tend  to  live  apart  from  their 
sons  and  daughters,  maintaining  their  own  households  whenever 
possible.  This  style  of  life  is  the  result  of  many  factors,  among 
them  increased  urbanization,  greater  national  mobility,  and  most 
important,  cultural  values  that  emphasize  independent  living  for 
the  older  as  well  as  for  younger  people  when  they  mature  and 
marry.”  (Family  Relationships  of  Older  People,  Health  Information 
Foundation,  Research  Series  20,  October,  1961,  p.  iii). 
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SPECIAL  CONTRIBUTION 


The  NEUROLOGIC  MANIFESTATIONS  of 

Lymphoma , Leukemia  and  Myeloma 

(Including  POLYCYTHEMIA  VERA  and  MACROSLOBULINEMIA) 


SEVERAL  disorders  of  the  retic- 
uloendothelial (lymphatic  and 
hemopoietic)  system  are  con- 
sidered neoplastic  by  many  authorities. 
Present  clinicopathologic  classifications  of 
this  group  are  labelled,  for  most  part,  as 
Hodgkin’s  disease,  lymphosarcoma,  leu- 
kemia, myeloma  and  polycythemia  vera. 
These  disorders  present  a definite  incidence 
of  neurologic  involvement  ranging  from  15 
to  50  per  cent  depending  on  the  type  of 
study  made.  Often  suspected  or  diagnosed 
by  blood  counts,  X ray  of  chest  or  bony 
structures,  and  biopsy,  they  may  neverthe- 
less challenge  several  diagnosticians.  Occa- 
sionally these  disorders  first  present  them- 
selves with  neurologic  syndromes.1  More 
often  neurologic  symptoms  appear  in  known 
cases,  whereupon  the  question  that  con- 
cerns us  is  whether  these  are  secondary  neu- 
rologic symptoms  or  whether  a new  and  sep- 
arate disease  exists.  A knowledge  of  neu- 
rologic “complications”  is  also  necessary  for 
their  prevention,  early  recognition,  manage- 
ment, and  palliation.  Neurosurgical  “de- 
compression,” chemotherapies,  and  special- 
ly directed  irradiation  therapy  may  prolong 
life  and  relieve  pain  and  disability. 

Hodgkin’s  disease,  lymphosarcoma  and 
myeloma  disclose  several  clinicopathologic 
features  in  common.2  In  these  conditions 
masses  of  neoplastic  cells  may  collect  par- 
ticularly in  extradural  spaces.  This  occurs 
especially  about  the  spinal  cord,  less  com- 
monly at  the  base  of  the  skull  and  brain. 
Compression  of  the  cord,  nerve  roots,  cranial 
nerves  and  occasionally  the  brain  occurs. 
Venous  sinuses,  veins  and  arteries  may  be 
occluded.  Direct  invasion  of  brain  or  cord 
seldom  occurs  but  has  been  reported  as  in- 
filtration through  meninges  or  deeper  im- 
plants. An  ocasional  rare  case  of  primary 
origin  of  these  disorders  in  the  central  nerv- 
ous system  is  also  documented.3 

The  spinal  cord  syndrome  is  usually  some- 
what acute  or  subacute,  evolving  over  days 
or  weeks  with  back  and  radicular  pain,  then 
signs  of  progressive  compression  to  para- 
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plegia.  The  more  rapid  evolution  usually 
speaks  for  vascular  occlusion  and  myelo- 
malacia. 

Several  phenomena  are  as  yet  unexplained, 
namely,  (1)  cerebral  symptoms  (often  con- 
vulsions) with  no  post-mortem  findings  to 
account  for  this,  and  (2)  neuropathy  or 
polyneuropathy  without  invasion  of  nerves. 
Tentative  explanations  include  toxic  or  im- 
munologic biochemical  responses.  The  pres- 
ence of  a number  of  plasma  protein  changes 
(including  macroglobulinemia)  may  be  sig- 
nificant, causing  increased  blood  viscosity 
and  then  ischemic  phenomena.4 

Invasion  of  bone  adjoining  neurologic 
structures  may  occur  and  is  a feature  es- 
pecially seen  with  myeloma.  Compression 
and  collapse  of  vertebral  structures  is  par- 
ticularly significant  in  a number  of  cases. 

Herpes  zoster  and  other  infections  may 
pose  a considerable  problem  in  some  cases 
and  especially  as  they  become  advanced. 
Defective  immunologic  mechanisms  seem  to 
occur  as  a result  of  the  disease  or  its  ther- 
apy.5 

X-ray  damage  to  brain  or  cord  must  be 
considered  as  a possible  complication  of 
therapy.6 

Hodgkin’s  Disease 

This  is  a disease  of  lymph  nodes  and  non- 
nodal  lymphatic  tissue.  Many  of  its  effects 
arise  from  pressure,  obstruction  and  infil- 
tration. It  spreads  by  direct  extension  or 
by  development  of  lesions  wherever  accumu- 
lations of  reticulum  cells  and  lymphocytes 
exist.  Osteoblastic  and  osteolytic  changes 
may  be  found  in  pelvis,  vertebrae,  ribs  or 
femur. 

It  usually  occurs  in  white  men,  ages  20-40. 
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The  median  duration  of  life  from  first  symp- 
tom is  slightly  less  than  four  years. 

Patients  may  have  neurologic  manifesta- 
tions of  the  disease  in  the  following  man- 
ner:2- 3-6  -7 

Herpes  zoster. 

Peripheral  nerve  involvement. 

Spinal  cord  (epidural)  involvement. 

Cerebral  (nonhemorrhagic)  involvement. 

Cranial  nerve  involvement. 

A small  number  will  reveal  secondary  in- 
fection of  the  nervous  system,  rarely  cere- 
bral or  subarachnoid  hemorrhages,  infiltra- 
tion of  the  pituitary  gland  or  demyeliniza- 
tion  of  brain  or  cord. 

Herpes  is  most  common  in  the  thoracic 
radicular  sites.  Occasionally  the  trigeminal 
nerve  is  affected. 

Of  penpheiul  nerves,  pressure  and  in- 
filtration affect  chiefly  the  following 
proximal  structures  in  order  of  frequency: 

Brachial  plexus. 

Lumbar,  lumbosacral  and  sacral  nerves  (lum- 
bosacral plexus). 

Cervical  sympathetic  (Horner’s  syndrome). 

Recurrent  laryngeal  nerve  (vocal  cord). 

Phrenic  nerve  (diaphragm). 

Distal  peripheral  neuropathy  is  of  small 
incidence.  Some  cases  are  associated  with 
Hodgkin’s  infiltration  but  not  all.  “Toxic” 
or  “allergic”  neuropathies,  some  extensive, 
may  be  seen  in  this  disorder. 

Spinal  cord  compression  is  usually  due  to 
an  epidural  Hodgkin’s  mass,  commonly  in 
the  thoracic  level,  next  most  frequent  being 
lumbosacral  site.  Less  commonly,  menin- 
geal adhesions,  vertebral  collapse,  interrup- 
tion of  vascular  s u p p 1 y (hemorrhage  or 
thrombosis)  to  cord,  and  demyelinization 
may  produce  spinal  cord  syndromes. 

Cerebral  ( nonhemorrhagic ) disorders 
consist  of  focal  cerebral  syndromes  and  con- 
vulsions, occasionally  increased  intracranial 
pressure.  Hodgkin’s  disease  may  involve  the 
cerebral  dura  and,  less  frequently,  infiltrate 
into  adjacent  brain.  Although  not  common, 
demyelinization  may  occur  at  any  level  and 
be  quite  extensive. 

Cranial  nerve  lesions  are  due  to  extracra- 
nial and  extradural  involvement: 

Most  common  VI,  VII 

Then  V 

Less  common  III,  IV,  IX,  XII 

Others  rarely 


Lymphosarcoma 

This  is  also  a disease  of  lymph  nodes 
characterized  by  marked  proliferation  of 
lymphocytes  or  reticulum  cells  throughout 
lymph  nodes,  spleen,  and  lymphoid  tissue  of 
other  organs.  Direct  extension  and  dissem- 
ination through  vascular  and  lymphatic 
channels  occur.  Pressure,  obstruction  and 
infiltration  of  the  nervous  system  follows. 
Osteolytic  lesions  may  appear  in  vertebrae, 
pelvis,  ribs,  and  femur;  occasionally  in  the 
skull. 

Men  aged  40-70  are  the  usual  patients. 
Average  survival  is  under  three  years  from 
onset  of  symptoms. 

Patients  will  reveal  neurologic  manifesta- 
tions of  the  disease  in  the  following  man- 
ner :2- 3 

Herpes  zoster. 

Peripheral  nerve  involvement. 

Cranial  nerve  involvement. 

Spinal  cord  (epidural)  involvement. 

Cerebral  (nonhemorrhagic)  involvement. 

Less  common  are  pituitary  and  adrenal  in- 
filtrations and  intracranial  hemorrhages. 
Secondary  neurologic  infections  are  rare. 

Herpes  appears  mostly  in  the  thoracic 
distribution,  occasionally  trigeminal. 

Proximal  nerve  involvement  (brachial 
plexus,  lumbosacral  plexus,  cervical  sympa- 
thetics,  recurrent  laryngeal  a n d phrenic 
nerves)  is  more  common  than  distal  neuro- 
pathies. 

Cranial  nerves  involved  are  usually  VI 
and  VII,  or  V.  The  III,  IV,  IX  and  XII 
also  may  be  involved.  Nasopharyngeal  lym- 
phosarcoma may  extend  upward  to  involve 
cranial  nerves  III  through  VIII. 

Spinal  cord  compression  is  due  to  epidural 
masses  and  most  common  in  the  thoracic 
segments,  followed  by  lumbosacral  sites. 
Meningeal  adhesions,  vascular  damage  and 
demyelinization  account  for  a small  number 
of  cord  syndromes. 

Nonhemorrhagic  cerebral  symptoms  are 
due  to  dura-cerebral  infiltration  and  sub- 
arachnoid spread.  Focal  cerebral,  cerebellar 
or  brainstem  syndromes  or  convulsions  may 
occur.  Often  definite  evidence  of  intra- 
cranial invasion  cannot  be  found  in  these 
cases,  even  at  post-mortem,  and  spontane- 
ous remissions  occur.  A small  number  of 
cases  reveal  demyelinization;  this  may  oc- 
cur at  any  level  and  be  quite  extensive. 
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Myeloma 

This  disorder  originates  in  the  bone  mar- 
row and  consists  of  a proliferation  of  ab- 
normal plasma  cells.  Invasive  destruction 
of  bone,  pathologic  fracture,  hemopoiet’" 
depression,  and  more  general  biochemical 
changes  ensue.  It  is  somewhat  more  com- 
mon in  Negroes,  equal  among  male  and  fe- 
male, especially  between  ages  50-70.  The 
average  duration  of  illness  to  death  is  less 
than  two  years.2-3-8 

Osteolytic  lesions  occur  in  pelvic  bones, 
vertebrae,  sternum,  ribs,  and  skull.  Rare- 
ly growth  starts  in  bones  at  base  of  skull.9 

Abnormal  serum  proteins,  para-amyloido- 
sis  and  hypercalcemia  often  develop  in  this 
disease,  leading  to  renal  damage  and  uremia. 

Patients  have  neurologic  involvement  in 
the  following  manner:10 

Spinal  cord  (epidural)  involvement. 

Herpes  zoster. 

Cerebral  (nonhemorrhagic)  involvement. 

Peripheral  nerve  involvement. 

Cranial  nerve  involvement. 

Secondary  neurologic  infection,  intra- 
cranial hemorrhage,  and  pituitary  infiltra- 
tion are  rare. 

Myeloma  ranks  as  high  or  slightly  higher 
than  Hodgkin’s  disease  in  incidence  of 
spinal  cord  compression.  Epidural  tumor 
masses  are  more  common  causes  than  col- 
lapsed vertebrae.  Vascular  damage  may 
lead  to  rapid  myelomalacia.11 

Nonhemorrhagic  cerebral  syndromes  con- 
sist of  convulsions  and  focal  cerebral  in- 
volvement. Although  the  skull  is  a common 
site  of  involvement,  cerebral  invasion  is  not 
of  as  great  incidence  as  one  might  expect  ac- 
cordingly. Nonterminal  psychotic  episodes 
have  been  described,  usually  of  the  toxic-de- 
lirious (acute  brain  syndrome)  variety.12 
Cerebral  invasion  could  not  be  implicated 
in  these  cases. 

Peripheral  nerve  involvement,  in  the  form 
of  distal  and  diffuse  peripheral  neuropathy 
is  more  common  with  myeloma  than  with 
lymphosarcoma  or  leukemia.  The  carpal 
tunnel  involvement  of  the  median  nerve  may 
appear  in  this  condition.13  The  role  of  para- 
amyloidosis  and  other  factors  in  the  genesis 
of  these  neuropathies  awaits  clarification. 
A number  of  cases  of  peripheral  neuropathy 
appear  to  bear  no  relation  to  myelomatous 
infiltration,  compression  of  neural  struc- 


tures, or  vertebral  deformity.  It  is  presumed 
that  they  may  occur  on  a toxic  or  “allergic” 
basis.10-14  Interestingly,  the  symptoms  of 
peripheral  neuropathy  may  considerably  pre- 
cede other  manifestations  of  myeloma  and 
dominate  the  picture. 

Leukemia 

This  disease  consists  of  extensive  and  ab- 
normal proliferation  of  white  blood  cells  and 
their  precursors.  Widespread  infiltrations 
occur  especially  in  bone  marrow,  spleen,  liv- 
er, lymph  nodes,  and  in  other  tissues.  Ane- 
mia and  thrombocytopenia  occur  through 
hemopoietic  tissue  loss. 

The  neuropathology  of  leukemia  discloses 
chiefly  :2- 15 

Impaction  of  blood  vessels  with  leukemic  cells. 

Infiltration  of  blood  vessels  with  leukemic  cells, 
—of  meninges 
— of  brain  parenchyma 
diffusely,  coalescing 
in  patches 
in  “nodules” 

— of  peripheral  nerves 

(particularly  proximally),  cranial  nerves 
and  spinal  root  ganglia. 

Thus,  vascular  stasis,  ischemia,  occlusion, 
hemorrhage  and  edema  occur.  Plasma  pro- 
tein changes  lead  to  hypogammaglobulin- 
emia, susceptibility  to  infections  and  pos- 
sibly other  toxic  phenomena.16 

There  are  several  cellular  and  clinical 
forms  of  leukemia.  The  chief  clinical  forms 
are : 

1.  Acute;  often  runs  a spontaneous  fatal 
course  in  3-6  months;  most  common  under 
the  age  of  25,  many  under  age  5;  sex  in- 
cidence equal. 

2.  Chronic;  may  run  1-20  years  to  death;  av- 
eraging 3-5  years;  peak  incidence  ages  35- 
55;  more  frequent  in  males. 

The  leukemias  demonstrate  clinical  neuro- 
logic involvement  in  the  following  man- 
ner :2- 15- 17 

Intracranial  hemorrhage. 

Non-hemorrhagic  cerebral  involvement. 

Meningeal  leukemia  (including  increased  intra- 
cranial pressure). 

Herpes  zoster. 

Less  common  are  pituitary  involvement 
(usually  asymptomatic),  spinal  root  and  cord 
syndromes  (infiltration  of  meninges  with 
compression;  infarctions;  subacute  combined 
degeneration,  and  other  demyelinization  pat- 
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terns),  cranial  nerve  palsies,  secondary  in- 
fection of  central  nervous  system  and  peri- 
pheral nerve  syndromes.  Infiltrative  de- 
struction of  bone  (vertebrae,  skull,  orbit) 
occurs  but  is  not  frequent.18 

Compared  to  other  diseases  under  discus- 
sion, it  is  noteworthy  that  cerebral  symp- 
toms are  most  common  with  leukemias  and 
especially  with  the  acute  variety.  However, 
many  leukemic  patients  are  found  (on  post- 
mortem) to  have  considerable  intracranial 
and  cerebral  infiltration  without  having  had 
clinical  manifestations. 

Intracranial  hemorrhage  is  especially  a 
feature  of  acute  leukemia,  but  is  no  rarity  in 
the  chronic  forms.  Intracranial  hemorrhage 
in  leukemia  is  commonly  intracerebral.  Sub- 
arachnoid hemorrhage  follows  in  frequency, 
and  subdural  and  mixed  types  are  least  com- 
mon. 

Syndromes  of  increased  intracranial  pres- 
sure and  “meningitis”  (due  to  marked  men- 
ingeal infiltration)  are  seen,  again  more 
common  in  acute  leukemia. 

Focal  cerebral  syndromes  and  convulsive 
seizures  (based  on  small  or  cumulative,  old 
thromboses,  hemorrhages  and/or  leukemic 
infiltration)  comprise  most  of  the  other  cere- 
bral symptomatology.  Ocular  and  II  — 
cranial  nerve  involvement  consists  usually 
of  retinal  hemorrhage  and  pallor  of  the  disc. 
Infiltrating  masses  occasionally  invade  the 
orbit. 

Occasional  cases  will  reveal  extensive  de- 
myelinization  at  any  cerebral  level. 

Acute  Leukemia 

Approximately  20  - 25  per  cent  of  the 
deaths  in  acute  leukemia  can  be  attributed 
to  intracranial  bleeding.19  Multiple  areas  of 
bleeding  are  common,  and  “massive”  hem- 
orrhages are  often  reported.  Massive  intra- 
cerebral bleeding  is  more  likely  with  mark- 
edly elevated  peripheral  white  blood  cell 
counts,  marked  vascular  infiltration,  leu- 
kemic nodules  and  leukemic  packed  vessels 
(leukostasis)  in  the  brain.  Subarachnoid 
hemorrhage,  on  the  other  hand,  appears  as- 
sociated more  with  severe  thrombocytopenia. 

Meningeal  leukemia  appears  clinically  in 
15-20  per  cent  of  cases.15-20  It  is  associat- 
ed with  marked  arachnoidal  and  perivascu- 
lar infiltration  and  internal  hydrocephalus 
(with  symmetrical  dilatation  of  ventricles, 


foramina  of  Munro  and  Sylvian  aqueduct). 
Clinical  manifestations  may  mimic  menin- 
gitis, encephalitis  and  brain  tumor,  usually 
featuring  headache,  nausea  and  vomiting, 
lethargy,  convulsions,  papilledema,  and  cra- 
nial nerve  palsies.  In  children,  skull  suture 
lines  are  often  separated.  Spinal  fluid  pres- 
sure is  elevated  and  discloses  increased  cell 
count  (of  leukemic  cells)  both  usually  com- 
mensurate with  the  degree  of  arachnoidal 
infiltration. 

Some  authorities  believe  that  an  increased 
incidence  of  intracranial  leukemic  problems 
is  apparent  as  therapies  become  more  effec- 
tive against  the  peripheral  disease.  The 
present  antimetabolites  used  do  not  appear 
to  penetrate  the  blood-cerebrospinal  fluid 
barrier  sufficiently.  Hence  one  may  note  a 
remission  of  the  peripheral  disease  as  the 
cerebral  manifestations  grow.  Intrathecal 
therapy  is  reported  effective. 

Dural  infiltration  is  found  in  60-70  per 
cent  of  patients  dying  of  acute  leukemia.  It 
is  seldom  symptomatic,  however.  Arach- 
noidal infiltration  is  found  on  post-mortem 
in  only  30  per  cent  of  cases ; perivascular  in- 
filtration in  19  per  cent;  diffuse  cerebral  in- 
filtration in  a small  number  (4%). 

Infections  of  the  central  nervous  system 
are  secondary  and  due  to  disturbed  immuno- 
logic responses  and  hypogammaglobulin- 
emia.21 A variety  of  bacterial  and  mycotic 
organisms  may  cause  meningitis  and  even 
abscess  in  about  six  per  cent  of  this  group. 
About  24  per  cent  of  cases  of  acute  leukemia 
die  of  septicemia. 

The  neurologist  must  recall  that  leukemia 
may : 

1.  Present  first  with  neurologic  symptoms.15-  22 

2.  Present  a “normal”  or  “infectious”  appear- 
ing white  blood  count. 

3.  Present  an  elevated  spinal  fluid  cell  count, 
deceptively  appearing  like  infectious  men- 
ingitis, including  a low  sugar  content. 

Such  cases  call  for  scrutiny  of  the  per- 
ipheral blood  picture  by  a hematologist, 
bone  marrow  studies,  and  examination  of 
spinal  fluid  cells  for  diagnostic  forms.23 

Polycythemia 

Perhaps  analogous  to  leukemia,  polycy- 
themia vera  is  manifested  by  a peristent 
chronic  elevation  of  red  blood  cells  and 
hemoglobin.  Other  blood  cell  elements  may 
also  be  increased  and  a number  of  cases 
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evolve  into  more  manifest  leukemia  with  the 
passage  of  time.  More  common  in  men  after 
the  age  of  40,  it  may  run  a course  of  10  to 
20  years.  It  must  be  differentiated  from 
secondary  polycythemias  of  which  there  are 
many.  Increased  viscosity,  increased  vas- 
cular resistance  and  decreased  cerebral  blood 
flow  have  been  demonstrated  in  polycy- 
themias. 

Neurologic  and  psychiatric-like  symptoms 
are  common  in  polycythemia.24’ 25  These  may 
be  outstanding  and  include : 

Weakness,  fatigue. 

Headache. 

Vertigo,  dizziness. 

Nervousness. 

Visual  complaints  (scotoma,  blurring). 

Tinnitus. 

Syncope. 

Somnolence,  lethargy. 

Paresthesias. 

Neurologic  complications  occur  in  at  least 
10-15  per  cent  of  patients:26 

Cerebral  artery  or  venous  thrombosis. 

Cerebral  artery  insufficiency. 

“Brain  tumor”  syndrome. 

Hemorrhage. 

The  syndrome  of  cerebral  thrombosis  is 
not  unlike  that  usually  seen  with  atheroscle- 
rosis. A focal  cerebral  deficit  appears.  If 
rapid  and  extensive,  it  may  be  accompanied 
by  stupor  or  it  may  be  fatal.  Hemiplegia  or 
hemiparesis,  hemianopsia,  dysphasia  or 
aphasia  are  common  manifestations.  Cumu- 
lative infarctions  produce  marked  disability 
and  early  demise. 

The  syndrome  of  cerebral  artery  insuffi- 
ciency, which  may  often  be  a precursor  to 
thrombosis,  is  manifested  by  episodic  focal 
cerebral  deficits  due  to  intermittent  focal 
ischemia.  Episodic  paresis,  visual  loss, 
aphasia,  numbness,  cranial  nerve  loss  or 
ataxia  are  common  in  this  group. 

Much  neurologic  damage  can  be  spared 
these  patients  by  early  recognition  of  the 
disorder,  proper  treatment  and,  in  selected 
cases,  anticoagulant  therapy  through  critical 
periods. 

Occasionally  polycythemia  may  mask  as  a 
brain  tumor  syndrome.  The  usual  head- 
ache, dizziness,  irritability,  lassitude,  pares- 
thesias, engorged  retinal  vessels  and  occa- 
sionally papilledema  may  belabor  the  diag- 
nostician. 


Ten  per  cent  of  patients  with  posterior 
fossa  vascular  tumors  (commonly,  the  “sol- 
id” type  of  cerebellar  hemangioblastoma) 
will  have  a hemoglobin  value  greater  than 
18  gm.  per  100  ml.  This  often  presents  an 
interesting  differential  diagnosis  between 
this  type  of  secondary  polycythemia  and 
polycythemia  vera  with  a pseudo-tumor  syn- 
drome.25- 27 

Patients  with  polycythemia  bleed  easily 
and  intracranial  hemorrhagic  syndromes 
(intracerebral,  subarachnoid  and  subdural 
bleeding)  have  been  described.  These  are 
not  common,  however. 

Macroglobulinemia 

Investigations  of  the  past  decade  have  re- 
vealed a wealth  of  detail  concerning  serum 
proteins  in  illness  and  health.  Of  neurologic 
interest  are.28 

1.  Macroglobulinemia. 

Primary 

Secondary 

2.  Paraproteinemia  of  multiple  myeloma. 

3.  Cryoglobulinemia. 

Macroglobulinemia  — In  this  condition  an 
abnormal  globulin  of  high  molecular  weight 
appears,  often  with  hyperglobulinemia.  This 
may  be  seen  secondary  to:4-29 
Leukemia 
Lymphosarcoma 
Myeloma 
Other  neoplasms 
Collagen  disease 
Chronic  infection 
Occasionally  in: 

Nephrotic  syndrome 

Cirrhosis 

Amyloidosis 

A primary  form  occurs  (Waldenstroem’s 
macroglobulinemia)  which  may  be  accom- 
panied by  considerable  neurologic  features.30 

Besides  the  increased  viscosity  of  blood 
effected  by  this  condition,  infiltrative,  exu- 
dative, thrombotic  and  hemorrhagic  vas- 
cular changes  are  common.  It  is  possible 
that  changes  in  blood  transport  and  toxic- 
metabolic  effects  occur  also  to  disturb  cere- 
bral function.  Generalized  reticuloendo- 
thelial changes  suggest  an  abnormal  secre- 
tory activity  of  these  cells,  akin  to  or  re- 
sembling that  seen  with  myeloma,  lympho- 
sarcoma and  leukemia.  Some  observers  be- 
lieve this  disorder  to  be  a variety  of  neo- 
plastic disease  with  biochemical  rather  than 
structural  (cellular)  changes. 
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The  primary  form  appears  with  the  fol- 
lowing general  findings  :28- 30-  31- 32 

Chronic,  debilitating  illness. 

Mostly  males,  ages  50  and  older. 

Frequent  infections. 

Life  expectancy  2-10  years  from  onset. 

Hemorrhagic  diathesis. 

Painless  lymphadenopathy,  hepatospleno- 
megaly. 

Anemia,  relative  lymphocytosis,  thrombopenia. 

Hyperglobulinemia  and  macroglobulinemia. 
Positive  Sia  test. 

Elevated  sedimentation  rate. 

Neurologic  features  and  retinal  changes 
may  be  prominent  in  at  least  25  per  cent  of 
these  patients.  These  appear  from  a few  to 
24  months  after  onset  of  the  disorder.  They 
may  be  outlined  as  follows  :30 

1.  Focal  vascular  brain  syndromes. 

2.  Diffuse  or  multifocal  brain  syndromes. 

3.  Subarachnoid  hemorrhage. 

4.  Neuropathies. 

5.  Spinal  cord  softening  and  infiltration. 

6.  Mixed  forms. 

Focal  vascular  syndromes  commonly  are 
manifested  by  hemiplegia  or  hemiparesis. 
Fatal  intracerebral  hemorrhage  may  occur. 
Whether  these  focal  syndromes  are  all  due 
to  hemorrhage  is  not  known  as  yet. 

Diffuse  or  multifocal  cerebral  syndromes 
may  be  slow  or  acute  in  evolution.  Manifes- 
tations include  one  or  more  of  the  following: 

Progressive  coma. 

Headaches. 

Vestibular  dysfunction. 

Extrapyramidal  tremor. 

Cerebellar  deficit. 

Hemiparesis. 

Facial  paralysis. 

Hearing  loss. 

Visual  loss. 

Pyramidal  tract  deficit. 

Mental  changes  (usually  “organic”). 

Subarachnoid  hemorrhage  appears,  invari- 
ably accompanied  by  retinal  hemorrhages 
and  venous  engorgement. 

Neuropathies  appear  as : 

Peripheral  types. 

Guillain-Barre'  forms. 

Cranial  nerve  (VIII  — nerve  functions, 
occasionally  VII). 

Spinal  cord  involvement  occurs  with  plas- 
ma cell  infiltrations,  nodules,  masses,  hemor- 
rhages and  softenings.  Paraplegia  is  a 
common  result. 


Common  retinal  changes  are  hemorrhages, 
thrombosis,  and  venous  engorgement,  occa- 
sionally papilledema  and  exudates.33- 34- 35 

Spinal  fluid  changes  are  common  but  the 
incidence  is  not  known;  elevated  cell  counts 
and  proteins  are  particularly  in  evidence. 

Paraproteinemia  of  Myeloma.  — This  con- 
dition is  of  neurologic  interest  for  two 
reasons : 

1.  Myeloma  may  mimic  (it  may  be  akin 
to)  primary  macroglobulinemia  and  primary 
amyloidosis  which  also  may  disclose  neuro- 
logic phenomena. 

2.  The  serum  protein  disturbance  may 
account  for  some  neuropathies  which  occa- 
sionally occur  in  myeloma. 

Cryoglobulinemia.  — The  neurologist  may 
be  learning  more  about  this  disorder  as  it 
becomes  more  clearly  defined.28- 31- 36  This 
protein  precipitates  with  a drop  in  tempera- 
ture and  may  result  in  increased  blood  vis- 
cosity (“sludging”?)  and  even  thromboses 
accordingly.  t. 

This  disorder,  too,  may  be  primary  or 
secondary  to  diseases  causing  macroglobu- 
linemia (see  above). 

It  is  manifested  by : 

“Cold  sensitivity.” 

Skin  purpura. 

Raynaud’s  phenomena. 

Epistaxis. 

Retinal  hemorrhages. 

Myalgias,  cramps. 

Thrombophlebitis. 

Deafness. 

Chills  and  fever. 

Plasmaphoresis  has  been  described  as  ef- 
fective treatment  in  some  of  these  dys- 
globinemic  conditions.34-37 

Summary 

Hodgkin’s  disease,  lymphosarcoma,  multi- 
ple myeloma,  leukemia  and  polycythemia 
will  be  associated  with  definite  neurologic 
manifestations  in  at  least  15  per  cent  of 
cases.  Occasionally  these  disorders  will 
manifest  themselves  first  with  neurologic 
syndromes. 

Nonhemorrhagic  cerebral  syndromes  are 
seen  especially  with  polycythemia.  These 
usually  take  the  form  of  cerebral  thrombo- 
sis, cerebral  artery  insufficiency  or  a syn- 
drome of  increased  intracranial  pressure. 
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Other  focal,  nonhemorrhagic  cerebral  syn- 
dromes and  convulsions  appear  with  leuke- 
mia, myeloma,  Hodgkin’s  disease  and  lym- 
phosarcoma. 

Hemorrhoragic  intracranial  syndromes 
(most  often  intracerebral  bleeding;  other- 
wise usually  subarachnoid  hemorrhage; 
rarely  subdural  bleeding)  are  a particular 
feature  of  leukemia,  and  most  often  the 
acute  form.  Cranial  nerve  involvement  ap- 
pears with  lymphosarcoma,  Hodgkin’s  dis- 
ease, myeloma,  and  leukemia. 

The  syndrome  of  extradural  spinal  cord 
compression  is  not  an  unusual  manifestation 
of  myeloma,  Hodgkin’s  disease,  or  lympho- 
sarcoma. Occasionally  leukemia  is  the 
cause. 

Herpes  zoster  appears  with  Hodgkin’s  dis- 
ease, myeloma,  lymphosarcoma,  and  leu- 
kemia. 


Involvement  of  brachial  plexus,  lumbar 
and  sacral  nerve  (plexus),  cervical  sympa- 
thetic, recurrent  laryngeal  nerve  and  phrenic 
nerve  is  seen  especially  with  Hodgkin’s  dis- 
ease, lymphosarcoma,  and  lymphoma.  Less 
frequently,  distal  peripheral  neuropathies 
(“polyneuritis”)  may  be  associated  with 
these  disorders. 

Secondary  neurologic  infections  (usually 
meningitis)  may  occur  in  these  patients  as 
they  become  progressively  debilitated. 

Macroglobulinemia  may  represent  a bio- 
chemical manifestation  of  this  group  of  dis- 
orders. This  is  accompanied  occasionally  by 
infiltrative,  exudative,  thrombotic  and  hem- 
orrhagic lesions  in  brain,  spinal  cord  or  per- 
ipheral nerves. 

(NOTE:  The  extensive  list  of  references 

will  not  be  printed  with  this  article,  but  will  be 
furnished  with  reprints). 


“Research,  then,  must  continue  to  be  a significant  part  of  the 
university  pattern;  but  its  primary  objectives  should  be  the  addition 
to  learning  and  improvement  of  the  professional  competence  of  the 
faculty.  Research  should  be  undertaken  according  to  the  motiva- 
tion of  the  investigator  and  the  judgment  of  his  colleagues,  rather 
than  the  availability  of  a sponsor.”  (From:  J.  Med.  Educ.  36:883 
(Sept.)  1961.  Cole,  Fred  C.) 
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I ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
March  4,  Scottsbluff,  St.  Mary’s  Hospital 
March  18,  Broken  Bow,  Elks  Club 

April  8,  McCook,  St.  Catherine’s  Hos- 
pital 

April  22,  Ainsworth,  Elementary  Grade 
School 

POSTGRADUATE  COURSE  ON  MAN- 
AGEMENT OF  TRAUMA  — Sponsored 
by  the  University  of  Colorado  and  co- 
sponsored by  the  Colorado  Committee  on 
Trauma  of  the  American  College  of  Sur- 
geons. Dates  of  Course,  March  7,  8,  and 
9,  1962.  For  further  information  write 
Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  Medical  Cen- 
ter, 4200  East  Ninth  Avenue,  Denver  20, 
Colorado. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS — Western  Skies  Hotel,  Albu- 
querque, New  Mexico,  April  2-5,  1962. 

WESTERN  SAFETY  COUNCIL  AND  EX- 
HIBITS, Ninth  Annual  Congress  — April 
17,  18  and  19 ; Ambassador  Hotel,  Los  An- 
geles. Contact  Joseph  M.  Kaplan,  Man- 
ager, Greater  Los  Angeles  Chapter,  Na- 
tional Safety  Council,  3388  West  8th 
Street,  Los  Angeles  5,  Calif. 

REGIONAL  MEETING,  President’s  Com- 
mittee on  Employment  of  the  Physically 
Handicapped  — Fargo,  North  Dakota, 
April  24,  1962. 

SIXTH  POSTGRADUATE  COURSE  ON 
FRACTURES  AND  OTHER  TRAUMA 
— Sponsored  by  the  Chicago  Committee 
on  Trauma  of  the  American  College  of 
Surgeons  will  be  held  at  the  John  B.  Mur- 
phy Auditorium,  50  East  Erie  Street, 
Chicago,  on  April  25,  26,  27,  and  28,  1962. 

ANNUAL  SESSION,  Nebraska  State  Med- 
ical Association  — Hotel  Cornhusker,  Lin- 
coln, April  30  - May  1,  2,  3,  1962. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 


Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23 ; Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 


Medicare  in  Operation 

Notification  cards  of  payment  made  by 
Medicare  are  now  being  sent  to  physicians. 
The  notification  cards  contain  the  patient’s 
name,  dates  services  were  rendered,  the 
total  charge,  the  payment  allowed  under  the 
Medicare  Schedule  of  Allowances,  and  the 
liability  of  the  patient,  if  any.  The  notifi- 
cation card  should  answer  most  questions 
concerning  the  liability  of  the  patient,  after 
the  Medicare  payment. 

Item  No.  27  on  the  new  DA  Form  1863-2 
should  always  be  left  blank  unless  the  pa- 
tient had  an  accident  and  was  treated  in 
the  doctor’s  office  or  the  out-patient  facili- 
ties of  a hospital.  In  cases  where  there  is  an 
accident  and  the  patient  is  treated  as  an  out- 
patient, or  in  the  office,  the  first  $15  is  the 
responsibility  of  the  patient. 
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NEBRASKA  CHAPTER,  AMERICAN 
MEDICAL  POLITICAL  ACTION 
COMMITTEE  (AMP AC) 

Nebraska  A.M.P.A.C.  is  underway.  A 
Board  of  Directors  has  been  selected  with 
three  members  from  each  Congressional  dis- 
trict. The  members  are  as  follows : 

I Congressional  District — 

Dr.  John  Porter,  Beatrice 
Dr.  H.  A.  Jakeman,  Fremont 
Dr.  LaVerne  Pfeifer,  Lincoln 

II  Congressional  District — 

Dr.  J.  A.  Rasmussen,  Omaha 
Dr.  James  O’Neill,  Omaha 
Dr.  P.  T.  Pratt,  Omaha 

III  Congressional  District — 

Dr.  Kenneth  Kimball,  Kearney 
Dr.  Max  Raines,  North  Platte 
Dr.  Warren  Bosley,  Grand  Island 

The  advisory  committee  is  Fay  Smith,  Im- 
perial ; 0.  A.  Kostal,  Hastings ; Arthur  Of- 
ferman,  Omaha;  Fritz  Teal,  Lincoln,  and 
Rudy  Schenken,  Omaha. 

The  purpose  of  Nebraska  A.M.P.A.C.  this 
election  year  is  to  support  congressional 
candidates  and  important  state  candidates 
who  believe  in  individual  responsibility  and 
reducing  Federal  expansion. 

A group  working  together  becomes  much 
more  effective  than  is  one  individual  alone. 
I,  for  one,  intend  to  make  my  total  political 
contribution  through  A.M.P.A.C.  The  state 
will  keep  60%  and  the  national  will  receive 
40%  of  the  dues.  The  latter  will  support 
candidates  in  critical  elections  throughout 
the  country.  This  is  a helpful  way  to  insure 
our  freedom  and  broadens  our  base  of  oper- 
ation. At  the  same  time  we  will  be  able  to 
support  our  local  candidates. 

Respectfully  submitted, 
Peyton  T.  Pratt,  M.D. 

County  Societies  to  Get  New  Public 
Service  Ads — 

A new  venture  in  public  service  advertis- 
ing was  launched  by  the  American  Medical 
Association  early  in  January. 

Every  county  medical  society  received  the 
first  six  in  a series  of  public  service  mes- 


sages with  the  recommendation  that  these 
ads  be  placed  in  local  newspapers. 

The  ads  are  simple,  straight-forward  and 
non-political.  Each  message  is  “open  end” 
so  that  a medical  society  can  add  appropri- 
ate local  information.  The  first  six  ads 
cover  these  subjects: 

— Choosing  a family  doctor 
— Medical  society  grievance  committees 
— Doctor-patient  relationship 
— Why  MD’s  promote  immunization 
— Medicine’s  traditional  guarantee  of 
care  for  all 

— Cost  of  medical  care 

Jim  Reed,  A.M.A.’s  Communications  Di- 
vision director,  says  the  ads  will  help  medi- 
cal societies  fulfill  their  educational  respon- 
sibilities to  the  public  and  at  the  same  time 
improve  medical  press  relations. 

“For  years  newspaper  publishers  have  re- 
sented medicine’s  unwillingness  to  buy  space 
to  tell  the  people  its  views  on  specific  sub- 
jects. What  doctors  considered  conformity 
to  medical  ethics  was  construed  as  niggard- 
liness by  the  press,”  Reed  said. 

“Medicine’s  traditional  reluctance  to  call 
attention  to  itself  allows  many  a criticism 
to  go  unchallenged.  Several  medical  soci- 
eties have  pioneered  by  placing  institutional 
ads  in  local  papers.  These  ads  styled  as 
public  service  messages,  have  been  extreme- 
ly well  received  by  the  public  and  the  news- 
paper profession.” 

The  new  series  of  public  service  ads  has 
long  been  recommended  by  A.M.A.’s  Com- 
munications Advisory  Committee,  composed 
of  representatives  from  state  and  county 
medical  societies.  The  next  six  in  the  series, 
with  accompanying  art  work  if  societies 
choose  to  use  it,  will  be  ready  early  in  Feb- 
ruary. 

ARTHRITIS  AND  RHEUMATISM 
FOUNDATION 

Results  From  Ten  Years’  Grants 

The  results  of  the  first  decade  of  the 
Arthritis  a n d Rheumatism  Foundation’s 
program  of  advanced  training  in  rheumatic 
disease  research  were  reported  recently,  as 
the  Foundation  announced  record  1962  re- 
search fellowship  awards. 
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During  the  10  years  after  the  start  of  the 
program  in  July,  1951  with  six  fellows, 
the  voluntary  health  agency  spent  $1,414,- 
655  to  support  the  studies  of  117  scientists 
for  a total  of  240  fellowship  years.  This 
year  the  Foundation’s  medical  and  scientific 
committee  has  approved  $395,000  to  sup- 
port 49  fellows. 

In  making  the  announcement,  the  Foun- 
dation’s national  medical  director,  Dr.  Ron- 
ald W.  Lamont-Havers,  said  a survey  of  the 
88  scientists  who  completed  their  training 
in  the  program’s  first  10  years  shows  that  80 
per  cent  have  remained  in  research  and 
teaching.  Six  are  full  professors,  10  asso- 
ciate professors  and  34  assistant  professors. 

Dr.  Lamont-Havers  called  these  statistics 
“particularly  satisfying  because  the  most 
urgent  need  in  arthritis  research  today  is 
well-trained  investigators.  Our  survey 
shows  that  these  scientists  are  not  only  con- 
tinuing in  research  against  these  crippling 
diseases  themselves,  but  also  are  training 
the  additional  scientific  manpower  we  need 
so  badly  to  find  a final  and  lasting  cure.” 

Many  scientists  have  made  valuable  con- 
tributions to  arthritis  research  while  train- 
ing (from  one  to  eight  years)  under  the 
A.R.F.  fellowship  program,  according  to  Dr. 
Lamont-Havers.  He  noted  that  the  work  of 
several  on  the  rheumatoid  factor  has  in- 
creased medical  understanding  of  this  giant 
protein  molecule  which  appears  in  the  blood 
of  rheumatoid  arthritis  victims,  but  not  in 
normal  blood.  Others  have  been  instru- 
mental in  developing  and  perfecting  diag- 
nostic tests  for  it. 

Fellows’  explorations  into  the  chief  tar- 
get of  arthritis,  the  connective  tissue  which 
binds  the  body  together,  have  also  yielded 
important  knowledge,  he  added.  Among 
them,  former  fellows  have  more  than  1300 
scientific  papers  to  their  credit. 

The  work  of  the  Foundation’s  present  44 
fellows  (29  of  whom  began  their  training 
during  the  first  decade  of  awards),  ranges 
widely  over  the  field  of  arthritis  research  — 
from  sweet  pea  seeds,  which  produce  a sub- 
stance that  deforms  connective  tissue,  to 
synthetic  rubber  particles,  which  clump  to- 
gether in  a test  to  detect  rheumatoid  fac- 
tor. To  give  these  scientists  a chance  to 
compare  what  they  are  learning  in  their 
separate  areas  of  arthritis  research,  the 
Foundation  recently  brought  them  together 


in  a two-day  “give-and-take”  meeting,  first 
of  its  kind  in  arthritis  research. 

Many  former  national  A.R.F.  research 
trainees  are  now  heading  research  projects 
supported  by  local  chapters  of  the  Founda- 
tion throughout  the  country.  This  empha- 
sizes both  the  advanced  nature  of  their 
training  and  the  way  in  which  the  national 
fellowship  program  works  “hand-in-hand” 
with  chapter  direct  grants-in-aid  to  local 
projects.  Foundation  chapters  spent  slight- 
ly more  than  $600,000  on  these  projects  dur- 
ing the  year. 

Noting  that  this  year’s  awards  fell  into 
four  classes,  10  Senior  and  3 Special  In- 
vestigators, 34  Post-Doctoral  and  2 Pre- 
Doctoral  Fellowships,  Dr.  Lamont-Havers 
said  the  Foundation  has  raised  “floors”  and 
“ceilings”  on  all  awards  by  $500  to  $1000. 
Pre-  and  Post-Doctoral  awards  run  up  to  3 
years,  special  investigatorships  1 to  3 years 
and  senior  investigatorships  5 years. 

Besides  its  research  activities,  the  Ar- 
thritis and  Rheumatism  Foundation, 
through  its  70  chapters,  supports  treatment 
and  patient  care  facilities  for  the  more 
than  12,000,000  arthritis  sufferers  in  the 
nation. 


STATEMENT  CONCERNING 
COMMUNICATIONS  IN  SCIENCE 
DR.  CHAUNCEY  D.  LEAKE 
Immediate  Past  President,  American 
Association  for  the  Advancement  of  Science 

This  is  an  exciting  occasion  . . . particu- 
larly because  I have  just  come  from  the 
Denver  meeting  of  the  American  Associa- 
tion for  the  Advancement  of  Science  where 
we  had  the  first  session  ever  devoted  ex- 
clusively to  the  communication  of  scientific 
information.  Problems  in  this  area  have 
forced  us  to  form  a new  permanent  section 
of  the  Association  to  fill  what  is  becoming 
a very  pressing  need  among  scientists  in 
every  field.  We  know  so  much  now,  but  it 
is  all  filed  away  so  that  no  individual  can 
find  it  unless  he  spends  an  enormous 
amount  of  time  merely  hunting  up  his  ma- 
terial. We  are  working  on  all  kinds  of  sys- 
tems to  help  us  make  this  information 
readily  available  to  those  who  want  to  use 
it. 

“Mediphone”  is  the  first  such  working 
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system.  It  will  make  vital  information 
about  drugs  readily  available  to  those  who 
need  it  in  a hurry,  and  the  information  will 
be  accurate.  There  are  now  about  2,500,000 
chemical  agents  being  used  in  industry  and 
other  activities  in  this  country.  Many  of 
them  are  poisonous  or  dangerous,  and  there 
is  an  awful  lot  of  information  about  them 
that  we  need  to  have  available.  We  are  de- 
veloping Poison  Control  Centers  in  most  of 
our  big  cities  where  physicians  can  have 
information  on  poisons  or  hazardous  chem- 
icals. But  much  more  important,  as  you 
heard  from  Dr.  Larson  and  Dr.  Enloe,  are 
the  thousands  of  drugs  which  are  used 
daily  by  the  medical  profession.  In  some 
cases,  there  may  be  twenty  names  for  the 
same  drug.  Many  doctors  want  to  use  a 
drug,  but  they  do  not  always  have  as  much 
information  about  it  as  they  would  like. 
“Mediphone”  can  supply  that  informa- 
tion in  a matter  of  seconds.  Obviously,  a 
system  such  as  this  has  tremendous  possi- 
bilities for  service.  It  is  of  vital  concern 
to  all  people  in  the  health  professions. 

“Mediphone”  is  an  example  of  how  the 
systematic  organization  of  material,  by 
modern  methods,  can  be  applied  most  effec- 
tively to  the  benefit  of  all  people. 

It  is  important,  too,  to  remember  that 
this  is  being  done  by  private  enterprise. 
We  have  so  much  government  control  that 
it  is  refreshing  to  find  something  that  has 
been  developed  on  a voluntary  basis.  Be- 
cause “Mediphone”  is  a voluntary,  private 
enterprise,  it  will  serve  the  people  more  ef- 
fectively. 

In  addition  to  the  immediate  benefits 
“Mediphone”  will  provide,  there  are  far- 
reaching  applications  that  are  bound  to  de- 
velop from  the  operation  of  this  system.  At 
the  present  time,  information  is  available 
in  the  “Mediphone”  files  for  each  one  of 
some  8,500  drugs  or  chemicals.  This  infor- 
mation includes  data  on  how  each  drug 
should  be  expected  to  react  on  the  human 
body,  on  dosages  and  routes  of  administra- 
tion, on  any  reported  untoward  effects  or 
contraindications  — in  fact,  on  any  type  of 
information  which  has  been  published  any- 
where for  the  past  15  years.  But  consider 
what  will  begin  to  happen  after  “Medi- 
phone” has  been  in  operation  for  a while 
and  information  will  begin  to  be  fed  back 
by  practicing  physicians  all  over  the  coun- 
try. As  you  know,  we  really  cannot  expect 


to  learn  about  a drug’s  ultimate  effect  on 
the  human  body  until  it  has  been  used  in 
everyday  practice  on  all  sorts  of  conditions. 
(A  new  drug  is  somewhat  akin  to  a new 
airplane  in  this  respect  — no  matter  how 
complete  or  thoroughly  it  has  been  flight- 
tested,  it  must  be  used  “on  the  line”  before 
all  of  its  characteristics  are  discovered). 

But,  as  information  starts  coming  in  from 
physicians  on  how  a drug  has  behaved  in 
actual  practice,  “Mediphone”  will  really 
come  into  its  own.  Detailed  information  on 
new  drugs,  of  statistical  value  from  the  pub- 
lic health  standpoint,  will  be  accumulated 
rapidly.  The  medical  profession  quickly 
can  be  alerted  to  any  undesirable  effect 
which  may  follow  the  use  of  a certain  drug. 

Not  all  unexpected  effects  from  drugs  are 
undesirable  ones,  however.  Many  times  it 
has  happened  that  an  entirely  new  use  for 
a drug  has  come  to  light  after  it  has  been 
used  in  medical  practice.  There  are  many 
examples  of  how  a new  drug  has  been  found 
to  be  effective  in  a disease  or  condition  for 
which  it  was  never  intended.  “Mediphone” 
will  certainly  learn  of  these  instances  quick- 
ly, and  the  information  can  be  made  avail- 
able at  once  to  the  medical  profession  for 
the  benefit  of  all. 

There  may  also  develop  even  further  ex- 
tensions of  the  service.  The  same  tech- 
niques used  here  that  can  be  statistically 
evaluated  can  be  used  to  aid  the  physician 
in  making  a diagnosis.  It  will  be  possible 
to  estimate  the  percentage  of  frequency 
with  which  any  particular  symptom  can  be 
associated  with  any  particular  condition. 
This  can  be  given  to  a physician  very  quick- 
ly along  with  indications  of  how  to  help 
the  patient. 

“Mediphone,”  of  course,  will  not  substi- 
tute for  the  judgment  of  the  physician.  He 
has  to  use  his  own  judgment  . . . make  up 
his  own  clinical  mind.  It  can  help  him  in 
making  that  judgment  by  supplying  him 
with  statistically  evaluated  information  and 
background  for  the  judgment  that  he  will 
form. 

Computer  machines  can  work  more  rap- 
idly than  any  human  brain.  “Mediphone” 
is  now  an  early-warning  system  for  drugs, 
but  it  can  be  applied  to  different  activities. 

This  whole  effort  has  enormous  possibili- 
ties and  widespread  application  for  our  bet- 
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ter  health  and  better  welfare.  It  is  an  ex- 
citing advance  for  all  of  us  in  the  dissemin- 
ation of  useful  knowledge. 


Medicine  in  the  News 

From  the  Omaha  ^Vorld-Herald — 

The  University  of  Nebraska  Regents 
have  approved  a $30,000  grant  to  the  Uni- 
versity  of  Nebraska  College  of  Medicine. 
The  grant  was  made  by  the  Nebraska  Heart 
Association. 

Dr.  J.  P.  Tollman  was  given  10  thousand 
dollars  of  this  grant  for  cardiovascular  re- 
search. The  remaining  grant  of  20  thou- 
sand dollars  is  for  the  chair  of  cardiovas- 
cular research  held  by  Dr.  Denham  Har- 
mon. 


From  the  Omaha  World-Herald— 

The  John  A.  Hartford  Foundation,  Inc., 
of  New  York  has  approved  a two-year  grant 
of  $38,166  to  the  Creighton  University 
School  of  Medicine. 

The  money  will  be  used  to  continue  a 
study  of  the  causes  and  prevention  of  ather- 
osclerosis and  the  development  of  the  sur- 
gical therapy  for  this  condition. 

An  earlier  grant  of  $25,493  by  the  foun- 
dation started  the  study  in  1960. 


From  the  Omaha  World-Herald— 

A two-year  training  program  in  the  gen- 
eral practice  of  medicine  will  be  offered  at 
the  University  of  Nebraska  College  of  Medi- 
cine. 

The  Committee  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion has  approved  the  program  which  will 
go  into  effect  July  1,  1962. 

Dr.  J.  P.  Tollman,  Dean,  said  the  pro- 
gram was  developed  with  the  Nebraska 
Academy  of  General  Practice. 

The  program  will  utilize  facilities  at  Uni- 
versity Hospital,  County  Hospital,  and  the 
Nebraska  Psychiatric  Institute. 


Human  Interest  Tales 

Dr.  Fred  Fouts.  Central  City,  celebrated 
his  85th  birthday  on  January  22nd. 

Dr.  L.  I.  Grace.  Blair,  has  been  appoint- 
ed County  Phvsician  for  Washington  Coun- 
ty. 

Dr.  R.  C.  Brauer.  Lincoln,  is  the  new 
president  of  the  medical  staff  at  St.  Eliza- 
beth Hospital. 

Dr.  A.  L.  Smith,  Jr.,  Lincoln,  is  the  newly 
elected  president  of  the  Lancaster  County 
Medical  Society. 

Dr.  John  M.  McKain,  Omaha,  has  been 
elected  a fellow  in  the  American  College  of 
Chest  Physicians. 

Dr.  I.  L.  Thompson,  West  Point,  has  been 
elected  president  of  the  Izaak  Walton  League 
in  his  community. 

Dr.  Houtz  Steenburg,  Aurora,  has  been 
elected  president  of  the  Sixth  Councilor  Dis- 
trict Medical  Society. 

Dr.  J.  E.  Courtney,  Omaha,  has  been 
elected  president  of  the  medical  staff  of 
St.  Joseph’s  Hospital. 

Dr.  Dean  McGrath,  Grand  Island,  is  the 
new  president  of  the  Lutheran  Memorial 
Hospital  in  that  city. 

Dr.  Henry  J.  Lehnhoff,  Omaha,  is  the 
newly  elected  president  of  the  medical  staff 
of  Clarkson  Hospital. 

Mrs.  Dorothy  M.  Novak  of  Omaha,  wife 
of  Dr.  William  F.  Novak,  passed  away  at 
her  home  in  January. 

Dr.  Don  Morgan,  McCook,  attended  a sem- 
inar on  arthritis  and  rheumatism  at  the 
Mayo  Clinic  in  January. 

Dr.  E.  A.  Rogers,  Lincoln,  was  a guest 
speaker  at  a recent  meeting  of  the  Lincoln 
Lay  Diabetics  Association. 

Dr.  Paul  M.  Scott,  Auburn,  was  elected 
president  at  the  annual  meeting  of  the  Ne- 
maha County  Medical  Society. 

Dr.  William  S.  Bivens,  Holdrege,  was  re- 
elected president  of  the  Phelps  County  Med- 
ical Society  for  the  coming  year. 

Dr.  G.  J.  Millet,  Fremont,  was  the  prin- 


March,  1962 


153 


cipal  speaker  at  a January  meeting  of  the 
Junior  Woman’s  Club  in  Fremont. 

Dr.  John  F.  Gardiner,  Omaha,  was  in- 
stalled as  president  of  the  Omaha-Douglas 
County  Medical  Society  in  January. 

Dr.  Cecil  Wittson,  Omaha,  attended  the 
First  International  Conference  on  Congen- 
ital Defects  in  Los  Angeles  in  January. 

Dr.  Donald  C.  Mongeau,  Grand  Island, 
has  been  elected  president  of  the  Hall  Coun- 
ty Medical  Society  for  the  coming  year. 

Dr.  John  M.  McKain,  Omaha,  left  Creigh- 
ton University  School  of  Medicine  on  Feb- 
ruary 1st  for  a tour  of  duty  in  Indonesia. 

Dr.  H.  A.  Salhanic,  Omaha,  has  been  ap- 
pointed Professor  of  Obstetrics  and  Gyne- 
cology at  Harvard  University  Medical 
School. 

Dr.  W.  E.  Reynolds,  Laurel,  has  moved 
his  office  to  South  Sioux  City.  He  planned 
to  open  his  new  office  around  the  first  of 
February. 

Dr.  John  R.  Schenken,  Omaha,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Women’s  Inter-Club  Council  which  was  held 
in  that  city. 

Dr.  Jack  Wisman,  North  Platte,  was  a 
guest  speaker  at  the  January  meeting  of  the 
Lincoln  County  Medical  Auxiliary  held  in 
North  Platte. 

Dr.  Ralph  L.  Blair,  Broken  Bow,  has 
been  named  chief  of  the  medical  staff  of  the 
Broken  Bow  Community  Hospital  for  the 
coming  year. 

Dr.  John  G.  Wiedman,  Lincoln,  has  been 
elected  chairman  of  the  Nebraska  Joint 
Policy  Committee  for  the  Medical  Self-Help 
Training  Program. 

Dr.  James  J.  O’Neill,  Omaha,  presented  a 
paper  entitled  “The  Role  of  the  Vocal  Cords 
in  Human  Respiration,”  at  the  American 
College  of  Surgeons  Meeting  in  Los  Angeles, 
California,  on  Tuesday,  January  30,  1962. 

Leo  T.  Haywood,  M.D.,  of  Omaha,  was 
elected  Associate  Secretary  and  Treasurer  of 
the  Federation  of  State  Medical  Boards  of 
the  United  States  at  the  50th  annual  meet- 
ing, held  in  Chicago,  February  4-10,  1962. 
He  has  been  a member  of  the  Nebraska  State 
Board  of  Medical  Examiners  since  1953,  and 
is  currently  its  president. 


Announcements 

Awards  by  Southwestern  Medicine  for 
Best  Writing — 

A total  of  five  hundred  dollars  will  be 
awarded  annually  for  the  best  original  sci- 
entific article  to  be  published  in  Southwest- 
era  Medicine.  The  award-year  will  run 
from  September  1 to  August  31.  (This  year, 
January  1 to  August  31).  Awards  will  be 
judged  in  two  classes,  regional  and  national. 
In  each  class,  $100  for  the  best  paper,  $75 
for  the  second  best,  and  $75  for  the  third 
best.  The  remaining  $50  will  be  set  aside 
annually  to  establish  a special  class  to  be 
known  as  the  Intern  and  Resident  Awards. 

The  Writing  Awards  have  been  estab- 
lished by  Paul  I.  M u r p h y,  President  of 
Medical  Research  Association  of  New  York 
and  Boston,  to  encourage  improvement  in 
medical  writing. 


Nebraska  Chapter,  International  College 
Of  Surgeons — 

The  Nebraska  Chapter  of  the  Interna- 
tional College  of  Surgeons  will  hold  its  an- 
nual business  meeting  at  the  Hotel  Corn- 
husker,  in  Lincoln,  on  Sunday,  April  29, 
1962,  at  7 :30  p.m. 

All  members  and  surgeons  qualified  for 
Fellowship  in  International  College  of  Sur- 
geons are  cordially  invited  to  attend. 

Direct  inquiries  for  application  for  mem- 
bership to  James  A.  O’Neill,  M.D.,  Regent 
for  the  State  of  Nebraska,  612  Medical  Arts 
Building,  Omaha  2,  Nebraska. 


Postgraduate  Course  in  Infectious  Diseases — 

The  University  of  Nebraska  College  of 
Medicine  announces  a postgraduate  course 
in  infectious  diseases,  to  be  presented  March 
15  and  16,  1964. 

The  guest  faculty  includes : George  C. 
Jackson,  M.D.,  Professor  of  Medicine,  Uni- 
versity of  Illinois;  David  E.  Rogers,  M.D., 
Professor  and  Chairman  of  Department  of 
Medicine,  Vanderbilt  University;  and  El- 
lard  Yow,  M.D.,  Professor  of  Medicine, 
Baylor  University. 

Course  is  eligible  for  12  Category  1, 
A.A.G.P.  hours.  Tuition  $30. 
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Booklet  Type  International  Certificates 
Of  Vaccination — 

The  Public  Health  Service  has  a new 
booklet-type  record  for  recording  (1)  Inter- 
national Certificates  of  Vaccination,  and 
(2)  Personal  Health  History.  They  may  be 
obtained  from  the  Department  of  Health. 
They  are  more  satisfactory  than  the  former 
records.  The  prospective  traveler  can  get 
such  a booklet  and  have  the  necessary  vac- 
cinations recorded  and  verified  when  pre- 
paring for  a journey  to  foreign  lands. 

Abstracts  of  Literature  on  Venereal 
Disease  Available — 

In  the  last  five  years  there  has  been  a 
resurgence  of  infectious  syphilis.  In  the 
last  five  years  there  has  ben  a paucity  of 
literature  dealing  with  veneral  diseases.  To 
partially  alleviate  this  situation,  The  Ve- 
nereal Disease  Program  of  the  Public 
Health  Service  routinely  abstracts  current 
articles  on  venereal  disease  from  about 
1000  journals,  domestic  and  foreign.  A pub- 
lication entitled  Current  Literature  on  Ve- 
nereal Disease  including  these  abstracts  is 
published  three  or  four  times  a year  and  in- 
dexed annually.  It  is  distributed  free  to  all 
physicians  interested  in  this  subject.  If 
interested  in  receiving  this  publication, 
write  to  Communicable  Disease  Center,  At- 
lanta 22,  Georgia,  attention,  Dr.  William  J. 
Brown,  M.D.,  asking  that  your  name  be 
added  to  the  mailing  list  of  Current  Litera- 
ture on  Venereal  Disease. 

Interesting  and  Instructive  Program  on 
Orthopedics  and  Rehabilitation — 

The  program  detailed  below  carries  the 
promise  of  being  interesting  and  instruc- 
tive, both  as  to  content  and  faculty. 

ORTHOPEDIC  AND 
REHABILITATION  SEMINAR 
Saturday,  March  31,  1962 
Younker  Memorial  Rehabilitation 
Center,  Des  Moines,  Iowa 

9 :30  Registration  - — Coffee 

Donald  W.  Blair,  M.D.,  Presiding 

10:00  Welcome,  Parker  K.  Hughes,  M.D., 
President  of  the  Iowa  Methodist 
Hospital  Medical  Staff 

10:05  Fractures  of  the  Hip,  Carroll  B. 


Larson,  M.D.,  Professor  and 
Head,  Department  of  Orthopedic 
Surgery,  State  University  of  Iowa 
College  of  Medicine,  Iowa  City, 
Iowa 

11:00  Tenosynovitis  of  the  Hand  and 
Wrist,  Paul  R.  Lipscomb,  M.D., 
Consultant,  Orthopedic  Surgery, 
Mayo  Clinic,  Rochester,  Minn. ; 
Associate  Professor  of  Surgery. 
Medical  Graduate  School,  Univer- 
sity of  Minneapolis,  Minneapolis, 
Ivunn. 

12 :00  Fractures  of  the  Hand,  L.  D.  How- 
ard, Jr.,  M.D.,  San  Francisco, 
Calif.;  Faculty,  Stanford  Univer- 
sity School  of  Medicine,  Palo  Alto, 
Calif. 

1 :00  Lunch 

John  H.  Kelley,  M.D.,  Presiding 

2:00  Fractures  of  the  Humerus,  Marcus 
J.  Stewart,  M.D.,  Campbell  Clinic, 
Memphis,  Tenn. ; Associate  Pro- 
fessor of  Orthopedic  Surgery, 
University  of  Tennessee  School 
of  Medicine,  Memphis,  Tenn. 

3:00  The  Use  of  Physical  Medicine  in  Of- 
fice Practice  — Post  - Fracture 
Therapeutic  Measures,  G.  Keith 
Stillwell,  M.D.,  Consultant,  Phys- 
ical Medicine  and  Rehabilitation, 
Mayo  Clinic,  Rochester,  Minn. ; 
Assistant  Professor,  Physical 
Medicine  and  Rehabilitation, 
Graduate  Medical  School,  Univer- 
sity of  Minnesota,  Minneapolis, 
Minn. 

4 :00  Prevention  of  Deformity  in  the 
Stroke  Patient,  (Demonstration 
W.  D.  deGravelles,  Jr.,  M.D.,  and 
Staff  Members  of  the  Younker  Me- 
morial Rehabilitation  Center). 

4:30  Tour  of  Younker  Memorial  Rehabil- 
itation Center. 

(Discussion  time  will  follow  each 
speaker). 

Gill  Memorial  Annual  Spring  Congress — 

Your  attention  is  again  called  to  the 
Thirty-fifth  Annual  Spring  Congress,  Gill 
Memorial  Hospital  and  Foundation,  Roa- 
noke, Virginia,  April  2 to  6,  1962.  Head- 
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quarters  Patrick  Henry  Hotel,  Roanoke.  A 
fee  is  required.  Address  E.  G.  Gill,  M.D., 
Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, Roanoke,  Virginia. 


News  and  Views 

U.  X.  Proposal  on  International  Control  of 
Narcotics  Considered  Dangerous — 

American  pharmaceutical  manufacturers 
have  urged  that  the  U.S.  not  ratify,  in  its 
present  form,  a United  Nations  proposal  to 
replace  all  individual  international  agree- 
ments on  the  control  of  narcotics  with  a 
single  document. 

The  U.S.  producers  contend  that  the  pro- 
posed “Single  Convention  on  Narcotics” 
would  permit  countries  that  now  produce  no 
opium  to  do  so,  thus  compounding  existing 
problems  of  international  narcotics  control. 

In  a resolution  sent  by  the  Pharmaceutical 
Manufacturers  Association  (P.M.A.)  to  Sec- 
retary of  State  Dean  Rusk,  the  drug  mak- 
ers urged  the  U.S.  instead  to  encourage 
complete  ratification  of  the  stronger  1953 
U.N.  Opium  Protocol.  This  agreement 
would  effectively  limit  opium  production  to 
countries  that  traditionally  have  produced 
it.  Ratification  by  only  one  more  opium- 
producing  nation  stands  in  the  way  of  its 
implementation.  Two  nations  are  reported 
considering  signing  it. 

Eugene  N.  Beesley,  P.M.A.  chairman 
and  president  of  Eli  Lilly  & Company,  ex- 
pressed deep  concern  about  terms  of  the 
Convention  that  would  allow  countries  not 
now  producing  opium  to  export  five  tons  of 
it  annually  without  international  control  or 
sanction.  Beesley  said  the  proposal  is  so 
worded  as  to  “emasculate”  the  very  intent 
of  the  agreement:  to  provide  strict  inter- 
national restrictions  on  narcotics  traffic. 

He  noted  that  powers  of  a contemplated 
Narcotics  Control  Board  to  administer  the 
Convention  would  be  severely  limited  by 
clauses  that  permit  signatory  countries  to 
ignore  the  Board’s  rulings  “with  impunity.” 
He  said  ratification  would  be  very  much 
against  U.S.  public  interest. 

A Statement  of  Diapulse — 

The  Medical  and  Scientific  Committee  of 
the  Arthritis  and  Rheumatism  Foundation 


is  of  the  opinion  that  the  publicity  now  be- 
ing given  to  the  device  known  as  “Diapulse” 
as  “a  dramatic  breakthrough  in  the  treat- 
ment of  arthritis”  or  “the  best  treatment 
of  arthritis  now  available”  with  all  the  con- 
notations that  go  with  such  statements  is 
not  in  the  best  interest  of  the  patients  with 
this  affliction  or  their  physicians.  It  is  the 
opinion  of  the  M.S.C.  that  the  evidence 
from  clinical  trials  to  date  does  not  warrant 
these  statements. 

The  true  value  of  a particular  form  of 
treatment  for  arthritis  cannot  be  based  on 
early  clinical  experience  which  frequently 
leads  to  initial  enthusiastic  reports  which 
may  not  be  substantiated  later  by  extended 
trials.  This  is  especially  the  case  in  rheu- 
matoid arthritis  which  has  periods  of  na- 
tural, spontaneous  remission  during  which 
the  patient  seems  to  improve  no  matter 
what  is  being  done  for  him. 

Ronald  W.  Lamont- Havers,  M.D., 
Medical  Director,  The  Arthritis 
And  Rheumatism  Foundation 


The  National  Foundation  Lists  Ten  Key 
Medical  Gains  for  1961 — 

New  York  — The  National  Foundation 
this  week  nominated  10  of  its  M arch  of 
Dimes-supported  research  and  medical  proj- 
ects for  “outstanding  and  newsworthy 
progress”  in  1961. 

In  a year-end  review  of  scientific  develop- 
ments underwritten  by  the  organization  and 
made  public  during  the  year,  Dr.  Thomas 
M.  Rivers,  its  vice  president  for  medical  af- 
fairs, cited  studies  related  to  arthritis,  con- 
genital defects,  virus  diseases,  polio  and 
genetics. 

Dr.  Rivers  termed  the  top-ten  list  as  “ar- 
bitrarily selected,  because  many  other  work- 
ers in  other  grantee  laboratories  have  also 
made  significant  progress  not  necessarily 
made  public. 

“This  is  a way  of  telling  the  public  that 
their  March  of  Dimes  contributions  are  get- 
ting promising  results,”  he  said. 

“The  year  1961  will  also  be  remembered 
for  licensing  by  the  government  of  two  of 
the  three  component  types  of  Sabin  oral 
polio  vaccine,”  Dr.  Rivers  noted.  “When 
Type  III  is  also  approved,  hopefully  in 
1962,  it  will  mean  availability  of  a second 
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effective  weapon  against  polio  — both  de- 
veloped with  money  given  by  the  people.” 

Dr.  Rivers  further  reported  that  during 
1961  the  National  Foundation  awarded  $4,- 
200,000  in  March  of  Dimes  funds  for  re- 
search grants. 

The  list  of  10  projects,  not  necessarily  in 
any  order  of  importance,  follows: 

(1)  New  Sensitive  Test  for  Rheumatoid 
Arthritis  in  Children  Devised.  The  first 
really  sensitive  diagnostic  test  for  the  rheu- 
matoid factor  in  children  with  rheumatoid 
arthritis  has  been  developed  by  research- 
ers at  the  University  of  Texas  Southwest- 
ern Medical  School,  Dallas. 

The  test  proved  positive  in  76  per  cent  of 
juvenile  cases.  Other  tests  in  current  use 
seldom  prove  positive  in  more  than  20  per 
cent  of  such  cases. 

The  new  test  should  be  of  great  import- 
ance in  diagnosing  arthritis  in  children. 

Results  of  the  study  are  reported  in  the 
current  (December)  issue  of  Arthritis  and 
Rheumatism  by  Drs.  Evelyn  Hess  and  Mor- 
ris Ziff.  Their  work  was  supported  by  two 
grants  from  the  National  Foundation-March 
of  Dimes. 

The  so-called  rheumatoid  factors  are  ab- 
normal proteins  found  in  the  blood  of  rheu- 
matoid arthritis  patients.  The  new  test 
takes  advantage  of  the  fact  that  these  fac- 
tors, which  are  actually  antibodies  to  gam- 
ma globulin,  tend  to  coat  themselves  around 
white  blood  cells. 

When  a white  blood  cell  sample  from  a 
rheumatoid  arthritis  patient  is  put  in  a solu- 
tion containing  gamma  globulin,  the  gamma 
globulin  unites  with  the  rheumatoid  factor, 
thus  making  a second  coating  around  white 
blood  cells. 

When  the  investigators  use  gamma  globu- 
lin which  has  been  made  fluorescent  and 
then  examine  the  white  blood  cells  under 
a microscope,  a visible  fluorescent  ring 
around  the  cells  shows  that  the  blood  sample 
contains  rheumatoid  factors. 

The  new  rheumatoid  factor  test  proves 
positive  in  about  90  per  cent  of  adult  cases 
of  rheumatoid  arthritis,  which  is  equal  to 
but  no  better  than  results  with  other 
tests,  though  it  is  somewhat  simpler  to  per- 
form. 


It  is  in  its  unusual  sensitivity  to  arthritis 
in  children  that  the  Texas  test  is  most  strik- 
ing, useful  and  significant. 

(2)  Unexpected  Chromosome  Discovery 
Marks  Departure  in  Genetics  Understand- 
ing. In  the  booming  field  of  analysis  of 
hereditary  units  called  chromosomes,  Colum- 
bia University  scientists  reported  a start- 
ling discovery  in  1961. 

Dr.  Melvin  M.  Grumbach  and  his  asso- 
ciates, working  under  a National  Founda- 
tion grant,  turned  up  evidence  that  the  two 
X-chromosomes  of  the  female  are  not  exact- 
ly identical,  as  had  been  supposed.  They 
appear  to  be  different  in  form  and  function. 

All  normal  females  have  two  X-chromo- 
somes  while  normal  males  have  one  of  the 
X-  and  one  of  the  Y-type.  It  is  the  combin- 
ation of  X and  Y chromosomes  that  deter- 
mines the  sex  of  babies. 

While  in  effect  this  discovery  adds  new 
complications  to  our  understanding  of  an 
already  complex  genetics  system,  it  may 
help  clarify  the  origin  of  some  of  the  sex 
abnormalities  that  occur. 

(3)  Viruses  Visualized  Inside  Cells.  Us- 
ing the  electron  microscope  and  new  tracer 
techniques,  scientists  were  able  to  demon- 
strate visually  and  unequivocally  the  suc- 
cessive stages  of  virus  growth  inside  cells 
and  even  their  localization  within  the  cells. 

In  April,  Dr.  Councilman  Morgan  and  his 
associates  of  Columbia  University  an- 
nounced results  of  studies  conducted  under 
a grant  from  the  National  Foundation 
which  should  help  in  our  understanding  of 
how  viruses  operate. 

The  investigators  started  with  test  tube 
broths  of  vaccinia  virus  (or  cowpox  virus, 
used  in  smallpox  vaccine)  and  HeLa  cells, 
which  the  viruses  would  attack.  To  this 
they  added  vaccinia  virus  antibodies  which 
had  been  coupled  with  a special  chemical 
(ferritin)  that  show  up  as  dark  spots  under 
an  electron  microscope. 

These  antibodies  automatically  unite  with 
any  vaccinia  virus  they  run  into.  Thus 
when  the  Columbia  workers  examined  the 
HeLa  cells  under  the  electron  microscope 
and  saw  dark  spots  inside  the  cells,  it  showed 
them  where  the  antibodies  were  and  accord- 
ingly where  the  virus  was  multiplying. 

The  accomplishment  provides  a tech- 
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nique  which  should  be  applicable  to  other 
viruses  and  is  an  important  step  forward  in 
our  battle  against  virus  diseases. 

(4)  Stepwise  Build-Up  of  Virus  Charted. 
In  another  study  of  vaccinia  viruses,  using 
fluorescent  tracer  techniques.  University 
of  Michigan  scientists  succeeded  in  spelling 
out  certain  key  steps  in  the  chemical  build- 
up of  new  virus. 

Drs.  Philip  C.  Loh  and  John  L.  Riggs,  as- 
sociates of  famed  virologist  and  epidemiolo- 
gist Dr.  Thomas  M.  Francis  whose  work  has 
been  supported  for  years  with  March  of 
Dimes  funds,  conducted  the  highly  signifi- 
cant studies. 

They  devised  a new  combination  of  flu- 
orescent antibody  labeling  techniques  to 
pinpoint  the  activity  of  three  proteins  essen- 
tial to  the  chemical  buildup  of  new  virus 
particles  in  the  process  of  virus  multiplica- 
tion. 

Their  detective  work  is  particularly  sig- 
nificant because  it  has  a bearing  on  the 
possible  control  of  viral  diseases.  If  chem- 
ical means  can  be  found  to  block  the  forma- 
tion of  a given  protein,  it  may  be  possible  to 
block  the  formation  of  virus  itself. 

The  new  techniques  devised  by  University 
of  Michigan  workers  may  be  extended  and 
found  applicable  to  viruses  other  than  vac- 
cinia. 

(5)  New  Evidence  Points  to  Infection  As 
Possible  Cause  of  Rheumatoid  Arthritis.  A 
substantial  clue  giving  fresh  credence  to  the 
idea  that  crippling  rheumatoid  arthritis  may 
be  the  result  of  attack  by  viruses  or  bacteria 
was  announced  by  a National  Foundation 
grantee  at  Columbia  University. 

When  Dr.  Charles  L.  Christian  injected 
rabbits  with  dead  bacteria  over  a period  of 
several  months,  there  appeared  in  their 
blood  a protein  substance  very  like  the  so- 
called  rheumatoid  factor  which  is  found  in 
the  blood  of  human  beings  with  rheumatoid 
arthritis. 

A similar  finding,  following  prolonged  in- 
jections of  gamma  globulin,  had  been  made 
earlier  by  another  National  Foundation 
grantee,  Dr.  Ernest  Witebsky  of  the  Uni- 
versity of  Buffalo. 

Scientists,  long  baffled  by  what  causes 
rheumatoid  arthritis,  years  ago  considered 


and  generally  rejected  the  likelihood  that  an 
infectious  agent  was  responsible. 

But  such  new  findings,  coupled  with 
mounting  evidence  of  abnormal  antibodies 
and  other  signs  associated  with  infections 
in  rheumatoid  arthritis  patients,  are  caus- 
ing investigators  to  take  a fresh  look  at 
this  posibility:  Is  the  rheumatoid  factor 

the  result  of  a long-standing  chronic  infec- 
tion ( by  a virus  or  bacterium)  and  is  the 
disease  a by-product  of  such  infection? 

Dr.  Christian’s  studies  were  conducted 
with  support  from  the  National  Foundation- 
March  of  Dimes. 

(6)  Birth  Defects  Not  Always  Apparent 
in  Early  Infancy,  Study  Shows.  A disturb- 
ing number  of  congenital  defects  are  not  de- 
tectable at  birth  and  may  remain  hidden 
until  the  children  are  one  to  two  years  old. 

This  was  a serious  conclusion  drawn  by 
investigators  following  a 1960  field  study 
reported  on  in  June  of  this  year.  The  spe- 
cial project,  carried  out  by  Dr.  Frank  R. 
Lock  and  associates  of  the  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  N.C., 
was  financed  by  the  National  Foundation 
with  $26,451  in  March  of  Dimes  funds. 

Involved  was  study  of  176  babies  born 
to  mothers  stricken  with  or  exposed  to  Ger- 
man measles  during  pregnancy  in  a North 
Carolina  epidemic  of  the  disease  in  1958. 
It  has  been  known  for  some  time  that  Ger- 
man measles  infection  of  a pregnant  wom- 
an, especially  during  the  first  three  months 
of  pregnancy,  often  results  in  the  child  be- 
ing born  with  a defect. 

The  study  showed  that  19  children  were 
affected  by  a total  of  41  abnormalities. 

However,  the  really  striking  finding  was 
that  26.8  per  cent  of  these  defects  were  not 
recognized  during  the  first  year  of  life, 
while  17.1  per  cent  went  unproven  until  the 
children  were  two  years  old.  Some  of  these 
abnormalities  were  cases  of  mental  retarda- 
tion. 

(7)  Baylor  Scientist  Finds  Chemicals 
That  Stabilize  Oral  Polio  Vaccine  and  Elim- 
inate Unwanted  VhiLses.  Dr.  Joseph  L. 
Melnick  of  Baylor  University,  Houston,  one 
of  the  nation’s  leading  polio  experts  and 
long  a National  Foundation  grantee,  has 
come  up  with  two  significant  improvements 
in  oral  live-virus  polio  vaccine. 
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Up  to  now  it  has  been  necessary,  in  order 
to  maintain  potency  of  the  oral  vaccine,  to 
store  it  at  -20°  C.  and  use  it  within  seven 
days  after  thawing.  However,  Dr.  Melnick 
and  his  associates  have  found  that  addition 
of  magnesium  chloride  makes  it  possible  to 
keep  vaccine  at  room  temperature  for  as 
long  as  four  weeks  without  loss  of  potency. 
This  should  help  solve  major  distribution 
problems  with  the  Sabin  vaccine. 

In  1961,  scientists  were  disturbed  by  dis- 
covery of  certain  monkey  viruses  in  the  Sa- 
bin vaccine.  Though  not  considered  dan- 
gerous to  human  beings  such  viruses  are 
undesirable  contaminants.  Dr.  Melnick  re- 
ported that  use  of  another  metal  salt,  alum- 
inum chloride,  apparently  screened  out  such 
unwanted  agents. 

The  National  Foundation  has  awarded  a 
total  of  $600,000  in  March  of  Dimes  funds 
in  support  of  Dr.  Melnick’s  work  since 
1958. 

(8)  New  Finding  Suggests  Certain  Vi- 
ruses May  Cause  Heart  Disease.  Evidence 
uncovered  by  Canadian  scientists  that  one 
of  the  Coxsackie  viruses  has  a liking  for  a 
special  kind  of  fat  suggests  a possible  link 
between  these  viruses  and  heart  disease. 

Dr.  George  Dempster  and  his  associates 
at  the  University  of  Saskatchewan,  Saska- 
toon, working  under  a $64,791  March  of 
Dimes  grant,  succeeded  in  growing  Cox- 
sackie B-3  virus  in  the  brown  fat  of  squir- 
rels and  bats. 

Brown  fat  is  found  in  abundance  in  hiber- 
nating animals.  A very  similar  fat  (cardi- 
olipin)  is  found  in  the  human  heart.  It  is 
already  known  that  some  Coxsackie  viruses 
can  cause  temporary  inflammatory  heart 
disease  (pericarditis)  in  adults  and  children 
and  often  fatal  heart  disease  (myocarditis) 
in  newborn  infants. 

Dr.  Dempster’s  study  poses  two  impor- 
tant questions : Are  there  perhaps  a number 
of  viruses  with  an  affinity  for  brown  fat 
which  are  responsible  for  a variety  of  so- 
far  unexplained  heart  disease  conditions  in 
human  beings?  And  is  brown  fat  in  hiber- 
nating animals  a reservoir  for  human  vi- 
ruses which  are  most  active  in  summer  and 
largely  go  into  hiding  in  wintertime? 

(9)  Basic  Research  on  Bone  Metabolism 
Yields  Significant  Findings.  New  under- 
standing of  bone  chemistry  and  how  it  is 


controlled  by  hormones  has  been  uncovered 
by  researchers  at  The  Johns  Hopkins  Uni- 
versity. 

Two  types  of  cells  in  bone  (osteoblasts 
and  osteoclasts)  have  antagonistic  chemical 
action.  Together  they  keep  bone  metabolism 
in  dynamic  balance  so  that  not  too  much 
bone  is  formed  or  destroyed  at  any  time. 

Using  new  techniques  for  studying  how 
these  key  cells  operate,  the  Hopkins  workers 
clarified  the  important  role  of  parathyroid 
hormone  in  controlling  bone  chemistiy.  For 
example,  overproduction  of  this  hormone 
can  result  in  changing  osteoblasts  into  osteo- 
clasts, thus  speeding  up  bone  degeneration. 

Such  research  results  can  be  significant 
in  helping  understand  such  problems  as  kid- 
ney stone  formation,  rickets,  bone  wasting 
in  old  age  and  difficulties  encountered  by 
bedridden  patients. 

The  work  was  reported  by  Dr.  Donald  G. 
Walker,  an  associate  of  Dr.  David  Bodian 
at  Johns  Hopkins.  As  principal  investi- 
gator, Dr.  Bodian’s  studies  have  been  sup- 
ported by  the  National  Foundation  since 
1955.  His  current  grant  amounts  to  $61, 
582. 

(10)  National  Foundation  Expands  Med- 
ical Care  Program,  Opens  13  New  Centers. 
In  May  the  National  Foundation  broadened 
its  nationwide  medical  care  program,  au- 
thorizing its  3,100  chapters  to  use  available 
funds  for  direct  aid  to  more  patients  and 
for  support  of  a variety  of  medical  services. 

Chapters  may  now  use  their  March  of 
Dimes  funds  to  assist  victims  of  all  types  of 
congenital  defects. 

Second,  chapters  individually,  and  more 
often  collectively,  are  using  funds  to  finance 
new  special  treatment  centers  and  evalua- 
tion clinics  devoted  to  the  diagnosis  and 
treatment  of  birth  defects  and  arthritis. 

A total  of  13  such  centers  in  12  cities, 
supported  by  an  aggregate  of  more  than  200 
chapters,  have  gone  into  operation.  Eleven 
more  will  open  early  in  1962  and  still  oth- 
ers are  in  the  planning  stage. 

The  program  is  designed  to  meet  urgent 
and  changing  health  care  problems  by  im- 
proving care,  raising  treatment  standards, 
increasing  facilities  and  bringing  “total 
medical  care”  to  increasing  numbers  of  pa- 
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tients  with  disabling,  lifetime  disease  con- 
ditions. 

It  represents  the  first  large-scale  effort 
on  the  part  of  a voluntary  health  agency  to 
meet  patient  needs  that  are  not  receiving 
adequate  attention  from  the  government  and 
other  sources. 

Success  of  Cancer  Detection  in 
Symptomless  People — 

Since  1940,  the  Strang  Cancer  Prevention 
Clinic  at  Memorial  Hospital  has  been  pro- 
viding routine  cancer  detection  examina- 
tions for  persons  without  overt  symptoms  of 
cancer  as  a means  of  controlling  this  dis- 
ease. Patients  coming  to  Strang  Clinic  are 
for  the  most  part  self-referred.  Applicants 
are  screened  for  the  presence  or  absence  of 
symptoms  and  those  with  complaints  sug- 
gesting active  disease  are  referred  to  then- 
own  physician  or  to  a tumo  r diagnostic 
clinic. 

The  standard  examination  at  Strang  Clin- 
ic includes  thorough  history  and  physical  ex- 
amination with  sigmoidoscopy;  hemoglobin, 
white  blood  cell  count  and  differential ; 
urinalysis,  with  centrifuged  sediment;  chest 
X ray;  and  for  all  women,  vaginal  cervical 
smears. 

The  evidence  of  the  effectiveness  of  early 
diagnosis  for  cancer  control  is  now  becom- 
ing available  based  on  follow-up  studies  of 
those  patients  who  were  found  to  have  can- 
cer and  were  referred  for  treatment. 

For  purposes  of  evaluating  the  yield  and 
effectiveness  of  this  type  of  program,  the 
records  of  the  39,051  patients  seen  during 
the  years  1954-1956  are  being  analyzed. 
Over  350  cancers  were  detected  in  this  pop- 
ulation. The  yield  by  sex,  site  and  follow- 
up status  of  selected  sites  will  be  presented. 
In  addition,  the  effectiveness  of  a single 
procedure,  sigmoidoscopy,  in  the  detection 
of  119  cancers  of  the  colon-rectum  will  be 
reviewed. 

An  effective  means  of  lowering  cancer 
death  rates  is  being  demonstrated.  The 
need  is  to  extend  this  type  of  program  to 
more  of  the  adult  population.  This  will 
require  the  development  of  methods  to  con- 
centrate efforts  on  those  patients  most 
likely  to  develop  cancer. 

The  implications  for  the  practice  of  medi- 
cine are  many.  (From  a news  release  deal- 


ing with  a report  by  Dr.  Emerson  Day,  Di- 
rector of  the  Strang  Cancer  Prevention  Clin- 
ic, Memorial  Hospital  for  Cancer  and  Allied 
Diseases). 

American  College  Health  Association 
Holds  Its  39th  Annual  Meeting — 

The  American  College  Health  Association 
held  its  39th  Annual  Meeting  the  past  April. 
At  that  time  they  celebrated  the  centennial 
of  the  organization  of  student  health  serv- 
ices in  the  United  States.  “For  it  was  in 
the  fall  of  1861  that  Doctor  Edward  Hitch- 
cock took  up  his  duties  as  Physician  at  Am- 
herst College,  the  first  Doctor  of  Medicine 
so  appointed.”  (Student  Medicine  10:1). 
Doctor  Samual  I.  Fuenning  of  Lincoln  was 
President  of  the  Association  for  1960-1961. 

Doctors  Urge  Seat  Belts — 

All  physicians  have  treated  accident  vic- 
tims with  the  helpless  knowledge  that  pre- 
vention would  have  been  so  much  better. 
Concern  over  human  life  in  a state  of  health 
is  a distinguishing  characteristic  of  the  med- 
ical profession.  An  editorial  in  the  Texas 
State  Journal  of  Medicine  supposes  that  if  a 
death  toll  similar  to  that  from  automobile 
accidents  had  been  caused  by  diphtheria, 
small  pox,  or  any  other  disease,  we  would 
be  up-in-arms,  preaching  preventive  medi- 
cine and  urging  action  to  stop  the  needless 
waste  of  life. 

Seat  belts,  properly  installed  and  regular- 
ly used,  give  a high  measure  of  protection. 
This  is  an  area  of  preventive  medical  prac- 
tice which  physicians  need  to  heed  person- 
ally and  which  they  should  impress  upon  the 
patients  by  both  example  and  word. 

As  an  approach  to  patient  education, 
physicians  are  urged  to  note  that  general 
use  of  seat  belts  would  reduce  major  to 
fatal  injuries  by  about  35  per  cent.  Only 
a small  fraction  of  1 per  cent  of  automobile 
accidents  are  followed  by  fire  and  an  even 
smaller  per  cent  involve  submersion.  Belts 
can  be  released  in  one  motion  in  less  than  a 
second. 

In  1958,  47  per  cent  of  all  deaths  occurred 
at  a speed  of  less  than  40  m.p.h.  and  66  per 
cent  of  all  deaths  occurred  within  20  miles 
of  home. 

The  chances  of  fatal  injury  are  five  times 
as  great  if  a person  is  ejected  from  a vehicle 
in  a crash  than  if  he  stays  in  it. 
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Opportunity  in  Texas — 

Texas  physicians  and  hospitals  will  have 
an  unique  opportunity  beginning  this  year, 
to  further  the  care  of  the  aged.  The  State 
of  Texas,  on  January  1,  1962,  began  a pro- 
gram of  medical  care  for  needy  aged  per- 
sons through  implementation  of  Kerr-Mills 
legislation. 

Described  in  the  Texas  State  Journal  of 
Medicine,  the  State  Department  of  Public 
Welfare  plan  will  use  funds  set  aside  for 
health  care  of  the  aged  to  purchase  insur- 
ance for  each  recipient  of  old  age  assistance 
in  this  state  from  Blue  Cross  of  Texas. 

This  type  of  administration  for  such 
health  funds  has  not  been  used  in  any  other 
state.  It  is  hoped  that  if  the  plan  works 
well  in  Texas,  similar  plans  may  be  adopted 
in  other  states. 

Every  physician  is  urged  to  make  a spe- 
cial effort  to  see  that  the  plan  really  works 
and  it  is  described  as  a workable  alterna- 
tive to  medical  care  of  the  aged  through  the 
social  security  system. 

The  editorial  urges  the  use  of  good  judg- 
ment to  avoid  over  utilization  of  hospitals. 
It  is  hoped  that  charges  made  will  be  in 
keeping  with  the  economic  status  of  the  pa- 
tient who  must  meet  the  strict  eligibility 
requirements  necessary  to  qualify  for  old 
age  assistance  benefits.  Generally,  the  al- 
lowances for  services  of  physicians  and  sur- 
geons will  be  accepted  as  full  coverage  for 
these  services.  Physicians  are  urged  to  use 
their  influence  that  hospital  administrators 
will  accept  the  coverages  allowed  as  full- 
payment.  A warning  is  given  to  the  effect 
that  any  abuse  of  the  system,  such  as  har- 
assment of  the  patient  or  relatives  for  addi- 
tional monies  by  either  the  physician  or  the 
hospital,  could  cause  the  program  to  fail. 


Night  Calls — 

The  subject  of  night  calls  by  physicians, 
judging  from  Doctors’  “shop  talk”  and 
much  writing  in  the  non-medical  press,  is  a 
subject  that  arouses  not  only  great  interest 
but  strong  emotional  reactions. 

An  editorial  on  this  subject  in  the  New 
England  Journal  of  Medicine  observes  that 
few  present  day  physicians,  making  a night 
call,  are  likely  to  feel  the  equanimity  por- 
trayed in  the  famous  picture  of  the  bedside 
vigil  of  the  physician  of  yester-year.  Sev- 


eral studies  have  indicated  the  actual  num- 
ber of  such  calls  to  be  rather  small  in  view 
of  the  comment  they  generate. 

A study  of  the  reaction  of  both  patients 
and  doctors  to  night  calls  is  the  subject  of 
an  English  study.  A psychiatrist  conduct- 
ed group  discussions  with  general  practi- 
tioners and  later  with  their  patients. 

Most  of  the  night  calls  did  not  concern 
life  and  death  problems.  The  physician’s 
decision  to  make  a night  call  is  usually  in 
response  to  a “distress  signal”  that  the  pa- 
tient sends  out.  Each  Doctor  is  said  to  be 
perceptive  of  certain  distress  signals  and 
regular  patients  learn  their  own  Doctor’s 
vulnerable  subject.  Therefore  in  only  about 
half  the  cases  were  the  symptoms  described 
by  telephone  to  the  Doctor  associated  with 
the  major  reason  for  the  patient  wishing 
the  Doctor’s  service  in  his  home.  Anxiety 
was  most  often  the  basic  factor  which 
prompted  the  patient  to  call  the  physician. 

Most  physicians  face  night  calls  with  hos- 
tility. Speculation  indicates  that  the  Ddc- 
tor  is  able  to  maintain  a calm  and  benevo- 
lent air  during  the  day,  but  once  at  home 
may  throw  off  his  protective  mask,  and 
when  forced  to  quickly  resume  his  former 
daytime  character,  had  difficulty  in  doing 
so,  effectively. 

Part  of  the  conclusions  of  the  study  was 
that  it  was  not  sufficient  for  the  Doctor  to 
understand  only  the  patient.  The  Doctor 
must  understand  himself  as  well,  in  order  to 
broaden  their  definition  of  what  is  a “neces- 
sary” night  call. 


A Paradox  in  “Organized”  Medicine — 

Never  has  medicine  had  such  an  excel- 
lent and  widespread  organizational  struc- 
ture statewide  and  national  in  scope.  At 
the  same  time  medicine  has  many  points  of 
friction  and  head-on  collisions.  This  has 
resulted  from  the  fragmentation  of  the  med- 
ical profession  which  in  turn  has  come 
about  by  the  emergency  differences  in  our 
approach  to  socio-economic  changes  and  our 
attitude  toward  the  supplying  of  medical 
services  under  various  plans. 

In  some  groups,  varying  philosophies 
flow  together  to  merge  and  consolidate  and 
to  strengthen  their  position.  This  is  a 
healthy  and  democratic  process  according  to 
an  editorial  in  the  Wisconsin  Medical  Jour- 
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nal  but  only  in  the  process  stops  short  of 
hara-kiri. 

Another  development  giving  impetus  to 
this  fragmentation  is  the  growth  and  multi- 
plicity of  specialty  and  sub-specialty  groups 
until  they  no  longer  can  be  referred  to  as 
fragments,  but  according  to  this  editor,  as 
splinters. 

By  allegiance  to  these  special  groups,  the 
individual  physician  tends  to  separate  from 
his  fellows  and  from  patients  in  general  and 
loses  his  rightful  position  in  the  main 
stream  of  medicine  concerned  with  matters 
of  public  health  and  interest  in  depth.  The 
physician  is  separated  from  his  proper  con- 
cern for  man  as  a whole  and  his  environ- 
mental relationship. 

The  true  physician,  in  addition  to  his 
special  interest,  cannot  free  himself  from 
the  whole  man  and  his  problem  in  depth 
and  breadth.  Vision  that  is  not  wide  in  per- 
spective will  not  satisfy  the  public  right 
and  medical  responsibility. 

The  public  should  be  informed  that  it 
would  be  wiser  and  more  economical  to 
heed  the  advice  of  their  adviser  before  de- 
parting to  distant  places  for  super-special- 
ized care  that  may  not  be  required  or  if 
necessary  is  available  in  the  local  commun- 
ity. A part  of  this  same  problem  is  the  in- 
creased cost  of  medical  and  especially  hos- 
pital service  that  results  from  ever  increas- 
ing hospitalization  for  more  trivial  ail- 
ment. 

The  forces  of  medicine  must  be  regrouped 
and  our  fragments  must  be  fused  for  better 
medical  service  through  unity  in  diversity. 
Our  divergent  forces  will  then  flow  together 
in  a wave  of  strength. 


News  From  Our  Medical  Schools 

Omaha  — A $26,000  grant,  made  to  the 
University  of  Nebraska  College  of  Medicine 
by  the  United  States  Public  Health  Service, 
will  be  used  to  train  cytotechnologists  at 
the  Nebraska  College  of  Medicine.  An  ap- 
proved school  for  cytotechnologists  has  been 
established  at  the  College  of  Medicine  under 
the  direction  of  C.  A.  McWhorter,  M.D., 
professor  of  pathology,  and  Milton  Simons, 
M.D.,  associate  professor  of  pathology. 

Trainees  will  spend  six  months  training 


at  the  College  of  Medicine  under  this  grant. 
An  additional  six  months  will  be  spent  in  an 
apprenticeship  program  in  a pathology  lab- 
oratory. The  apprenticeship  will  be  under 
the  direction  of  a pathologist  who  has  a 
large  volume  of  this  type  of  material  for 
study,  and  who  would  desire  a cvtotechnolo- 
gist. 

The  cytotechnologist  records  and  stains 
the  slides  obtained  from  patients  by  physi- 
cians and  carries  out  preliminary  studies. 

Applicants  for  this  training  must  have  the 
following  educational  background:  (1)  high 
school  graduate;  (2)  two  years  or  60  semes- 
ter hours  of  college  credit  with  at  least  12 
semester  hours  of  biology  (which  may  in- 
clude general  biology,  zoology,  physiology, 
anatomy,  histology  or  embryology).  The  re- 
maining part  is  made  up  of  electives  with 
recommendation  of  courses  in  general  chem- 
istry, general  mathematics  and  typing. 

Omaha  — Dr.  John  McKain,  Associate 
Professor  of  Surgery  at  the  Creighton  Uni- 
versity School  of  Medicine,  left  for  Indo- 
nesia Febr.  1 to  serve  as  a visiting  profes- 
sor of  surgery  at  Airlangga  University. 

He  will  remain  in  Indonesia  for  18  months 
as  a participant  in  the  University  of  Cali- 
fornia’s Airlangga  Project. 

Dr.  McKain  is  a graduate  of  John  Hop- 
kins University  School  of  Medicine. 


Deaths 

KOEBBE  — E.  E.  Koebbe,  M.D.,  Colum- 
bus. Doctor  E.  E.  Koebbe  died  January  21, 
1962,  at  the  age  of  71,  at  a hospital  in  Co- 
lumbus, Nebraska.  Born  in  1890,  Doctor 
Koebbe  received  his  degree  Doctor  of  Medi- 
cine from  the  University  of  Michigan  Medi- 
cal School  in  1915.  He  was  on  the  faculty 
of  the  Creighton  University  School  of  Medi- 
cine for  27  years  and  was  a former  president 
of  the  Nebraska  State  Medical  Association. 

WALKER  — David  A.  Walker,  M.D., 
Mullen.  Doctor  David  A.  Walker,  87,  died 
January  14,  1962,  at  his  home  in  Mullen, 
after  an  extended  illness.  Born  in  1874, 
Dr.  Walker  graduated  from  the  Keokuk 
Medical  College,  College  of  Physicians  and 
Surgeons  in  Keokuk,  Iowa,  in  1902.  A na- 
tive of  Carthage,  Illinois,  Dr.  Walker  prac- 
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ticed  for  more  than  50  years  in  the  Sand- 
hills communities. 

HOLM  - A.  H.  Holm,  M.D.,  Wolbach. 
Doctor  A.  H.  Holm  died  January  18,  1962 
in  his  home  in  Wolbach  at  the  age  of  87, 
after  a year’s  illness.  Born  November  4, 
1874,  in  Omaha,  Nebraska,  he  graduated 
from  the  University  of  Nebraska  College  of 
Medicine  in  1905.  He  practiced  medicine  in 
the  Wolbach  area  for  56  years. 


as  co-hostesses.  Both  Mrs.  Tanner  and  Mrs. 
Christlieb  spoke  to  the  members  on  the 
work  in  the  state,  and  offered  many  helpful 
suggestions  to  the  host  auxiliary. 

Platte  County  Medical  Auxiliary  is  hold- 
ing its  annual  benefit  bridge  at  the  Elks 
Home  in  Columbus  on  February  13th.  This 
is  their  yearly  project  and  the  proceeds  are 
turned  over  to  the  Columbus  Opportunity 
Center. 


The  Woman's  Auxiliary 

Lancaster  County — 

This  is  the  time  of  year  when  every  or- 
ganization puts  forth  extra  drive  and  push 
to  complete  its  projects  and  attain  the  goals 
set  for  the  year.  One  of  the  big  activities 
of  the  Lancaster  County  Medical  Auxiliary 
that  is  gaining  momentum  is  our  fund  rais- 
ing “Basket.” 

Our  Project  Committee  has  divided  the 
list  of  auxiliary  members  into  three  groups 
and  each  group  has  a food  basket  that  trav- 
esl  from  member  to  member.  The  person 
having  the  basket  calls  the  next  name  on  the 
list  and  arranges  for  a day  when  she  may 
send  in  a casserole  or  dessert  dish  for  that 
family.  When  she  sends  this  food  out  she 
also  places  in  the  basket  a sealed  envelope 
containing  her  contribution  (money)  for  the 
food  she  received  when  the  basket  was  sent 
to  her  — and  so  on  down  the  list.  The  com- 
mittee states  the  contributions  have  been 
most  generous  but  they  cannot  divulge  the 
amount  as  they  are  stimulating  interest  by 
also  holding  a contest.  Each  member  is 
asked  to  make  a guess  on  the  total  amount 
that  will  be  taken  in.  The  winner  will  have 
a complete  dinner  sent  in  for  her  family. 

At  the  end  of  the  year  the  Philanthropic 
Committee  will  decide  how  the  money  will  be 
divided  between  the  Nebraska  Medical 
Foundation  and  the  A.M.E.F. 


Platte  County — 

Mrs.  Frank  Tanner,  president,  and  Mrs. 
John  Christlieb,  president-elect  of  the  Ne- 
braska State  Medical  Auxiliary,  were 
guests  of  the  Platte  County  Medical  Aux- 
iliary at  their  regular  luncheon  and  meet- 
ing in  January.  It  was  held  at  the  home  of 
Mrs.  J.  E.  Meyer  with  Mrs.  Warren  Miller 


Know  Your 
Blue  Shield  Plan 


Who  Is  Your  Blue  Shield,  Anyway?  — 

We  frequently  hear  one  or  another  of  our 
colleagues  refer  to  his  Blue  Shield  Plan  as 
though  it  were  some  kind  of  foreign  power. 
“How  come  that  Blue  Shield  Plan  won’t  pay 
for  an  incidental  appendectomy?”  he’ll  ask, 
with  something  of  the  same  mixture  of  de- 
tached resentment  and  impotent  impatience 
he  would  exhibit  if  he  were  commenting  on 
a new  provocation  by  Fidel  Castro. 

But  Blue  Shield  is  us  — the  medical  pro- 
fesion.  In  the  beginning,  it  became  a mem- 
ber of  the  medical  family  either  by  birth  or 
by  legal  adoption,  since  every  Blue  Shield 
Plan  was  organized  by  its  local  medical  so- 
ciety, or  at  least  with  its  explicit  approval. 
Blue  Shield  is  a member  of  our  family  be- 
cause it  is  subject  to  our  discipline.  Its 
medical  policies  are  guided  by  medical  men 
and  by  the  medical  societies  whose  endorse- 
ment every  Blue  Shield  Plan  must  main- 
tain. 

Moreover,  like  our  profession  itself,  Blue 
Shield’s  sole  motivation  is  to  help  us  bet- 
ter to  serve  our  patients.  Like  us,  Blue 
Shield  seeks  to  help  the  whole  community  — 
not  just  the  fortunate  few  who  least  need 
medical  care  or  are  best  able  to  pay  for  it 
— or  both. 

Perhaps  most  important,  Blue  Shield 
seeks,  as  an  ideal  to  help  us  render  our 
services  at  a predictable  cost,  particularly 
for  our  patients  in  the  medium  and  lower 
income  biackets.  This  is  the  true  meaning 
of  the  service  benefit  commitment  which 
nine  out  of  ten  of  us  have  accepted  in  four 
out  of  five  of  all  Blue  Shield  Plans.  Even 
(Continued  on  page  165) 
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Books 


A new  edition  of  “DRUGS  OF  CHOICE”  is  now 
available.  The  warm  reception  given  the  previous 
two  editions  of  this  book  has  proven  that  members 
of  the  medical  profession  recognize  the  present 
urgent  need  for  authoritative  and  unbiased  in- 
formation on  the  choice  of  a particular  diaig  for 
a particular  clinical  situation.  Trial  has  shown 
that  the  two-year  interval  between  revisions  of  this 
book  is  a satisfactory  one.  A shorter  period  would 
be  too  brief  for  substantial  experience  with  the 
drugs  introduced  in  the  interval,  and  there  would 
be  too  few  new  drugs  to  merit  a new  edition. 

Forty-seven  eminent  doctors  have  contributed 
their  knowledge  and  experience  in  writing  the  pres- 
ent book.  Chapters  (forty-one  in  all)  include  the 
following: 

a.  Diagnostic  Agents 

b.  Dermatologic  Drugs  (Sulzberger  and  Witten) 

c.  Anesthetics  (Artusio) 

d.  Drugs  for  Urologic  Disorders  (Lich) 

e.  Drags  in  Obstetrics  and  Gynecology  (Davis 
and  Fugo) 

f.  Antidiabetic  Agents  (Levine  and  Smith) 

g.  Drags  for  Cancer  and  Allied  Diseases  (Kar- 
nofsky) 

h.  Antiarthritic  Agents  (Talbott) 

i.  Antibacterial  Agents  (Keefer) 

j.  Drags  for  Viral,  Spirochetal,  and  Rickettsial 
Infections 

The  above  list  is  representative  of  the  book.  In 
other  words,  each  chapter  is  written  by  a physician 
whose  knowledge  and  authority  in  his  particular 
field  is  unquestioned. 

“DRUGS  OF  CHOICE,  1962-1963,”  edited  by 

Walter  Modell,  M.D.  Published  by  the  C.  V. 

Mosby  Company,  St.  Louis,  Missouri,  in  Feb- 
ruary, 1962.  941  pages.  $14.50. 


Another  fine  book  has  come  out  in  a new  edi- 
tion In  1957  the  C.  V.  Mosby  Co.  published  the 
first  edition  of  Lisser  and  Escamilla’s  “ATLAS 
OF  CLINICAL  ENDOCRINOLOGY.”  This  book 
gave  the  physician  a “pictorial  approach”  to  the 
recognition  and  understanding  of  clinical  endocrino- 
pathies.  In  essence,  the  authors  collected  pictures 
from  their  own  files  at  the  University  of  California 
School  of  Medicine,  and  then  added  to  these  pic- 
tures contributed  from  doctors  throughout  the 
world. 

The  experience  of  most  physicians,  even  those 
who  have  practiced  medicine  for  a long  time,  does 
not  include  a wide  variety  of  endocrine  problems, 
so  that  it  is  necessary  for  the  practicing  physi- 
cian to  have  a source  of  ready  information  to 
which  he  can  turn  when  confronted  with  an  un- 
usual case.  This  book  provides  that  source.  Pic- 
tures are  accompanied  by  case  reports,  X rays,  and 
methods  of  diagnosis  and  therapy. 


Section  headings  include  the  following: 

a.  Pituitary  Gland 

b.  Hypothalamus 

c.  Thyroid  Gland 

d.  Parathyroid  Glands 

e.  Adrenal  Glands 

f.  Pancreatic  Islets 

g.  Testes 

h.  Ovatestis 

i.  Ovaries 

j.  Multiglandular  Syndrome 

k.  Syndromes  Simulating  Endocrinopathies 

l.  Appendix  with  charts  of  normal  values  for 
laboratory  tests,  growth  curves,  behavior 
manifestations,  bone  age,  etc. 

Order  this  book  for  examination  and  approval,  if 
you  desire,  but  a word  of  warning — if  you  see  it, 
you’ll  want  it. 

“ATLAS  OF  CLINICAL  ENDOCRINOL- 
OGY,” by  H.  Lisser,  M.D.,  and  R.  F.  Escamilla, 

M.D.  Published  in  January,  1962  by  the  C V. 

Mosby  Co.,  of  St.  Louis,  Missouri.  489  pages. 

$23.00. 

A new  book  just  on  the  market  is  “POST- 
PARTUM PSYCHIATRIC  PROBLEMS,”  written 
by  James  Alexander  Hamilton,  M.D.,  Associate 
Clinical  Professor  of  Psychiatry  at  the  Stanford 
University  School  of  Medicine. 

Psychiatric  illness  which  develops  after  child- 
birth is  one  of  the  most  challenging  problems  in 
modern  medicine.  It  usually  occurs  acutely  and  un- 
expectedly from  a state  of  apparent  good  health. 
The  patient  is  disabled  at  precisely  the  moment) 
when  her  responsibilities  and  her  capacity  for  en- 
joyment of  life  are  greatest  Successful  treatment 
of  this  kind  of  illness  is  most  rewarding. 

This  book  represents  a collection  and  integration 
of  widely  scattered  information  which  bears  on 
the  diagnosis  and  treatment  of  postpartum  psychi- 
atric problems.  The  first  physician  to  see  incipient 
postpartum  illness  may  be  the  obstetrician,  the 
general  pi-actitioner,  or  the  pediatrician.  One  ob- 
jective of  this  book  is  to  provide  these  doctors  with 
diagnostic  criteria  that  will  enable  them  to  iden- 
tify those  patients  who  are  likely  to  require  the 
specialized  care  of  the  psychiatrist. 

It  is  hoped  that  this  book  will  help  to  create 
an  awareness  of  postpartum  illness  as  an  entity  to 
be  recognized  immediately  and  treated  aggresively 
by  all  appropriate  measures.  Furthermore,  it  is 
hoped  that  the  focus  of  attention  on  this  neglected 
area  will  help  to  stimulate  the  research  which  is 
merited  by  the  magnitude  of  the  problems  involved. 

Chapter  headings  include: 

a.  A profile  of  clinical  features 

b.  Distressed  perplexity 
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c.  The  syndrome  of  delirium 

d.  The  affective  syndromes  — mania  and  de- 
pression 

e.  The  dissociative  syndromes 

f.  Psychological  patterns  and  psychotherapy 

g.  Anxiety 

h.  Postpartum  sex  problems 

i.  The  transitory  syndrome 

j.  Endocrine  relationships 

“POSTPARTUM  PSYCHIATRIC  PROB- 
LEMS,” by  J.  A.  Hamilton,  M.D.  Published  in 
January,  1962  by  the  C.  V.  Mosby  Co.  of  St. 
Louis.  156  pages.  $6  85. 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


KNOW  YOUR  BLUE  SHIELD  PLAN 

(Continued  from  page  163) 

in  those  areas  where  our  colleagues  have  not 
made  a formal  commitment  to  render  fully 
paid  service,  Blue  Shield  is  seeking  to  pro- 
vide schedules  of  payment  that  will  be  ac- 
ceptable to  us  on  that  basis. 

Blue  Shield  is  a shield  of  comfort  and 
security  for  our  patients.  And  for  us,  it 
is  something  we  have  created  to  help  us 
meet  our  community  responsibilties.  Blue 
Shield  is  a bridge  between  us  and  our  pa- 
tients — and  a strong  shield  for  the  pres- 
ervation of  freedom  in  the  practice  of  medi- 
cine. 

Important! 

Did  you  receive  your  New  Participating 
Physician’s  Manual  pages  C-3,  C-4,  C-5,  C-6, 
C-7,  C-8,  C-10,  C-ll,  C-12,  C-13,  and  C-14, 
regarding  Benefits  for  Federal  Employees? 

These  pages  were  mailed  to  all  Participat- 
ing Physicians  in  Nebraska  the  week  of 
January  21,  1962. 

If  you  have  not  received  these  pages, 
please  notify  Nebraska  Blue  Shield. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mi\  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave 
Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Secy. 

350  Post  Sti-eet 
San  Francisco,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 


March,  1962 


165 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
.Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebi-aska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D  , Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5C02  Dodge 
Omaha,  Nebraska 
Nebraska  C hapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

4C9  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Maixer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  .Medicine 

Bowen  Taylon,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal  ™ 

NEW  AND  NONOFFICIAL  DRUGS, 

1962 

The  1962-edition  of  New  and  Nonofficial 
Drugs  (N.N.D.)  has  become  available.  This 
most  useful  book  describes  all  drugs  avail- 
able in  the  United  States,  not  included  in 
the  U.  S.  Pharmacopeia,  (U.S.P.)  National 
Formulary  (N.F.),  or  N.N.D.  for  a cumula- 
tive period  of  20  years.  They  are  covered 
under  their  nonproprietary  names,  as  for 
example,  fumagillin,  but  the  proprietary  or 
commercial  names,  as  Fumidil,  are  also  giv- 
en. 

Previously,  publication  of  the  monograph 
on  a drug  in  N.N.D.  was  considered  as  evi- 
dence of  approval  or  acceptance.  This  is  no 
longer  true.  Information  on  some  drugs  is 
included  only  to  convey  to  the  physician  the 
present  status  of  the  drug,  and  publication 
of  this  information  may  not  be  considered 
as  evidence  of  acceptance,  approval,  or  en- 
dorsement. 

In  the  present  edition,  monographs  on  35 
new  drugs  are  included  while  information 
on  18  old  ones  has  been  omitted.  These 
omissions  indicate  that  these  drugs  are  con- 
sidered well  known  because  of  their  inclu- 
sion in  the  U.S.P. , N.F.,  or  N.N.D.  for  a 
cumulative  period  of  20  years. 

All  in  all,  there  is  no  other  book  available 
that  will  furnish  so  much  accurate  informa- 
tion about  so  many  drugs,  as  may  be  found 
in  N.N.D.  Chapter  headings  of  this  book, 
listed  in  the  front,  pages  VII  to  XI,  indicate 
where  each  class  of  drugs  is  to  be  found, 
and  the  index  at  the  back  of  the  book  indi- 
cates where  information  about  the  individu- 
al drug,  proprietary  or  nonproprietary,  may 
be  found.  The  book  is  available  from  J.  B. 
Lippincott,  Philadelphia,  at  $4.00. 


STATUS  OF  KEFAUVER  VERSUS 
DRUG  INDUSTRY 

The  two  provisions  of  the  Kefauver-Celler 
Bill,  S.  1552,  that  seem  to  be  the  most  con- 
troversial, now  that  the  hearings  before  the 
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Senate  Antitrust  and  Monopoly  Committee 
have  ended,  concern  the  proposed  tinkering 
with  the  patent  laws.  This  bill,  if  passed, 
would  reduce  the  term  of  effect  of  a patent 
from  17  to  three  years;  it  would,  also,  com- 
pel the  holder  of  the  patent  to  license  other 
companies  to  produce  the  patented  drug, 
and  to  furnish  the  licensee  all  the  know-how 
to  do  so. 

It  is  argued  that  three-year  protection 
under  the  patent  would  be  entirely  inade- 
quate to  permit  recovery  of  the  expense  of 
research  and  development,  to  say  nothing 
about  any  profit.  The  licensee  would  reap 
any  harvest  to  be  had  on  a patent  drug. 
Incentive  to  spend  millions  on  research 
would  disappear  under  this  combination  of 
short  term  patent  with  forced  licensing. 

A look  at  other  nations  in  comparison 
with  ours  points  up  the  argument.  A table 
compiled  by  the  Subcommittee  itself  illus- 
trates the  effect  of  a strong  licensing  sys- 
tem in  contrast  to  weak  ones,  or  none.  This 
table  revealed  that  the  United  States,  with  a 
licensing  system  favoring  production  of  new 
drugs,  has  a production  rate  nearly  twice 
that  of  France,  England,  Switzerland,  and 
Germany  combined.  Italy,  with  no  protec- 
tion by  patenting,  discovered  no  new  drugs. 

It  has  been  pointed  out,  also,  that  chang- 
ing the  patent  laws  that  apply  to  one  seg- 
ment of  industry  would  be  not  only  unfair 
but  could  be  the  forerunner  of  more  changes 
affecting  other  segments  of  industry.  It 
could  be  the  opening  wedge  that  would  de- 
stroy much  of  the  incentive  and  success  of 
many  or  all  segments  of  industry. 

Perhaps  there  are  those  in  or  out  of  our 
Government  who  foresee  with  pleasure  all 
the  opportunities  such  changes  would  pre- 
sent for  greater  government  control  or  own- 
ership. The  Government  has  been  under- 
writing a horde  of  research  workers;  it  is 
possible  that  the  time  will  come  when  gov- 
ernment personnel  and  money  could  easily 
take  over  many  jobs  throughout  the  indus- 
try. This  alone  would  be  sufficient  to  give 
the  control  to  government. 
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COST  OF  FUTURE  CONSTRUCTION 
U.  S.  MEDICAL  SCHOOLS 

According  to  “Datagrams”  and  “News 
Letter”  both  from  the  Association  of 
American  Medical  Colleges,  in  February,  the 
present  session  of  the  87th  Congress  will 
be  considering  bills  to  provide  funds  for 
construction  of  new  “medical  educational 
and  research  facilities.”  Because  of  pending 
legislation  the  subject  is  examined  in  the 
publications  mentioned  above,  comparing 
the  expenditures  for  the  period  1962-1975 
with  expenditures  for  similar  ends  in  the 
period  1948-1961. 

From  1948  to  1961  the  total  expenditures 
were  $1,782,180.  This  went  for  “Education- 
al and  Research  facilities,  Hospital  and 
Medical  services,”  and  “Other.” 

For  the  period  1962-1975,  $1,208  mil- 
lions will  be  needed.  Of  this,  $518  million 
will  go  for  “New  construction  and  expansion 
of  existing  medical  schools”  sufficiently  to 
permit  the  enrollment  of  1,700  more  stu- 
dents per  year,  than  at  present.  For  23  new 
schools  of  basic  science  teaching  facilities 
and  23  new  medical  schools,  $690  million 
will  be  needed. 

Abraham  Ribicoff,  Secretary  of  the  De- 
partment of  Health,  Education  and  Welfare, 
and  Representative  Oren  Harris  made  a plea 
for  this  appropriation  before  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee, asking  a 10-year  multimillion  dollar 
grant  for  construction,  scholarships,  and 
medical  school  support  to  produce  more  doc- 
tors, dentists,  and  Public  Health  personnel. 
Ribicoff  placed  the  amount  at  $932,300,000. 

This  creates  a dangerous  situation  rela- 
tive to  independence  in  the  practice  of  medi- 
cine. There  are  those  who  feel  that  accept- 
ing any  money  from  the  Government  courts 
Government  interference  with,  if  not  com- 
plete control  of  our  medical  schools.  Oth- 
ers feel  we  can  safely  accept  one  “brick 
and  mortar”  grant.  A certain  number  be- 
lieve we  may  safely  accept  any  amount  of 
money  the  Government  may  grant  us  for 
use  in  building  a n d operating  medical 
schools. 

There  are  those  in  our  ranks  who  believe 
we  will  not  need  23  new  medical  schools 
in  the  stated  period.  Much  more  can  be 
accomplished  with  the  teaching  facilities 
now  at  hand  than  is  being  done  at  present, 


and  there  is  no  certainty  that  the  present 
patient-doctor  ratio  will  have  to  be  main- 
tained. If  true,  1,700  additional  graduates 
per  year  will  be  unnecessary.  We  may  well 
look  for  startling  new  methods  in  the  prac- 
tice of  medicine  and  the  methods  of  teach- 
ing. 

Certainly,  the  fewer  dollars  we  accept 
from  Government,  the  more  certain  we  can 
feel  of  freedom  and  independence  in  medical 
schools,  in  research,  and  in  the  practice  of 
medicine. 


Announcements 

Nebraska  Heart  Association  to  Hold  Scientific 
Session  in  Grand  Island — 

C.  K.  Elliott,  M.D.,  Lincoln,  Chairman  of 
the  Nebraska  Heart  Association’s  Profes- 
sional Education  Committee,  announced  that 
the  13th  Annual  Scientific  Sessions  will  be 
held  Thursday,  October  4,  1962  at  the  Yan- 
cey Hotel  in  Grand  Island,  Nebraska. 

The  Nebraska  Heart  Association,  in  co- 
operation with  the  Creighton  University 
School  of  Medicine  and  the  University  of  Ne- 
braska College  of  Medicine,  sponsors  an  an- 
nual conference  on  current  medical  and  sur- 
gical treatment  of  Cardiovascular  Diseases 
for  Nebraska  physicians,  scientists,  resi- 
dents and  medical  students. 

The  1962  conference,  for  the  first  time  in 
many  years,  is  planning  a lay  program  in 
conjunction  with  the  Conference. 


Chest  Physicians  Establish  Resident 
Loan  Fund — 

The  American  College  of  Chest  Physicians 
has  established  a fund  providing  for  loans 
to  resident  physicians  to  stimulate  interest 
in  postgraduate  study  of  chest  diseases  and 
to  assist  postgraduate  students  in  continua- 
tion of  studies  in  diseases  of  the  chest  (in- 
cluding diseases  of  the  heart  and  lungs). 

Distribution  of  the  funds  is  under  the 
jurisdiction  of  the  Committee  on  Resident 
Loan  Fund  of  the  College.  Dr.  M.  Jay 
Flipse,  Miami,  is  Chairman  of  the  Commit- 
tee. Other  committee  members  are  Dr.  Da- 
vid A.  Cooper,  Philadelphia,  and  Dr.  Philip 
H.  Narodick,  Seattle. 

Any  physician  who  has  completed  an  in- 
ternship of  one  year  or  more  in  an  accept- 
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able  hospital  may  apply  for  a loan  to  con- 
tinue in  the  specialty  of  chest  diseases. 
Loans  are  made  only  to  physicians  serving1 
residencies  in  chest  medicine  and  cannot  be 
made  to  physicians  engaged  in  practice. 

Application  forms  may  be  secured  by 
writing  to  the  Committee  on  Resident  Loan 
Fund,  in  care  of  the  Executive  Offices  of 
the  American  College  of  Chest  Physicians, 
112  E.  Chestnut  Street,  Chicago  11,  Illinois. 


Postgraduate  Courses,  A.C.P. — 

A schedule  of  four  postgraduate  courses 
to  be  presented  throughout  the  country  in 
the  second  quarter  of  1962  has  been  an- 
nounced by  the  American  College  of  Physi- 
cians. 

The  courses,  part  of  the  A. C. P.’s  post- 
graduate program  are  aimed  at  providing 
practicing  physicians  with  current  informa- 
tion on  advances  in  internal  medicine  and 
related  specialties. 

According  to  Edward  C.  Rosenow,  Jr., 
M.D.,  Executive  Director  of  the  American 
College  of  Physicians,  the  spring  seminars 
are  expected  to  attract  nearly  1,000  physi- 
cians from  the  United  States  and  Canada. 

“The  postgraduate  courses  help  the  Col- 
lege to  discharge  its  responsibility  of  main- 
taining and  advancing  the  highest  possible 
standards  in  medical  education,’’  he  said. 

The  second  quarter,  1962  courses  and 
their  directors  are : 

April  5-7,  Course  No.  11,  Current  Con- 
cepts of  the  Physiology  of  the  Endocrines, 
Electrolytes,  and  the  Kidney,  to  be  held 
at  the  Bellevue  Stratford  Hotel,  in  conjunc- 
tion with  the  American  Physiologic  Society 
and  the  University  of  Pennsylvania  Depart- 
ment of  Physiology,  Philadelphia,  Pa. ; 
Daniel  H.  Simmons,  M.D.,  and  Charles  R. 
Kleeman,  M.D.,  Co-Directors.  Minimal 
Registration,  50;  Maximal  Registration, 
500. 

May  14-16,  Course  No.  12,  Fundamental 
and  Applied  Aspects  of  Cardiology,  Wayne 
State  University  College  of  Medicine,  De- 
troit, Michigan;  Richard  J.  Bing,  M.D., 
F.A.C.P.,  Director.  Minimal  Registration, 
40;  Maximal  Registration,  200. 


May  21-25,  Course  No.  13,  The  Neurology 
of  Diseases  of  Internal  Medicine,  Harvard 
Medical  School,  Boston,  Mass. ; Raymond  D. 
Adams,  M.D.,  Director. 

June  4-8,  Course  No.  14,  Psychiatry  for 
the  Internist,  the  Psychiatric  Institute,  Uni- 
versity of  Maryland  School  of  Medicine,  Bal- 
timore, Md. ; Ephraim  T.  Lisansky,  F.A.C.P., 
Director. 


Annual  Otolaryngologic  Assembly — 

The  University  of  Illinois  College  of  Medi- 
cine Department  of  Otolaryngology  will  of- 
fer an  intensive  postgraduate  basic  and  clin- 
ical program  under  the  direction  of  Doctor 
Emanual  Skolnik.  This  assembly  for  prac- 
ticing otolaryngologists  offers  a condensed 
program  of  one  week  (October  20  through 
26th).  It  is  designed  to  bring  to  specialists 
a wide  variety  of  current  advances  in  man- 
agement, therapy  and  philosophies.  Review 
of  basic  morphology  under  the  direction  Of 
Doctor  Maurice  Snitman  and  Doctor  Fred- 
erick J.  Pollock  is  also  included,  all  aug- 
mented by  visual  aids. 

Interested  physicians  write  to  Department 
of  Otolaryngology,  University  of  Illinois 
College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 


Postgraduate  Conference  on  Various 
Aspects  of  Arthritis — 

On  July  5,  6,  and  7,  1962,  the  University 
of  Colorado  School  of  Medicine  will  offer  a 
conference  on  management  or  rehabilitation 
of  patients  with  arthritis.  This  conference 
is  designed  for  a wide  range  of  health  pro- 
fessions — doctors,  nurses,  social  workers, 
rehabilitationists,  and  hospital  administra- 
tors. It  is  co-sponsored  by  Rocky  Moun- 
tain Chapter  of  Arthritis  and  Rheumatism 
Foundation,  the  Colorado  State  Department 
of  Public  Health,  the  Colorado  Department 
of  Rehabilitation.  There  will  be  a faculty 
of  eminent  experts,  local  and  from  distant 
institutions. 

For  further  information  write  Office  of 
Postgraduate  Medical  Education,  University 
of  Colorado  Medical  Center,  4200  East  Ninth 
Avenue,  Denver  20. 
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Comments  From 
Your  President 

It  has  been  a great  honor  to  serve  as 
President  of  your  State  Medical  Association. 
It  has  been  a busy  year,  and  I hope  a good 
year.  Medicine  faces  many  problems  in 
these  trying  times.  The  problems  are  med- 
ical, social-economic  and  political.  The  pres- 
sure is  really  on  to  impose  a system  of 
state  socialized  medicine  on  the  people  and 
the  medical  profession  of  this  country. 

Many  constructive  proposals  have  been 
offered  during  the  past  year  as  answers  to 
pressing  problems  in  the  field  of  health 
care;  for  example,  the  Kerr-Mills  Bill,  med- 
ical assistance  to  the  aged.  Every  effort 
should  be  made  to  enact  this  legislation  dur- 
ing the  next  session  of  the  Legislature.  The 
advantages  of  the  Kerr-Mills  approach  to 
provide  medical  assistance  for  the  aged 
should  be  explained  to  every  member  of  the 
new  Legislature.  If  thorough  understand- 
ing of  the  Kerr-Mills  Bill  can  be  had,  we 
should  have  no  great  difficulty  in  getting 
the  Kerr-Mills  Bill  activated  next  year. 

The  nationwide  proposals  by  Blue  Cross 
and  Blue  Shield  for  senior  citizens  are 
sound,  practical  proposals  that  will  work  if 
the  members  of  the  health  care  profession, 
medical  and  hospital,  give  them  solid  sup- 
port. 

Communications  are  most  important  if  we 
are  to  have  support  and  cooperation  in  our 
efforts  to  supply  sound  leadership  to  an- 
swer our  many  problems.  The  Nebraska 
State  Medical  Association  should  participate 
in  the  new  Public  Service  Advertising  Pro- 
gram to  reach  the  public  with  medicine’s 
story. 

The  Journal  of  the  Nebraska  State  Med- 
ical Association,  rated  second  highest  in  the 
nation,  and  its  dedicated  editor,  Dr.  George 
Covey,  has  given  us  tremendous  assistance 
during  the  past  year  in  our  communications 
effort  with  the  members  of  the  medical  pro- 
fession. The  Auxiliary  of  the  Nebraska 


State  Medical  Association  has  been  alert,  ac- 
tive and  aggressive,  and  have  accomplished 
much  in  the  field  of  public  understanding 
of  medicine’s  problems  and  accomplish- 
ments. 

Inasmuch  as  the  work  of  the  State  Medi- 
cal Association  is  done  by  committees,  we 
appreciate  the  efforts  and  the  accomplish- 
ments of  all  the  committees  and  particularly 
of  their  hard-working  chairmen.  To  our 
Executive  Secretary,  Mr.  Merrill  Smith,  and 
his  successor,  Mr.  Kenneth  Neff,  goes  our 
thanks  and  gratitude  for  making  my  year 
as  President  of  the  Association  a pleasant 
and  satisfying  experience. 

We  need  a great  sense  of  unity  in  the 
medical  profession  during  these  critical 
years.  Wearing  ourselves  out  on  each  other 
over  insignificant  issues  and  details  is  not 
only  FUTILE,  but  FATAL.  We  should 
close  ranks  and  oppose  with  all  our  strength 
the  encroachment  of  a big,  federal  compul- 
sory system  of  state  socialized  medicine,  and 
at  the  same  time,  actively  support  the  volun- 
tary health  care  plans. 

It  has  been  a privilege  and  a pleasure  to 
serve  as  your  President  during  the  past 
year. 

Sincerely, 

Arthur  J.  Offerman,  M.D. 
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E ARTICLES 


PRACTICAL  SUGGESTIONS  for 

Psychotherapy  by 
General  Practitioners 


THIS  paper  is  written  in  an  ef- 
fort to  help  the  general  prac- 
titioner, w h o often  feels  he 
does  not  know  what  next  to  do  for  his  psy- 
choneurotic patients.  It  considers  a few 
basic  points  selected  to  promote  under- 
standing about,  as  well  as  to  demonstrate, 
the  needs  of  the  functionally  sick  patient. 
Some  theoretical  bases  for  the  suggestions 
are  offered  to  facilitate  a smoother  applica- 
tion. In  scope,  it  is  not  designed  to  be  a 
handy  cookbook-type  of  reference  where 
you  can  turn  to  the  heading  of  a specific 
syndrome  and  find  the  steps  to  easy  cure. 
Rather,  it  is  meant  to  be  an  enriching  sup- 
plement to  your  own  usual  treatments. 

As  a former  general  practitioner  in  rural 
Nebraska,  I know  that  our  success  with 
functional  disorders  is  often  an  index  of  our 
resourcefulness  and  deeper  understanding 
of  people.  But  these  are  not  enough  if  our 
enthusiasm  runs  low.  Perhaps  we  read  such 
material  as  this  to  give  this  very  important 
element  in  our  treatment  a periodic  boost. 

The  psychoneurotic  group  of  reactions 
mentioned  here  does  not  include  the  psy- 
choses and  behavior  disorders;  psychothera- 
peutic care  for  these  groups  is  difficult  even 
for  an  expert  in  an  institutional  setting.  I 
mention  this  so  as  to  caution  the  practi- 
tioner against  condemning  this  tool  after  he 
failed  to  make  it  work  for  himself,  think- 
ing that  it  would  be  worthless  for  others 
also. 

A reluctance  to  assume  the  role  of  psy- 
chotherapist may  be  present  in  some  of 
you.  Yet,  the  mental  health  movement  in 
this  country  is  rapidly  overcoming  the  for- 
mer low  prestige  of  mental  healers.  At  any 
rate,  you  cannot  refer  all  your  psychiatric 
patients,  and  I obviously  do  not  believe  you 
need  to  do  so.  Such  things  as  an  intimate 
knowledge  of  local  conditions,  remembering 
the  natural  course  of  such  illnesses,  your 
easy  availability,  and  most  of  all,  your 
genuine  interest  in  people  more  than  dis- 
eases per  se,  all  are  factors  which  will  make 
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you  more  of  an  effective  psychotherapist 
than  you  might  think  yourself  to  be. 

Just  what  is  psychotherapy? 

Psychotherapy  is  a nonspecific  treatment 
that  has  many  different  forms,  types,  and 
names.  The  sort  of  psychotherapy  I sug- 
gest for  you  may  be  what  you  are  already 
using. 

What  I have  reference  to  is  talking  with 
patients  in  helpful  ways,  and  this  can  best 
be  done  in  your  office  or  other  private  place. 
It  amounts  to  a quiet  acceptance  of  the  pa- 
tient’s communications  much  more  than  to 
the  talking  done  by  the  doctor.  The  man- 
ner might  vary  from  doctor  to  doctor,  but 
it  must  be  sincere.  The  doctor  feels  with 
the  patient  his  feelings  about  complaints, 
remedies,  and  efforts  the  patient  has  made 
to  get  help  in  all  the  situations  of  his  suf- 
fering. 

Thus  far,  one  can  easily  recognize  this  as 
professional  warmth  and  good  history-tak- 
ing-technique. But  it  is  also  the  first  step 
in  psychotherapy  and,  in  some  cases,  may 
be  enough  to  materially  benefit  the  patient. 

While  going  over  the  patient’s  sufferings 
one  takes  careful  note  of  his  protestations 
also.  Soon  a pattern  is  recognizable  (some- 
times not  so  soon),  and  the  doctor  can  see 
that  the  existence  of  the  symptom  so  com- 
pletely occupies  the  patient’s  attention  that 
very  basic  facts  about  himself  are  lost  to 
the  patient’s  view.  This  occurs  even 
though  these  facts  (often  inadequacies  or 
unwanted  feelings)  are  quite  obvious  to 
others. 
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The  symptoms  serve  the  dual  purpose  of 
keeping  the  patient  from  acting  inadequate- 
ly to  specific  situations  in  his  life,  yet  give 
him  a certain  measure  of  sociability  and 
gratification  in  terms  of  attention,  prestige, 
and  so  forth. 

When  this  pattern  is  recognized  by  the 
doctor,  real  kindness  is  needed  in  order  not 
to  react  with  moralistic  scolding  of  the  pa- 
tient. Very  often  he  has  already  given  the 
history  of  worsening  of  his  symptoms  when 
some  member  of  his  family  did  iust  that. 
In  other  words,  basic  to  all  functional 
symptoms  is  a certain  personal  ambiguity 
with  which  the  patient  needs  help  in  order 
to  resolve.  I realize  this  explanation  is 
rather  complexly  theoretical,  and  may  it- 
self appear  ambiguous.  Anyway,  an  addi- 
tional number  of  patients  improve  iust  by 
verbal  communication  of  this  underlying 
ambivalent  conflict  without  anything  more 
than  warmth  and  kindness  on  the  part  of 
the  doctor. 

The  remainder  of  the  cases,  those  needing 
more  than  warmth,  kindness,  and  accept- 
ance, who  continue  to  come  in  and  be  inter- 
ested in  the  talking  outlet  provided  by  the 
doctor,  will  need  additional  treatment  in 
terms  of  intervention  by  the  doctor ; or,  pos- 
sibly, intervention  by  a fortuitous  change  of 
circumstances  in  their  lives  in  order  to  re- 
solve, or  move  toward  resolution,  the  sev- 
eral aspects  of  the  conflicting  wishes,  feel- 
ings, or  impulses  that  oddly  enough  are  so 
disturbing  in  the  first  place. 

Most  psychotherapists  intervene  by  inter- 
pretations, which  are  nothing  more  than 
kindly  restatements  of  the  conflict,  taking 
great  pains  not  to  humiliate  or  degrade  the 
patient  while  doing  so. 

If  the  conflict  is  seemingly  insoluble,  the 
generalist  should  keep  a mental  note  of  it; 
and  it  is  remarkable  how  experience  shows 
that  around  70  per  cent  of  them  get  re- 
lief, even  with  little  or  no  treatment.  Of 
course,  there  is  that  small  percentage  which 
will  stay  symptomatic,  and  when  their  per- 
sonality structures  are  known,  they  prob- 
ably should  be  treated  only  symptomatically 
with  no  intervention  lest  they  become  worse. 

One  may  wonder  at  this  point : Does  this 
really  work?  The  very  nature  of  the  neu- 
rotic process  insures  a certain  measure  of 
success. 

A neurotic  symptom,  with  or  without  sec- 


ondary elaboration  and  satellite  symptoms 
and  complaints,  is  often  a distorted  message 
or  communication.  If  a patient  can  com- 
municate his  message  in  words,  he  will  not 
need  the  body  language  of  organ  dysfunc- 
tion. More  specific  and  elaborate  word- 
-and-feeling-form  will  make  the  communi- 
cation sufficiently  abstract  to  be  less  fright- 
ening to  both  people  involved. 

Psychotherapy  is  the  relating  in  verbal 
ways  what  the  patient  took  for  granted 
couldn’t  be  expressed  so  directly.  What  the 
doctor  should  do  after  he  gets  the  message 
in  more  direct,  explicit  and  abstract  form, 
is  not  nearly  as  important  as  his  quiet  ac- 
ceptance of  it. 

Respect  for  the  patient  as  a human  being, 
and  a continuing  sincere  wish  to  help,  are 
reliable  guides  for  the  doctor.  He  should 
not  take  action  or  talk  directively  without 
feeling  these  guiding  impulses.  Further- 
more, one  can  see  that  this  is  supportive. 
It  is  another  way  of  building  up  a patient 
so  his  own  natural  resistance  to  his  dis- 
order will  allow  him  to  overcome  it  in  his 
own  way.  As  a rule  the  patient  comes  in 
for  help  when  his  characteristic  ways  of 
handling  conflicts  have  failed,  and  his  emer- 
gency defenses  (symptoms)  have  reached 
the  point  of  diminishing  returns,  being 
more  insufferable  than  they  are  worth. 
Often  he  only  wants  the  edge  taken  off  his 
suffering,  and  if  so,  he  will  not  want  to  go 
into  any  real  evaluation  of  himself. 

Because  this  psychotherapy  is  primarily 
supportive,  it  can  be  combined  with  other 
supportive  measures  you  commonly  use, 
such  as  resistance  (to  disorder)  strengthen- 
ing modalities  including  sedatives,  tran- 
quillizers, placebos;  and  last  but  not  least, 
the  removal,  as  far  as  possible,  of  factors 
that  aggravate  him. 

Goals  and  Expectations 

The  patient  usually  sees  his  trouble  sole- 
ly in  terms  of  his  current  chief  symptom. 
When  he  becomes  aware  of  his  underlying 
characterological  problems  and  conflicts 
and  is  able  to  resolve  them  to  a degree,  he 
stops  talking  solely  in  terms  of  his  suffer- 
ing. 

The  doctor’s  goal  for  the  patient  is  very 
important.  It  should  be  to  help  the  pa- 
tient in  his  total  life  situation  as  best  he 
can.  Real  clinical  judgment  may  be  neces- 
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sary,  and  of  course  this  is  always  tempered 
with  experience.  Helping  the  patient  may 
mean  early  symptomatic  relief  by  interpre- 
tive intervention  at  a time  when  the  symp- 
tom is  causing  a lot  of  disability  and  intol- 
erable suffering.  However,  symptom-re- 
moval is  valid  and  legitimate  as  a goal  only 
when  the  patient  would  be  better  off  with- 
out it.  This  sounds  like  double  talk  but  if 
we  look  further,  we  will  find  this  may  not 
be  so. 

Experienced  clinicians  know  that  too 
early  relief  from  functional  symptomatic 
suffering  can  lead  to  regrettable  acts  of 
antisocial  behavior.  Or,  in  some  cases,  it 
can  lead  to  psychotic  delusions  which  seem- 
ingly appear  out  of  nowhere  and  may  be 
very  embarrassing.  These  things  are  usual- 
ly indications  that  not  enough  time  was 
taken,  or  possibly  that  the  case  was  more 
severe  than  originally  estimated  and  so  it 
should  have  been  referred. 

When  rapport  seems  hard  to  get,  and  the 
patient  will  not  allow  a close  enough  rela- 
tionship to  improve  communication,  his 
attitude  should  be  respected  as  representing 
a degree  of  judgment;  he  may  unconscious- 
ly sense  one  or  the  other  of  the  above  com- 
plications of  psychotherapy  and  be  thus  pro- 
tecting himself.  Referral,  or  a different 
treatment  modality,  is  then  indicated. 

Factors  Blocking  the  Physician’s 
Effectiveness 

Muddled  understanding  of  what  is  going 
on  works  against  us  here  as  it  does  else- 
where. It  pays  great  dividends  to  learn 
as  soon  as  is  practicable:  Why  is  the  pa- 
tient here  noiv?  When  this  point  is  clari- 
fied, it  brings  out  the  social  factors  that 
often  precipitate  relapses.  If  he  does  not 
get  some  help  in  rearranging  these  pres- 
sures, as  well  as  the  freedom  to  express  his 
anxiety  about  his  situation  more  directly, 
the  neurotic  symptoms  will  march  on  re- 
lentlessly. He  flees  to  the  doctor  to  avoid 
family  accusations  of  moral  and  physical 
laziness.  When  a patient  feels  that  he  is 
under  attack,  he  may  transfer  this  over  to 
us,  and  expect  too  much  too  soon.  So,  these 
techniques  are  necessary  to  protect  the  doc- 
tor-patient relationship  from  ugly  distor- 
tions so  common  when  the  doctor  does  not 
understand  all  the  reasons  why  the  patient 
came. 


Poor  Judgment  of  Patient’s  Dependency 
Claims  and  Failure  to  Assume 
Responsibility  for  Them. 

An  exposition  of  what  is  meant  here  may 
best  be  gleaned  from  a discussion  of  four 
different  types  of  neurotic  reactions  com- 
mon to  all  our  office  patients. 

Psych  oph  ysiologieal  Gastrointestinal 
Reactions  (PPGI) 

In  considering  this  entity,  which  may 
or  may  not  break  down  to  ulcerate,  psycho- 
therapy is  necessary,  especially  after  several 
bouts,  in  order  to  protect  the  gains  from 
previous  therapeutic  successes  in  treatment 
from  being  lost.  More  radical  measures 
may  be  resorted  to,  when  these  really  are 
only  elective  procedures,  and  often  not  any 
better  in  the  long  run.  Gains  in  under- 
standing the  various  causes  can  melt  away 
to  no  understanding  in  the  face  of  stress. 
Also,  the  understanding  of  one  set  of  hid- 
den causes  of  functional  ailments  does  not 
set  up  a moral  bind  which  says  it  can’t  hap- 
pen again. 

The  PPGI  reactions  usually  start  to  im- 
prove when  the  patient’s  dependency  claims 
on  wife  or  mother  are  taken  over  by  the 
physician  who  accepts  these  without  hostile 
rejection.  This  gives  the  important  other 
person  a chance  to  cool  off  and  to  share  the 
responsibility.  Some  reticence  to  accept 
this  temporary  shift  of  dependency-gratifi- 
cation may  exist  due  to  a fear  of  getting  a 
puffed  up  pride  wounded  by  being  looked 
to  as  a mother  figure.  Actually  our  job  is 
taking  care  of  people,  and  if  we  have  to  tem- 
porarily get  out  of  what  we  think  of  ordi- 
narily as  our  role  to  do  this,  well,  experi- 
ence tells  us  we  survive. 

Anxiety  Attacks 

An  acute  anxiety  attack  is  a situation 
where  we  must  quickly  learn  what  goes  on 
if  we  are  to  be  effective.  Often  I’ve  found 
that  if  I kept  my  head  and  temper  in  the 
dramatic  a n d tension  - producing  social 
crisis  produced  by  anxiety  spells,  both  in 
the  patient  and  those  around  him,  he  gives 
the  conflict  rather  quickly,  but  in  symbolic 
terms. 

Don’t  be  fooled  by  his  common  statement 
such  as,  “I  wasn’t  thinking  about  any- 
thing.” Prior  to  the  time  his  mind  went 
into  that  comfortable  blank  his  social  situa- 
tion may  have  been  provocative.  Of  course, 
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some  anxious  patients  get  worse  at  a time 
when  their  minds  would  ordinarily  be  re- 
laxed and  phantasy  or  daydreams  would  be 
in  order,  such  as  in  going  to  sleep.  Then, 
the  anxiety  occurs  rather  than  the  phantasy, 
because  its  content  or  affect  would  be  con- 
trary to  what  he  would  like  to  believe  about 
himself.  With  the  symptoms,  he  seems  to 
say,  that  some  important  part  of  himself 
is  about  to  die.  He  uses  body  language  to 
tell  the  world  that  if  his  control  weakens 
and  dies,  he  will  openly  act,  indulge  in 
phantasy,  or  feel  in  a way  which  would  be 
so  contrary  to  what  he  wants,  that  his  old 
social  self  would  be,  in  effect,  dead.  Phys- 
ically our  heart  is  very  important  to  our 
continued  functioning  as  an  integral  per- 
son. In  social  relationships  warmth,  kind- 
ness, lovingness,  and  good  wishes  toward 
others  are  important  to  our  continuation  of 
social  relationships  in  a gratifying  manner. 
These  are  brakes  to  feelings  and  ideas  of  an 
opposite  sort,  such  as  murderous  rage.  But 
if  they  become  weak  and  overworked,  ag- 
gravation may  truly  become  a life-threat  to 
those  heart  felt  functions. 

The  neurotic  switches  this  about,  some- 
times, and  we  have  to  be  able  to  follow  his 
unclear  reasoning.  By  the  expression  of, 
or  the  admission  into  awareness  of,  say 
murderous  rage,  or  some  other  unwanted 
feeling,  thought,  or  impulse  to  act  anti- 
socially,  the  grandiose  notions  many  neu- 
rotics have  about  themselves  are  deflated  in 
a hurry.  Such  a change  of  self-image  is  ac- 
companied by  anxiety,  or  anxiety  may  be 
the  only  clinical  sign  of  this  sort  of  pro- 
cess. 

The  anxiety  becomes  controllable  when 
you  let  the  patient  identify  with  your  wis- 
dom, security,  and  success  in  handling  such 
feelings  in  yourself.  Then  he  can  team  up 
with  you,  and  together  you  can  admit  the 
conflict  in  him,  see  its  causes,  and  take 
more  realistic  measures  to  keep  him  from 
acting  on  such  feelings. 

Depressive  Reactions 

This  is  a condition  in  which  it  is  dif- 
ficult to  know  what  is  going  on,  because  the 
symptom  so  effectively  covers  over  the  un- 
derlying ambiguity. 

The  threat  of  suicide  can  be  understood 
if  we  again  equate  social  and  physical  states, 
realizing  what  the  patient  is  saying  is  that 
if  he  goes  on  with  antisocial  thoughts  and 


impulses,  he  will  be  socially  ostracised  in 
consequence  thereof.  Carried  back  a step 
further,  he  may  well  be  saying,  if  he  can’t 
make  his  chief  defence  work,  then  life  is 
not  worth  living. 

More  prolonged  and  intensive  emotional 
support  is  necessary,  as  well  as  additional 
environmental  preventative  controls,  for 
healing  realization  to  take  place. 

Temporary  strengthening  of  the  neurotic 
denial  so  obvious  in  these  cases  may  be 
necessary  to  prevent  suicide,  such  as  that 
implemented  by  sedatives  and  tranquilliz- 
ers. 

Masochistic  Character  Neurosis 

Physicians  often  wonder  what  goes  on 
in  the  numerous  cases  of  the  long  suffer- 
ing but  ever  loving  and  martyred  wife  or 
husband.  As  you  may  have  learned  the 
hard  way,  this  neurotic  character  is  a good 
example  of  helping  a patient  by  saying  noth- 
ing more  than  exploratory  questions  search- 
ing for  feelings.  A disastrous  result  nearly 
always  comes  about  when  we  sympathize 
with,  or  join  in  on  what  seems  to  be  a valid 
criticism  of  the  others  in  his  family. 

Suffering  and  self-degradation  are  ways 
of  life  for  these  people.  They  don’t  really 
enjoy  it,  although  it  seems  that  way  at 
times.  In  treatment  they  may  resist  chang- 
ing their  way,  and  so  they  may  bite  the 
hand  that  pushes  them  to  do  so. 

Theirs  is  a hostile  dependency.  This 
means  that  they  don’t  really  believe  that 
anyone  does  anything  to  help  or  gratify  an- 
other without  doing  it  hatefully  or  be- 
grudgingly. 

They  seem  to  be  going  about  testing  this 
theory  and  can  become  quite  provocative. 
They  usually  manage  to  regulate  and  par- 
tially control  hostile  interchange  with  the 
person  on  whom  they  are  most  dependent. 
The  equation  of  gratification  with  a suffer- 
ing humiliation  to  follow  is  usually  uncon- 
scious. The  suffering  is  precipitated  also 
in  an  unconscious  manner. 

Psychotherapy  in  these  cases  does  not  re- 
quire any  definitive  advice  or  action.  It 
should  attempt  to  restore  balances  success- 
fully used  before  the  precipitating  events 
occurred. 

These  people  are  difficult  therapy  cases, 
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even  though  they  appear  easy  at  the  first 
interview. 

Unrealistic  Rescue  Phantasies 

Rescue  phantasies  are  fanciful  ideas  that 
motivate  many  of  us  to  search  out  and  at- 
tempt to  save  people  from  their  troubles. 
This  is  an  asset  of  course,  and  only  when 
it  is  exaggerated  and  compulsive  does  it  in- 
terfere with  our  being  good  physicians. 

If  the  doctor  wants  to  save  his  patient 
from  himself  and  the  evil  intentions  of  oth- 
ers by  having  them  just  listen  and  follow 
his  directions,  this  will  interfere  with  the 
sort  of  psychotherapy  that  this  paper  de- 
scribes. The  doctor’s  phantasy  behind  such 
an  attitude  is  often  that  he  is  a great  and 
humanitarian  sage  of  some  sort. 

Actually,  those  of  us  in  medicine  are  not 
good  philosophers,  and  are  simply  a type  of 
biologist  who  works  for  a living.  When  this 
is  accepted  we  can  be  much  more  comfort- 
able with  patients  having  chronic  diseases 
too,  as  the  compulsive  need  to  cure  or  dis- 
miss each  case  is  no  longer  plaguing  us. 

The  psychogenic  disorders  cannot  be  res- 
cued by  what  we  tell  these  people  to  do,  but 
they  can  be  helped  by  certain  attitudes  in 
us  to  which  thev  are  astutely  sensitive. 
They  are  also  acutely  critical  when  the  lack 
of  the  helpful  attitude  seems  to  block  their 
getting  help. 

Moralistic  Attitude 

This  represents  a real  block  to  effective 
supportive  psychotherapy.  Especially  if  we 
are  busy  being  sympathetic  and  listening 
diligently,  and  then  after  some  improve- 
ment the  patient  surprises  us  by  doing  an 
antisocial  act.  Our  natural  tendency  would 
be  to  punish  and  withdraw  from  the  rela- 
tionship. This  is  the  very  opposite  of 
a therapeutic  experience  for  him. 

We  have  to  be  aware  of,  and  accept  the 
human  and  social  faults  in  ourselves  and 
our  patients.  A judgmental  attitude  acts 
as  a barrier  to  a good  working  relation- 
ship. 

Many  therapists  avoid  moralizing  about 
their  fellow  human’s  antisocial  and  at  times 
perverted  behavior  by  putting  a biological 
etiology  on  it  and  calling  it  instinctual. 

Most  of  the  evidence  indicates  that  emo- 
tional disorders  are  really  disturbances  in 


interpersonal  relationships.  In  neurotics 
this  is  fogged  over  by  various  symptoms 
making  it  an  intermediate  determinant  in 
the  total  process. 

We  physicians,  today  more  than  ever  be- 
fore, need  to  be  experts  in  how  to  get  along 
with  people.  There  is  no  one  of  us  so  good 
at  this  that  a moral  defect  of  some  degree 
can’t  be  pointed  out  if  an  intensive  and 
long  enough  search  is  made. 

Authoritarian  Attitude,  Commanding  the 
Patient  to  be  of  One  Mind. 

We  may  be  baited  into  saying  something 
or  directing  some  behavior  of  the  patient 
when  he  requests  it,  but  this  seldom  does 
any  real  good  in  the  long  run.  He  often 
distorts  our  directives,  and  when  the  word 
gets  back  to  us  it  sounds  like  terribly  poor 
clinical  judgment. 

Just  as  he  can’t  be  saved  by  loving  and 
saintly  intentions,  he  also  can’t  be  directed 
out  of  his  trouble.  The  reason  for  this  is 
not  stubbornness  or  meanness  on  his  part, 
but  it  is  in  the  nature  of  his  personality 
base,  which  is  ambivalent.* 

a 

By  ambivalence  I mean  that  he  often  has 
a strong  (unconscious)  wish  to  do  what  he 
protests  he  does  not  want  to  do.  This  un- 
conscious part  is  not  accessible  to  author- 
ity. 

Low  Enthusiasm  in  the  Face  of  Relapses. 

Relapse  of  neurotic  disorder  often  acts  as 
a block  to  the  physician’s  effort  to  go  back 
into  therapy  all  over  again  with  a patient. 
In  these  cases,  one’s  memory  will  be  better 
than  the  patient’s  recall.  So,  you  will  have 
to  allow  each  patient  to  be  his  own  standard, 
and  above  all,  avoid  taking  his  praise  or 
criticism  very  seriously. 

* Footnote:  There  are  several  other  types  of 

ambivalence.  The  schizophrenic  type  of  ambival- 
ence is  characteristically  the  conscious  suffering 
with  and  communication  of  two  opposite  wishes, 
feelings,  or  beliefs,  with  full  recognition  of  the 
split  and  resulting  paralysis  of  any  resolving  pow- 
er. Manic  depressive  ambivalence  is  a mood  type 
wherein  a patient  may  love  when  depressed,  and 
hate  when  elated;  the  mood  here  is  the  determin- 
ing factor.  The  ambivalence  of  the  psychopath  is 
again  different.  He  says  one  thing,  while  doing 
the  opposite,  and  all  with  no  real,  genuine  feeling. 
The  clarity  of  the  latter  three  types  of  ambivalence 
makes  them  easier  to  forgive,  but  a special  opera- 
tional concept  is  needed  to  understand  the  ambival- 
ence of  the  psychoneurotic,  namely  that  of  the  un- 
conscious mind. 
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Success  of  our  treatment  is  very  difficult 
to  evaluate.  If  we  shorten  the  course  of  a 
relapse,  it  is  worth  it.  It  is  also  worth  the 
effort  just  to  keep  our  records  straight  and 
use  this  tool  to  maintain  the  community’s 
good  will.  Invariably  we  feel  some  help  has 
been  obtained  once  real  communication  is 
established. 
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Analytical  Toxicology  at  the 

University  of  Nebraska  College  of  Medicine* 


THE  Toxicology  Laboratory  of 
the  University  of  Nebraska  Col- 
lege of  Medicine  was  organized 
in  January,  1957.  In  the  intervening  years 
this  service  has  provided  needed  assistance 
to  law  enforcement  officials,  pathologists, 
and  coroners,  as  well  as  to  physicians  in 
private  practice.  It  is  the  purpose  of  this 
report  to  summarize  our  service  activities, 
indicate  the  research  now  in  progress,  and 
acquaint  the  physicians  of  Nebraska  with 
the  operation  of  this  laboratory. 

The  cases  encountered  may  be  divided  in- 
to two  broad  categories.  The  first  involves 
suspicious  or  unattended  deaths,  suspected 
suicides  or  homicides,  and  known  poisoning 
cases.  This  follows  from  the  statutes  of 
the  State  of  Nebraska,  which  require  that 
such  deaths  be  reported  to  the  county  coro- 
ner’s office.  In  every  such  case  that  is 
eventually  submitted  for  toxicological  analy- 
sis a physician  has  been  unable  to  ascertain 
the  cause  of  death  by  the  usual  techniques, 
or  desires  confirmation  of  his  diagnosis. 
Insofar  as  it  is  believed  that  chemical  in- 
vestigations might  be  revealing,  however, 
such  a procedure  is  followed.  Obviously, 
every  unknown  is  not  referred  to  our  lab- 
oratory ; such  a work  load  would  not  be  prac- 
tical with  the  limited  facilities  and  person- 
nel available. 

The  other  category  does  not  involve  the 
analysis  of  postmortem  tissues,  but  centers 
around  the  identification  of  unknown  pow- 
ders, tablets,  suspect  pharmaceutical  prep- 
arations, etc.  Examples  of  this  type  of 
problem  also  include  the  determination  of 
the  lead  content  of  paint  used  on  children’s 
toys  and  the  inspection  of  pocket  scrapings 
from  a suspected  marijuana  user. 

The  summary  of  analyses  is  presented  in 
table  1. 

Inspection  of  table  1 reveals  that  the  sum 
of  barbiturate,  ethyl  alcohol,  and  carbon 
monoxide  analyses  accounts  for  79  per  cent 
of  the  total  post-mortem  examinations.  This 
is  about  the  average  (75-80%)  found  in  oth- 
er laboratories  around  the  country.  Among 
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the  metals,  lead  and  mercury  are  encoun- 
tered most  frequently. 

The  general  unknown  examination  in- 
cludes metals  as  well  as  organic  compounds, 
and  is  undertaken  when  there  is  no  clue  as 
to  the  possible  etiologic  agent.  This  is  a 
long  and  involved  analysis,  since  it  must  be 
carried  out  with  the  idea  of  detecting  a sin- 

♦Supported  principally  by  fees  charged  to  the  users  of  this 
laboratory. 

tMr.  Rappolt  is  a sophomore  student  at  the  College  of 
Medicine.  He  has  been  responsible  for  working  out  the  de- 
tails of  some  of  the  analytical  procedures  employed  in  this 
laboratory. 


TABLE  1 

SUMMARY  OF  TOXICOLOGICAL 
ANALYSES 
(Jan.,  1957  - Aug.,  1961) 


Type  Number 

Per  Cent 
of  Total 

A. 

Postmortem 
Ethvl  alcohol 

.208 

78 

91 

38* 

Carbon  monoxide 

50 

24 

Barbiturates 

35 

17 

Metals,  including 

fl/TWIRlC 

19 

9 

Alkaloids 

6 

3 

General  unknown 

8 

4 

Volatiles  (chloroform, 
cyanide,  phenols, 
etc.) 

6 

3 

Miscellaneous 

6 

3 

B. 

Nonpostmortem 
Metals,  including 

arsenic  _ _ 

. 20 

6 

9 

30** 

Barbiturates 

3 

15 

Alkaloids 

2 

10 

Amphetamine  and 
derivatives 

2 

10 

Agricultural  products 

2 

10 

Miscellaneous 
TOTAL  - 

.228 

5 

25 

*_ 

**_ 

—Per  cent  within  Group  A. 
- Per  cent  within  Group  B. 
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gle  substance  from  among  literally  thou- 
sands. This  type  of  analysis  is  aided  by  the 
fact  that  many  drugs  can  be  classified  ac- 
cording to  some  general  chemical  category, 
such  as  the  phenothiazine  tranquilizers,  the 
aromatic  amine  local  anesthetics,  etc.  Once 
such  a preliminary  recognition  is  made,  it  is 
usually  a simple  matter  to  find  or  develop  a 
method  for  quantitative  measurement.  The 
identification  of  the  particular  member  of 
the  class  is  a problem  of  greater  magnitude, 
however.  Infrared  spectrophotometry  and 
chromatography  usually  supply  the  answer. 

In  a majority  of  cases  some  indication  of 
the  toxic  substance  is  obtainable  either  by 
the  presence  of  an  empty  container  or  by 
means  of  careful  interrogation  of  relatives 
or  the  family  physician.  This  information 
usually  dictates  the  nature  and  extent  of  the 
search.  Occasionally  the  particular  sub- 
stance is  not  anticipated,  but  a pharmaco- 
logical type,  such  as  central  nervous  system 
depressant,  is  indicated.  These  cases  might 
be  considered  as  limited  general  unknowns. 

The  equipment  used  in  classical  analyti- 
cal chemical  determinations,  as  well  as  the 
newer  instruments  are  indispensable  to 
the  operation  of  this  laboratory.  Mention 
has  already  been  made  of  chromatography 
and  infrared  spectrophotometry.  Specific 
color  reactions,  ultraviolet  spectrophoto- 
metry, polarography,  flame  photometry, 
micro  sublimation,  and  liquid-liquid  extrac- 
tion all  contribute  to  the  solution  of  complex 
problems  in  analysis.  Several  strictly  bio- 
logical methods  are  also  of  value.  Cholines- 
terase determinations  and  the  mydriatic  re- 
sponse to  atropine  derivatives  are  examples. 

Several  research  investigations  are  cur- 
rently being  pursued.  One  involves  an 
evaluation  of  Girard’s  reagent  “T,”  a 
compound  well  known  to  steroid  biochemists, 
in  the  separation  of  ketonic  from  nonketonic 
substances.  We  have  used  it  successfully  in 
differentiating  dihydromorphinone  (Dilau- 
did<R>)  from  morphine,  isolated  from  the 
urine  of  addicts.  These  two  narcotics  mi- 
grate with  the  same  Rf  in  paper  chromatog- 
raphic systems,  have  nearly  identical  ultra- 
violet spectra,  and  give  similar  color  reac- 
tions. Their  infrared  spectra  are  strikingly 
different,  however,  but  separation  must 
precede  infrared  identification.  A further 
confirmation  is  made  possible  by  the  appli- 
cation of  a new  selective  reducing  agent  to 
convert  the  keto  group  of  dihydromorphi- 


none to  a secondary  alcohol  (sodium  boro- 
hydride)  . 

A new  method  for  differentiation  among 
the  several  barbiturates  is  being  explored. 
This  depends  upon  the  bromination  of  deriv- 
atives possessing  unsaturation  in  either  or 
both  of  the  radicals  in  the  5-position.  Use- 
ful data  are  also  being  accumulated  regard- 
ing the  plasma  levels  of  various  barbiturates 
in  postmortem  cases. 

In  addition  to  the  specific  projects  men- 
tioned above,  there  is  the  continual  revision 
of  existing  techniques  to  fit  the  needs  of  our 
laboratory. 

In  concluding  this  brief  review,  a sum- 
mary of  the  procedures  which  should  be  fol- 
lowed when  submitting  samples  for  analysis 
is  appended. 

1.  Liquids,  such  as  blood  or  urine,  should 
be  placed  in  an  appropriate  container 
with  an  effective  stopper.  The  glass- 
ware should  be  clean,  washed  with  dis- 
tilled water,  and  dried  before  use. 
Any  of  the  usual  anticoagulants  may 
be  used,  but  if  ethanol  is  suspected  a 
pinch  of  sodium  fluoride  should  be 
added  to  retard  glycolysis. 

2.  If  metal  analysis  is  anticipated  the 
container  should  be  treated  with  nitric 
acid  and  rinsed  in  de-ionized  water. 
For  volatiles,  there  should  be  a mini- 
mum air  space  above  the  liquid  level. 

3.  Tissue  samples  should  be  placed  in 
separate  wide  - mouthed  containers, 
preferably  frozen  before  shipment, 
and  clearly  labelled.  The  packing 
should  be  shock-proof  and  provide  as 
much  thermal  insulation  as  possible. 
The  most  rapid  mode  of  common  car- 
rier is  desirable.  If  legal  implications 
are  expected,  appropriate  measures 
for  the  maintenance  of  continuity  of 
evidence  should  be  taken. 

4.  Each  package  should  bear  a label 
stating  the  name  of  the  physician  or 
other  person  responsible  for  the  han- 
dling of  the  material,  and  a name  or 
reference  number  for  the  material 
sent.  A letter  giving  full  details  of 
the  case  must  be  sent  separately  and 
the  reference  number  or  name  appear- 
ing on  the  above  label  should  be  quot- 
ed. 
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5.  For  analyses  of  materials  such  as 
chemicals,  drugs,  insecticides,  etc., 
the  original  container  should  be 
shipped  with  the  material.  If  this  is 


impossible,  the  original  label  or  a copy 
thereof  should  be  sent.  If  the  materi- 
al is  of  unknown  origin,  this  fact 
should  be  stated. 


« 

Four  virtues  characteristic  of  great  men: 

— humility ; 

— respect  for  superiors; 

— graciousness  toward  dependents,  and 
— a sense  of  justice  toward  subordinates. 

(Confucius) 


April,  1962 


179 


A New  Micro- Method 

For  the  DETERMINATION  of 
SERUM  or  PLASMA 

Protein -Bound  Iodine 


Introduction 

CONVENTIONAL  methods  for 
the  determination  of  protein- 
bound  iodine  in  serum  or  plas- 
ma have  been  the  alkali-fusion  method  of 
Barker  et  al.,1  and  the  wet  distillation  pro- 
cedure of  Chaney  with  its  many  modifica- 
tions.2 

We  have  recently  evaluated  a new  proce- 
dure that  is  fundamentally  different  from 
previous  methods,  and  which  utilizes  an  en- 
tirely different  principle. 

In  this  investigation,  attempts  have  been 
made  to  identify  the  resultant  products 
measured  by  cerimetry  by  means  of  radio- 
autography and  other  technics  which  will  be 
described.  In  addition  to  specificity,  a de- 
gree of  simplicity  has  been  achieved  which 
removes  several  sources  of  error  in  conven- 
tional methods. 

Abbreviations  used:  T>  represents  thyroxine,  I-, 
inorganic  iodide  and  TV!131,  radio-l-thyroxine. 

Materials  and  Methods 

Reagent  I.  To  400  ml.  of  distilled  water, 
add  5 grams  of  ASL,03  and  5 grams  of 
NaOH  pellets.  Dissolve,  neutralize  with 
concentrated  H.,S04  and  add  an  additional 
30  ml.  of  Hl,S04.  When  cool,  add  25  grams 
of  NaCl  using  a product  very  low  in  iodine. 
Dilute  to  1 liter  with  distilled  water. 

Reagent  II.  Sodium  tungstate,  10% 
aqueous. 

Precipitating  Reagent:  to  800  ml.  water, 
add  50  ml.  of  Reagent  I,  0.05  ml.  H,P04  • — 
80-85%,  and  50  ml.  of  Reagent  II.  Mix 
well. 

Reagent  III.  Resinol.*  The  raw  material 
must  be  purified  in  the  following  manner 
before  it  can  be  used.  Approximately  200 
grams  are  placed  in  500  ml.  of  a saturated 
solution  of  NaOH  for  at  least  5 days  or  un- 
til all  yellow  color  disappears.  It  is  then 

• Resinol  and  all  other  reagents  except  Reagent  V can  be 
obtained  from  Conifer  Laboratories,  Inc.,  Brainerd,  Minnesota. 
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washed  several  times  with  tan  water,  then  4 
times  with  distilled  water.  It  is  next  placed 
in  a desiccator  until  dry.  Three  and  seven 
tenths  grams  of  the  dried,  purified  material 
are  added  to  700  ml.  of  distilled  w a t e r. 
Thirty  ml.  of  concentrated  HC1  and  20  ml. 
of  concentrated  H.,S04  are  added.  After  the 
Resinol  has  dissolved,  the  solution  is  made 
up  to  a volume  of  1 liter  with  distilled  water. 

Reagent  IV.  To  400  ml.  of  water  add  12 
grams  of  ceric  ammonium  sulfate.  Dis- 
solve and  add  90  ml.  of  concentrated  H,S04. 
When  cool,  dilute  to  1 liter. 

Reagent  V.  “Versatol,”  standard  control 
serum  manufactured  by  Warner  - Chilcott 
Co.,  Morris  Plains,  N.J. 

Procedure 

The  same  scrupulous  care  and  cleaning  as 
is  used  in  other  PBI  methods  are  followed 
here.  Into  16  mm.  x 100  mm.  screw-capped 
(teflon  lining)  Pyrex  or  other  suitable  an- 
nealed glass  tubes,  place  0.25  ml.  of  the  un- 
known serum.  Add  2.25  ml.  of  the  Precipi- 
tating Reagent,  cap  and  shake  vigorously. 
Centrifuge  to  pack  the  precipitate  in  the  bot- 
tom of  the  tube.  Decant.  Add  2 ml.  distilled 
water,  cap,  shake  vigorously  and  again  cen- 
trifuge for  ten  minutes  at  2500  r.p.m.  De- 
cant the  supernatant  water  and  allow  tubes 
to  drain  inverted  on  a cellulose  wipe.  Add 
4 ml.  of  Reagent  III,  cap,  mix  by  thorough 
shaking  to  completely  disperse  the  protein 
precipitate  and  place  in  a boiling  water  bath 
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for  exactly  eight  minutes.  Cool  in  running 
water,  shake  thoroughly  and  centrifuge. 
Decant  supernatant  into  another  set  of  tubes 
and  again  centrifuge  to  clarify  the  extracts. 

The  calibration  curve  which  must  be  run 
with  each  group  of  unknowns  is  made  us- 
ing the  principle  of  the  internal  standard. 
This  procedure  is  indicated  in  table  1,  and 
is  most  effective  if  run  along  with  the  un- 
knowns. 
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A “zero”  concentration  can  be  made  by 
adding  to  an  absorption  cell  1.5  ml.  of 
Reagent  III  and  1 ml.  of  Reagent  I. 

The  quantitative  measurement  of  iodine 
present  by  means  of  its  catalytic  action  on 
the  reduction  of  ceric  ion  to  cerous  ion  by 
arsenious  acid  is  performed  on  the  Reagent 
III  extracts  of  the  unknowns  and  the  Ver- 
satol  standards  as  is  shown  in  table  2. 


TABLE  2 

ml.  Reagent  III  Extracts 
f rom  Unknowns  and 

ml.  Reagent  I Standards  ml.  Reagent  IV 

1.0  1.5  0.5 


Reaction  tubes  containing  the  solutions  in 
table  2 are  placed  in  a water  bath  near  room 
temperature  for  15  minutes  prior  to  the 
addition  of  Reagent  IV.  At  30  second  inter- 
vals, the  ceric  ammonium  sulfate  (1.5  ml.) 
is  added.  Readings  are  made  beginning  at 
20  minutes  after  the  addition  of  Reagent  IV 
to  the  first  tube.  They  are  read  at  a wave- 
length of  420  m^  in  12  mm.  cuvettes  in  a 
Coleman  Model  6A  Spectrophotometer. 

Attempts  to  identify  the  character  of  the 
product  measured  by  cerimetry  include  pa- 
per chromatography  of  the  extracts  from 


large  (250  ml.)  quantities  of  serum,  radio- 
autography of  small  amounts  (1  microgram 
of  T4I131  containing  about  16  microcuries 
of  I131)  of  radio  1-thyroxine  added  to  1 ml. 
serum,  then  carried  through  the  extracting 
procedure  and  the  addition  of  small  amounts 
of  T4I131  to  serum  on  which  electrophoretic 
patterns  were  run. 

Studies  were  made  on  laboratory  person- 
nel who  had  received  Telepaque  (a  radio- 
contrast  medium  for  cholecystography)  in 
an  evaluation  of  PBI  elevations. 

The  method  was  also  used  to  check  the  ef- 
fect of  large  amounts  of  d-thyroxine  given 
to  patients  in  an  attempt  to  lower  serum 
cholesterol  levels. 


Results 

The  radioautograms  indicate  that  at  least 
some  of  the  material  measured  is  still  in 
the  form  of  thyroxine  inasmuch  as  the  Rf 
values  of  the  extracts  are  the  same  as  those 
of  pure  T4I131  (figures  1,  2 and  3).  Figure 
1 is  a radioautogram  run  using  Butanol-2N 
Acetic  Acid  as  the  solvent.  In  this  par- 
ticular experiment,  too  much  T4I131  was 
added,  and  some  of  the  radioactive  sub- 
stance adsorbed  to  the  paper.  Lts  Rf  is 
clearly  shown,  however.  Figure  2 shows 
the  same  experiment  using  an  alkaline  solv- 
ent (Butanol-2N  NHtOH).  A division  of 
the  T4  into  T4  and  I-  is  apparent.  This 
parallels  the  work  of  Taurog  and  Chaikoff.3 
The  proteins  from  approximately  250  ml.  of 
pooled  normal  serum  are  required  to  pro- 
vide enough  thyroxine  to  react  visibly  with 
ninhydrin.  The  chromatograms  so  treated 
indicate  that  spots  from  Reagent  III  extracts 
have  the  same  Rf  values  as  pure  1-thyrox- 
ine. The  radioautogram  of  the  electrophor- 
etic pattern  made  on  celluose  acetate  strips4 
from  serum  to  which  had  been  added  T4I131 
(figure  4)  clearly  shows  that  the  added  T4 
has  been  bound  by  the  Thyroxine  Binding 
Protein  (TBP)  which  is  located  between  the 
alpha  1 and  alpha  2 globulins  as  reported 
in  the  literature.5  Figure  3 is  a radioauto- 
gram of  a chromatogram  run  radially  and 
using  an  acidic  solvent. 

After  Telepaque  w a s administered  to 
three  individuals  who  had  PBI  levels  deter- 
mined prior  to  this  time,  it  was  found  that 
in  one  with  a PBI  of  6.5  meg.  per  100  ml. 
serum,  the  level  48  hours  after  Telepaque 
was  11.8  meg.  The  level  was  still  11.8  meg. 
72  hours  after  the  dye  was  taken.  On  the 
seventh  day  the  level  was  6.7  meg.  The 
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Figure  1.  Radioautogram  of  pure  Tdi31  (2.), 
serum  extracts  (I131  added  to  the  serum) 
after  protein  precipitation,  washing  and  heat- 
ing with  Reagent  III  and  dialysis  to  concen- 
trate them  (1,  3,  5,  and  6).  4 and  7 are  serum 
plus  Tdisi.  Butanol-2N  acetic  acid  solvent. 


Figure  2.  Radioautogram  of  pure  Td13*  (3 
and  5),  and  serum  protein-Reagent  III  extracts 
as  in  figure  1 (1,  2,  4 and  6).  Butanol-2N 
NH40H  solvent,  showing  how  the  alkaline 
solvent  breaks  down  Tjl31  into  Td131  and  I — . 


s 


Figure  3.  Same  as  figure  1,  except  that  only 
extracts  run  and  radial  chromatography  used. 
“S”  represents  starting  point  of  the  extracts. 


Figure  4.  Radioautogram  of  electrophoretic 
pattern  on  cellulose  acetate  using  serum  plus  1 
microcurie  of  Td131,  showing  how  the  radio- 
activity is  present  in  the  Thyroxine  Binding 
Protein  (TBP)  and  in  the  albumin  segment. 


other  two  individuals  had  normal  pre-dye 
PBI  levels.  Forty-eight  hours  after  taking 
the  dye  the  levels  had  increased  0.2  and  0.3 
meg.  respectively. 

Large  doses  of  d-thyroxine  administered 
to  patients  did  not  affect  their  PBI  levels. 
This  is  in  considerable  contrast  to  the  work 
of  Starr  et  al .6  who  found  elevations  .as 
high  as  60  meg.  after  and  during  d-thyrox- 
ine  therapy.  We  have  not  been  able  to  ex- 
plain the  reason  for  this  phenomenon  since 
d-thyroxine  is  an  isomer  of  1-thyroxine. 
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Comparisons  of  216  sera  analyzed  by 
both  the  wet  distillation  method  and  the 
present  method  revealed  a “t”  value  of  0.32 
and  a “p”  value  of  <0.001.  Eighty-three 
sera  comparing  alkali-fusion  methods  with 
the  present  method  indicated  a “t”  value  of 
0.34  and  a “p”  value  of  <0.001.  The  range 
of  PBI  values  tested  were  0.9  meg.  to  18.0 
meg.  per  100  ml.  Similar  data  have  been 
received  from  another  laboratory.7 

Additional  data  have  been  received8  and 
further  statistical  evaluations  will  be  made 
in  a subsequent  paper. 

The  authors  wish  to  acknowledge  the  help 
of  Mr.  Clayton  Hamilton  of  Conifer  Labora- 
tories, Inc.,  Brainerd,  Minnesota,  who  de- 
veloped the  method  of  which  this  one  is  a 
modification  and  who  provided  the  reagents ; 
George  Rice,  chemist,  Minneapolis,  Minne- 
sota, who  conducted  many  analyses  with  re- 
sults similar  to  ours  and  who  has  been  most 
helpful  during  these  studies;  John  B. 
O’Leary,  M.D.,  Brainerd,  Minnesota,  who 
provided  many  of  the  patients  and  provided 
clinical  correlations  in  many  of  the  tests; 
Mr.  James  Standley,  Professor  and  Chair- 


man, Department  of  Mathematics,  Hastings 
College,  Hastings,  Nebraska,  for  assistance 
in  the  statistical  analyses;  and  to  Mrs.  Joan 
Daugherty  and  Miss  Joan  Cowell  of  our 
staff  for  their  help  in  obtaining  specimens 
and  for  participating  in  several  of  the  ex- 
periments. 

References 

1.  Barker,  S.  B.;  Humphrey,  M.  J.,  and  Soley, 

M.  H.:  The  clinical  determination  of  protein-bound 

iodine.  J.  Clin.  Invest.  30:55,  1951. 

2.  Moran,  J.  J.:  Factors  affecting  the  determin- 

ation of  protein-bound  iodine  in  serum.  Analytical 
Chemistry  24:378,  1952. 

3.  Taurog,  A.,  and  Chaikoff,  I.  L. : 1131  Labeled 
Thyroxine.  Nature  of  Excretion  Product  of  Bile. 

4.  Ohlsen,  J.  E.,  and  Charlton,  G.  P.:  Rapid 

method  for  zone  electrophoresis  of  serum  and  plas- 
ma proteins.  Nebraska  M.  J.  46:331,  1961. 

5.  Wolstenholme,  G.  E.  W.,  and  Millar,  Elaine 

C.  P. : Hormones  in  blood.  Ciba  Foundation  Col- 

loquia  on  Endocrinology,  Boston,  1957,  Little, 
Brown,  p.  84. 

6.  Starr,  P.;  Roen,  P.;  Freibum,  J.  Louis,  and 
Schleissner,  Leopold  A.:  Reduction  of  serum  choles- 
tei’ol  by  sodium  dextro-thyroxine.  A.M.A.  Arch. 
Int.  Med.  105:830,  1960. 

7.  Amos,  Richard:  Arlington  Laboratories,  Co- 

lumbus, Ohio,  personal  communication,  1961. 

8.  Hamilton,  Clayton:  Conifer  Laboratories,  Inc., 
Brainerd,  Minnesota,  personal  communication, 
1961. 


Henri  Roger,  discoursing  on  interventricular  septal  defect: 
“.  . . It  goes  without  saying  that  this  malformation  had  been  com- 
pletely unrecognized  by  an  entirely  pardonable  omission  on  a sur- 
gical service,  the  failure  to  listen  to  the  heart.”  (Date,  1879).  (From 
Willius  and  Keys:  Cardiac  Classics,  The  C.  V.  Mosby  Co.,  St.  Louis, 
1941,  p.  626). 
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Abstracts  — 

The  following  abstracts  were  made  by  the 
authors.  The  papers  were  presented  at  the 
Annual  Clinical  Meeting  of  the  Nebraska 
Chapter  of  the  American  College  of  Sur- 
geons, at  Falls  City,  Nebraska,  on  Novem- 
ber 19,  1961.  Six  of  the  papers  are  present- 
ed here  by  title  and  name  of  author,  only. 


Congenital  Tracheo-Esophageal  Fistula.  Marion  R. 

Cosand,  M.D.,  Resident  in  Surgery,  University  of 

Nebraska  College  of  Medicine,  Omaha,  Nebraska. 

Forty-four  cases  of  congenital  tracheo- 
esophageal fistula  were  collected  at  Chil- 
drens Memorial  Hospital  and  University 
Hospital.  In  this  series,  there  was  a 60 
per  cent  mortality,  22  per  cent  incidence  of 
prematurity,  and  a 25  per  cent  incidence 
of  other  congenital  anomalies.  Twelve  of 
our  44  cases  were  premature.  Three  of 
these  infants  survived.  Eleven  of  our  44 
cases  had  other  congenital  anomalies.  Three 
of  these  anomalies  were  incompatible  with 
life. 

Pulmonary  complications  were  the  most 
common  complications  in  our  series.  Sev- 
enteen infants  had  pulmonary  complica- 
tions. These  were  the  primary  cause  of 
death  in  nine  infants  or  36  per  cent  of  all 
deaths.  An  anastamotic  leak  occurred  in  sev- 
en cases  and  were  the  primary  cause  of 
death  in  five  infants.  Stricture  occurred  in 
nine  infants,  all  of  whom  survived  the  ini- 
tial hospitalization.  Two  infants  w i t h 
strictures  died  at  a later  hospitalization, 
with  stricture  as  the  primary  cause  of 
death. 

Diagnosis  may  be  made  by  simple  meth- 
ods. The  main  points  in  diagnosis  are : 
(1)  increased  salivation  and  drooling;  (2) 
gagging  and  cyanosis;  (3)  obstruction  to 
gastric  intubation;  (4)  suspicion  of  the  di- 
agnosis; and  (5)  X-ray  studies. 

X-ray  studies  that  help  in  the  diagnosis 
are  (1)  plain  film  of  the  chest  which  may 
show  an  air  esophagogram  of  the  obstruct- 
ed upper  esophagus  and  (2)  two  ml.  of  Lipi- 
odal  injected  into  the  obstructed  upper 
esophagus. 

The  important  points  in  the  preoperative 
care  of  these  infants  are — (1)  do  not  delay 
in  repair  of  the  defect,  and  (2)  prevent  or 
minimize  pulmonary  complications  as  these 
complications  are  the  most  common  cause 
of  death. 


We  can  reduce  the  mortality  and  morbid- 
ity in  this  congenital  defect  by  earlier  di- 
agnosis, prevention  of  pulmonary  complica- 
tions and  early  operative  repair. 


Diagnosis  and  Management  of  Portal  Hyperten- 
sion. Andres  U.  Makalinao,  M.D.,  Resident  in 
Medicine,  University  of  Nebraska  College  of 
Medicine,  Omaha,  Nebraska. 

Peptic  ulceration  is  the  most  common 
cause  of  upper  gastrointestinal  bleeding 
but  the  most  common  cause  of  death  in  up- 
per gastrointestinal  hemorrhage  is  rupture 
of  esophageal  varix.  Esophageal  variceal 
formation  is  most  commonly  the  result  of 
an  increase  in  portal  circulation  pressure. 
Portal  hypertension  occurs  following  “in- 
trahepatic  block,”  more  common  in  adults, 
and  “extrahepatic  block”  more  common  be- 
low the  age  of  21  years.  The  precipitating 
mechanism  of  variceal  bleeding  is  not  known 
but  the  general  impression  is  that  increase 
in  portal  pressure  rather  than  peptic  diges- 
tion is  the  most  important  factor.  Diagnos- 
ic  studies  of  value  are  liver  function  tests, 
esophagogram,  azygography,  s p e n i c pulp 
manometry,  splenoportography  and  esopha- 
goscopy.  Balloon  tamponade  may  localize 
the  source  of  bleeding.  Management  at  the 
time  of  hemorrhage  consists  of  blood  trans- 
fusion, fluid  and  electrolyte  balance,  balloon 
tamponade,  intravenous  Pituitrin  and,  in  the 
presence  of  cirrhosis,  careful  sedation.  With 
failure  to  control  bleeding,  variceal  liga- 
tion and  shunt  procedures  have  been  per- 
formed. In  “extrahepatic  block”  an  elective 
shunt  procedure  in  children  is  deferred  un- 
til 8 years  of  age  because  of  inadequacy  of 
vessel  size.  Temporizing  measures  as  liga- 
tion, cardioesophageal  resection,  variceal 
sclerosing  injections  and  irradiation  may  be 
necessary  to  control  bleeding  prior  to  that 
time.  In  selected  cases  of  cirrhosis  surviving 
variceal  hemorrhage,  an  elective  shunt  proce- 
dure is  currently  popular.  Recent  critical 
analysis  of  secondary  portal  hypertension 
cases,  however,  reveals  no  difference  be- 
tween survival  rates  of  operated  and  non- 
operated  patients.  The  most  effective  man- 
agement of  portal  hypertension  has  yet  to  be 
determined. 


Postbulbar  Duodenal  Ulcer.  Hubert  H.  Wiebel- 
haus,  M.D.,  Resident  in  Surgery,  Veterans  Ad- 
ministration Hospital,  Lincoln,  Nebraska. 
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The  Cause  and  Treatment  of  Empyema  in  Children. 

P.  Wayne  Marsh,  M.D.,*  Resident,  Childrens  Me- 
morial Hospital,  Omaha,  Nebraska. 

A review  of  the  records  of  the  50  patients 
treated  at  Childrens  Memorial  Hospital  for 
empyema  and  effusion,  from  1948  through 
mid-1961,  showed  an  increasing  incidence  in 
empyema  in  recent  years,  especially  in  chil- 
dren two  years  old  and  under  (22  patients). 
Most  (18)  of  these  younger  children  were 
diagnosed  as  having  the  more  severe  empy- 
ema, while  the  majority  of  the  older  chil- 
dren, two  to  eleven  years,  (20  of  the  28  pa- 
tients) showed  the  less  severe  effusion.  Dis- 
tinction between  these  two  diagnoses  is  a fine 
line.  Effusion  diagnosis  was  used  with 
lesser  amounts  of  pleural  fluid  present; 
empyema  with  larger  amounts  of  fluid  or 
bacteria  cultured. 

Coagulase  positive  staphylococcus  was  the 
most  frequently  cultured  organism.  It  was 
most  dependably  obtained  from  chest  aspir- 
ate, and  in  all  cases  was  susceptible  to  at 
least  two  commonly  used  antibiotics.  A 
high  percentage  of  the  patients  in  the  young- 
er group,  especially,  had  received  chemo- 
therapy for  the  present  illness  prior  to  hos- 
pitalization, possibly  emphasizing  the  need 
for  more  specific  drug  choice  and  dosage  for 
the  infant. 

Two  patients  with  effusion  and  two  with 
empyema  did  not  survive.  Three  of  these 
four  showed  pericarditis  with  effusion  as 
terminal  complications. 

Effusion  was  treated  with  antibiotics  and 
supportive  care.  Empyema  was  most  ef- 
fectively treated  by  closed  thoracotomy  with 
suction  or  water  seal  drainage.  The  clini- 
cian’s judgment  remains  the  important  fac- 
tor in  determining  when  drainage  is  indicat- 
ed. 


Tracheostomy:  Indications,  Complications  and  Tech- 
nic. Clitus  W.  Olson,  M.D.,  Resident  in  Surgery, 
University  of  Nebraska  College  of  Medicine. 

A study  of  tracheostomies  in  a series  of 
47  patients  in  the  University  Hospital  from 
1956  to  1961,  showed  that  fourteen  or  nearly 
a third  of  the  patients  had  complications. 
Four  patients  had  more  than  one  complica- 
tion. One  patient  had  five  complications. 
One  patient  died.  A child  had  a fatal  bi- 

♦Presently  Instructor  in  Pediatrics,  Creighton  University 
School  of  Medicine,  Omaha,  Nebraska. 


lateral  pneumonthorax  after  tracheostomy 
for  laryngotracheobronchitis. 

Of  the  21  nonfatal  complications,  two 
thirds  represented  obstruction  of  the  air- 
way from  such  causes  as  plugs  of  secre- 
tions, malposition  of  the  tube,  wrong  size 
of  tube,  expulsion  of  the  tube  on  coughing, 
and  stenosis  of  the  stoma  after  removal  of 
the  tube.  Other  complications  consisted  of 
bleeding,  subcutaneous  emphysema,  partial 
pneumothorax,  wound  infection,  and  cardiac 
arrest.  Others  have  reported  such  compli- 
cations as  tracheoesophageal  fistula,  cardio- 
respiratory failure,  ulcerative  tracheitis, 
poorly  placed  incision,  and  stenosis  of  the 
trachea. 

In  order  to  reduce  the  incidence  of  com- 
plications, one  must  recognize  the  high  fre- 
quency of  complications,  must  use  care  in 
performing  the  operation,  and  give  meticu- 
lous attention  to  the  details  of  postoperative 
care. 


An  Evalution  of  the  Treatment  of  Intussusception: 
A Review  of  66  Patients  from  Childrens  Me- 
morial Hospital.  Richard  H.  Daley,  M.D.,  Resi- 
dent in  Surgery,  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska. 

Sixty-six  cases  of  acute  intussusception 
have  been  admitted  to  Childrens  Memorial 
Hospital  since  1948.  These  cases  were  re- 
viewed and  the  results  compared  with  those 
of  other  reports.  A more  detailed  review 
of  the  pros  and  cons  of  open  reduction  at 
operation  versus  reduction  with  therapeutic 
barium  enema  was  undertaken.  The  re- 
sults of  the  review  suggested  that  barium 
enema  can  be  a valuable  method  of  treat- 
ment of  intussusception  in  selected  patients. 
A short  film  strip  demonstrated  reduction 
of  intussusception  with  barium  enema. 

Tracheostomy  As  An  Adjunct  in  the  Care  of  the 
Aged  and  Emphysematous  Patient.  Joseph  C. 
Horton,  M.D.,  Resident  in  Surgery,  Veterans  Ad- 
ministration Hospital,  Lincoln,  Nebraska. 


Secondary  Closure  of  Wounds.  Robert  C.  Egan, 
M.D.,  Resident  in  Surgery,  Veterans  Administra- 
tion Hospital,  Lincoln,  Nebraska. 

This  is  a report  of  results  of  secondary 
closure  of  postoperative  infected  wounds  by 
means  of  incision  and  drainage  and  local 
wound  care  followed  by  excision  of  wound 
edges  and  secondary  closure. 
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Lessons  From  100  Cholecystectomies.  Carl  W. 
Sasse,  Jr.,  M.D.,  Resident  in  Surgery,  University 
of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska. 

I reviewed  100  patients  who  had  had 
cholecystectomy  to  determine  how  many 
had  other  significant  diseases.  The  group 
included  19  men  and  81  women.  The  pa- 
tients ranged  in  age  from  20  to  85  years. 

Seven  of  the  100  patients  had  a cholecys- 
tectomy without  cholecystography,  for  good 
reason.  All  of  the  remaining  93  patients 
had  abnormal  cholecystograms.  At  opera- 
tion, 83  patients  had  stones,  two  had  cancer 
of  the  gallbladder,  five  had  cholecystitis 
alone,  1 had  hydrops,  and  1 had  cholester- 
osis.  One  patient  had  a normal  gallbladder. 

In  addition  to  a cholecystogram,  84  pa- 
tients had  additional  X-ray  studies  includ- 
ing an  upper  gastrointestinal  series  and  a 
barium  enema.  Thirty-four  of  the  84  had 
other  diseases  including  duodenal  ulcers, 
gastric  ulcers,  hiatus  hernias,  diverticulosis 
of  the  colon,  and  ulcerative  colitis. 

From  this  study  we  conclude  that  patients 
with  gallbladder  disease  must  be  carefully 
studied  because  a significant  number  may 
have  an  additional  important  disease.  The 
results  of  other  sections  of  this  study  showed 
that  jaundice  is  a reliable  indication  for 
common  duct  exploration.  Also,  we  feel 
that  an  operative  cholangiogram  is  a valu- 
able diagnostic  aid. 

Traumatic  Pancreatitis.  Francis  X.  McCabe,  M.D., 
Resident  in  Surgery,  Veterans  Administration 
Hospital,  Lincoln,  Nebraska. 


Dacron  As  a Suture  Material.  B.  R.  Bancroft, 
M.D.,  and  K.  F.  Kimball,  M.D.,  Kearney,  Nebras- 
ka. 

We  have  used  Dacron  suture  exclusively 
as  a nonabsorbable  suture  for  a six  month 
period  in  all  types  of  general  surgical  pro- 
cedures, including  gynecologic,  urologic, 
and  orthopedic  cases. 

The  primary  disadvantages  of  this  ma- 
terial are  the  following:  (a)  its  great  tensil 
strength  makes  the  strangulation  of  tissue 
easy  since  sutures  may  be  tied  very  tightly 
without  breaking  them;  (b)  it  is  slick  and 
tends  to  slip  if  not  set  with  four  ties. 

The  primary  advantages  of  this  material 
are:  (a)  the  suture  is  easily  available;  (b) 


it  is  exceptionally  strong,  making  use  of  a 
smaller  size  of  suture  possible;  (c)  it  ap- 
pears to  produce  less  tissue  reaction  than 
other  sutures;  (d)  it  may  be  resterilized 
without  loss  of  strength. 

We  are  very  satisfied  with  this  suture 
material  and  plan  to  continue  its  use. 


Open  Correction  of  Recurrent  Talipes  Equino- 
Varus:  A Study  of  End  Results.  W.  R.  Hamsa, 
M.D.,  and  D.  W.  Burney,  M.D.,  Omaha,  Nebraska. 

Surgical  correction  of  club  foot  may  be 
indicated  for  recurrent  deformity  following 
successful  therapy  or  for  incomplete  correc- 
tion due  to  inadequate  or  lack  of  conserva- 
tive therapy.  If  passive  over-correction  of 
the  foot  is  not  obtainable  by  serial  cast 
therapy,  the  operation  of  Brockman  is  use- 
ful for  release  of  tight  soft  tissue  structures 
of  the  medial  aspect  of  the  foot. 

This  study  included  45  children  with  63 
deformities  treated  by  the  Brockman  opera- 
tion. The  results  were  good  in  49.2  per 
cent,  fair  in  30.6  per  cent,  and  poor  in  20.1 
per  cent.  Poor  results  were  more  frequent- 
ly due  to  overcorrection  than  to  persisting 
equino-varus  deformity. 


Diverticulitis  of  the  Large  Bowel;  Diagnosis,  Man- 
agement and  Treatment.  S.  J.  Carnazzo,  M.D., 
and  A.  J.  Camazzo,  M.D.,  Omaha,  Nebraska. 

Diverticulitis  of  the  large  bowel  occurs 
in  about  7 per  cent  of  the  population  and  is 
most  common  in  the  older  age  groups.  It 
is  usually  located  in  the  sigmoid  colon,  but 
can  occur  in  any  other  part  of  the  large 
bowel.  The  cause  of  colonic  diverticulitis 
is  unknown ; however,  some  of  the  contribut- 
ing factors  are:  heredity,  tissue  degenera- 
tion, muscular  weakness  of  bowel  at  points 
of  penetration  of  mesenteric  blood  vessels, 
traction  of  mesenteric  blood  vessels,  and  pul- 
sion from  intracolonic  pressure. 

The  common  symptoms  are : abdominal 
pain,  constipation,  intermittent  diarrhea, 
abdominal  distention,  tender  abdominal 
mass,  frequency  and  burning  on  urination, 
rectal  bleeding,  nausea  and  vomiting.  Diag- 
onsis  is  usually  made  by  X-ray  examination 
of  the  large  bowel. 

Diverticulitis  of  the  large  bowel  has  been 
treated  medically  in  the  past,  but  with  in- 
creasing morbidity,  mortality,  and  serious 
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complications.  Surgical  resection  of  the  in- 
volved segment  of  large  bowel  is  the  most 
effective  means  of  cure  for  diverticulitis, 
and  at  present  is  being  employed  more  fre- 
quently and  with  greater  success. 

In  the  past  five  years  at  St.  Joseph’s  Hos- 
pital and  St.  Catherine’s  Hospital,  77  re- 
sections have  been  performed  for  diverticu- 
litis of  the  colon,  with  a mortality  of  2.6 
per  cent.  Of  these,  43  consisted  of  primary 
resection  with  anastomosis,  with  no  deaths. 

Surgical  therapy  was  indicated  for  re- 
peated attacks  of  diverticulitis  with  ob- 
struction, perforation  with  abscess,  hemor- 
rhage, fistula,  and  inability  to  differentiate 
diverticulitis  from  carcinoma. 

Morbidity,  mortality,  and  serious  compli- 
cations of  diverticulitis  of  the  large  bowel 
can  be  prevented  if  the  indications  for  oper- 
ation are  broadened;  and  if  these  patients 
are  brought  to  surgery  in  their  younger 
years  before  serious  complications  occur. 


Peripheral  Arterial  Surgery  (A  Report  of  22  Cases). 

Robert  F.  Moore,  M.D.,  V.A.  Hospital,  Lincoln, 

N ebraska. 

This  report  consists  of  19  elective  and  3 
emergency  operations  for  peripheral  ar- 
terial problems. 

The  19  elective  procedures  are  broken  in- 
to two  groups:  Aorto-ilio-femoral  and  fe- 
moral-popliteal. 

In  the  first  group  there  are  12  cases  con- 
sisting of  seven  distal  aortic  aneurysms,  and 
five  patients  with  six  varied  aorto-iliac  oc- 
clusions. Of  this  group  there  is  one  death, 
one  poor  result  and  10  excellent  results. 

In  the  femoral-popliteal  group  there  are 
seven  cases  with  two  early  and  two  late 
postoperative  deaths  and  three  good  results. 

In  addition,  there  were  three  patients 
with  ruptured  aneurysms,  all  of  whom  died 
during  hospitalization.  Two  of  these  had 
ruptured  abdominal  aneurysm  and  one  had 
ruptured  common  iliac  aneurysm. 

This  paper  will  discuss  several  case  his- 
tories and  will  outline  current  thoughts  con- 
cerning the  natural  histoiy,  diagnosis,  types 
of  surgical  procedures  for  these  lesions. 

Sunlight,  Leukoplakia  and  Carcinoma  of  the  Lip. 

G.  William  LeWorthy,  M.D.,  Lincoln,  Nebraska. 


Leukoplakia  of  the  lip  is  a relatively  com- 
mon occurrence  in  this  land  of  brilliant  sun- 
light and  an  agricultural  economy.  After 
many  years  in  the  sun,  outdoor  workers  not 
infrequently  get  generalized  leukoplakia  of 
the  lip. 

Leukoplakia  of  the  lip  is  apparently  irre- 
versible. The  lip  becomes  irritated,  heals, 
and  becomes  irritated  again.  Even  some  of 
the  small  fissures  or  irritated  areas  can  har- 
bor incipient  squamous  cell  carcinoma. 

Inasmuch  as  this  condition  is  apparently 
irreversible  by  the  elimination  of  irritation, 
the  operation  of  lip  stripping  or  advance- 
ment of  the  mucosa  is  frequently  indicated 
for  not  only  the  leukoplakia,  but  also  the  in- 
cipient carcinoma.  Advancement  of  the  mu- 
cosa can  be  combined  with  a shield  shaped 
excision  of  a carcinoma  of  this  area  at  the 
same  procedure. 

This  paper  is  accompanied  by  colored  pic- 
tures illustrating  the  leukoplakia,  some  of 
the  early  carcinomas  in  leukoplakia,  and 
some  methods  of  treatment. 


Discussion  of  Treatment  of  Fractures  of  the  Heel. 

C.  F.  Ferciot,  M.D.,  Lincoln,  Nebraska. 

End-result-study  of  100  consecutive  frac- 
tures indicates  that  good  functional  results 
are  to  be  expected  in  nearly  all  cases.  Early 
recognition  depends  on  a high  index  of  sus- 
picion and  the  making  of  adequate  X rays. 
Prompt  splinting  of  the  fracture  by  means 
of  a pillow  splint  and  bandage  is  desirable 
together  with  adequate  early  sedation. 
Prompt  reduction  is  indicated  unless  there 
is  severe  complicating  injury.  The  possi- 
bility of  associated  fractures  must  always 
be  considered.  Thorough  disimpaction  and 
lateral  molding  of  the  fragments  with 
downward  traction  on  the  heel  precedes 
molded  plaster  fixation  which  is  continued 
for  five  weeks. 

Intraspinal  anesthesia  or  general  anes- 
thesia with  parasympathetic  lumbar  block 
will  lessen  local  swelling.  Bone  graft  stabil- 
ization of  severely  disrupted  joints  may  be 
necessary  in  occasional  cases,  at  the  end  of 
five  weeks.  Primary  open  reduction  is  not 
felt  to  be  indicated  because  of  technical  dif- 
ficulties and  danger  of  infection.  Estab- 
lished principles  of  fracture  treatment  apply 
to  the  heel,  namely:  early  recognition,  pre- 
liminary splinting,  prompt  reduction  and 
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fixation,  early  mobilization,  and  a progres- 
sive rehabilitation  program. 


Observations  on  the  Use  of  Lymphograms.  F.  W. 
Karrer,  M D.,  Resident  in  Surgery,  University  of 
Nebraska  College  of  Medicine  and  M.  D.  Ander- 
son Hospital,  Houston,  Texas. 


Radical  Hysterectomy  and  Pelvic  Lymph  Node  Dis- 
section in  the  Treatment  of  Cervical  Carcinoma. 

Colin  B.  Schack,  M.D.,  Omaha,  Nebraska. 

The  standard  treatment  of  carcinoma  of 
the  cervix  utilizes  either  radiation  or  sur- 
gery, but  not  both  as  primary  treatment. 
With  standard  treatment  we  are  now  losing 
25  per  cent  of  Stage  I cases  and  45  per  cent 
of  Stage  II  cases.  A new  approach  to  the 
treatment  of  cervical  carcinoma  is  present- 
ed, namely  a combination  of  irradiation  and 
surgery.  Inasmuch  as  we  are  now  seeing 
these  patients  much  earlier,  the  improve- 
ment in  salvage  rates  will  come  in  this  area, 
primarily  through  improvements  in  therapy. 

There  is  a residual  cancer  present  follow- 
ing irradiation  therapy  in  15  to  25  per  cent 


of  the  early  cases.  This  residual  cancer 
often  defies  detection  by  any  means.  It  is 
with  this  group  that  we  are  primarily  con- 
cerned in  combining  radiation  and  surgery 
as  primary  treatment. 

Thirty-one  patients  who  had  radical  hys- 
terectomy and  pelvic  lymph  node  dissec- 
tion are  presented.  Nineteen  had  received 
radiation  previous  to  surgery,  and  twelve 
received  no  irradiation.  Three  of  the  pa- 
tients (16^)  who  received  radiation  had 
residual,  viable  cancer  in  the  cervix  at  the 
time  of  surgery,  6 to  8 weeks  later.  It  is 
this  group  that  we  feel  have  received  maxi- 
mum benefit. 

The  surgical  procedure,  preoperative  and 
postoperative  management  are  discussed. 


Physiology  of  Flight  Stresses.  Capt.  Charles  H. 
Sawyer,  M C.,  Chief  of  Aviation  Medical  Branch, 
Strategic  Air  Command,  Offutt  Air  Force  Base. 


A Report  of  Progress.  Robert  S.  Myers,  M.D.,  As- 
sistant Executive  Director,  American  College  of 
Surgeons,  Chicago. 


“Dr.  David  Pitcairne,  about  the  year  1788,  began  to  remark, 
that  persons  subject  to  rheumatism  were  attacked  more  frequently' 
than  others,  with  symptoms  of  an  organic  disease  of  the  heart  . . .” 
(From  Willius  and  Keys:  Cardiac  Classics,  The  C.  V.  Mosby  Co.. 
St.  Louis,  1941,  p.  294). 
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WHAT'S  NEW 


"What's  New  In  Psychiatry " 


PSYCHIATRISTS  have  opinions 
about  everything  from  inter- 
national power  struggles  to  the 
new  dance,  the  Twist.  It  is  not  surprising 
that  something  new  is  always  being  added, 
or  that  it  embraces  so  many  different  areas. 
Psychiatry  is  one  branch  of  medicine  which 
is  almost  plagued  with  new  “discoveries” 
and  techniques.  The  American  Journal  of 
Psychiatry  devotes  an  entire  issue  to  ab- 
stracting and  reviewing  new  material  year- 
ly. The  authors  do  not  attempt  to  evaluate 
new  material,  either  comprehensively  or  for 
its  significance;  but  rather,  present  a frac- 
tion of  it  for  its  interest  to  the  general 
medical  public. 

Nationally,  the  report  of  the  Joint  Com- 
mission on  Mental  Illness  and  Health1 
seems  to  be  the  biggest  piece  of  news.  This 
was  a fact-finding  and  need-evaluating 
commission  set  up  to  determine  what  is 
necessary  nationally  in  the  battle  against 
mental  illness.  The  report  points  out  sev- 
eral problems  peculiar  to  the  mentally  ill 
which  detract  from  their  treatment  and  re- 
habilitation. One  problem  is  the  lack  of  ap- 
peal, hostility,  and  apathy  of  the  general 
public  toward  mental  patients.  This  re- 
flects itself  in  inadequate  appropriations  of 
funds,  research  disinterest,  social  ostracism, 
and  sometimes,  social  retaliation.  Another 
is  the  problem  of  institutionalism.  Mental 
patients  become  colonized  in  the  huge  state 
hospitals,  built  out  in  the  country  and  have 
a high  hurdle  trying  to  return  to  the  com- 
munity. Some  noteworthy  recommenda- 
tions of  the  report  are:  the  establishment 
of  more  community  centered  psychiatric 
treatment  facilities ; keeping  mental  institu- 
tions at  a thousand  bed  maximum  popula- 
tion; creation  of  chronic  custodial  care  cen- 
ters, combining  the  physically  and  mentally 
ill  who  need  long  term  care;  and  additional 
legislative  expenditures  of  three  billion  dol- 
lars yearly  against  mental  illness.  The  re- 
port is  rather  pessimistic  about  the  possi- 
bility of  recruiting  and  training  more  psy- 
chiatrists because  of  the  immense  needs  in 
the  field.  They  make  a plea  for  public  and 
medical  acceptance  of  the  need  for  more 
paramedical  personnel  being  used  in  some 
forms  of  treatment  of  the  severely  mentally 
disabled.  An  excellent  ten  thousand  word 
digest  of  the  full  report  is  available.1 


JOHN  D.  BALDWIN,  M.D. 
and 

ROBERT  J.  STEIN,  M.D. 
Lincoln,  Nebraska 


Here  in  Nebraska,  we  were  among  the 
top  three  states  in  the  nation  in  the  reduc- 
tion of  the  total  mental  hospital  populations 
in  the  last  five-year-reporting  period.  The 
efforts  of  the  staffs  of  the  state  mental  in- 
stitutions in  treating  and  returning  their 
patients  to  the  communities  is  highly  worthy 
of  notice.  Sceptics  may  believe  that  too 
many  sick  people  are  returned  to  society. 
To  be  sure,  a few  patients  leave  too  early, 
but  one  must  remember  that  patients  with 
rheumatoid  arthritis,  gastric  ulcers,  01  oth- 
er chronic  conditions  leave  general  hospitals 
and  that  most  of  them  compensate  quite 
well  enough  to  maintain  themselves  in  the 
community.  The  same  is  true  of  the  mental- 
ly ill.  Three  out  of  five  chronic  schizo- 
phrenics can  lead  socially  useful  lives  in 
their  communities.1 

In  our  state,  there  is  continuation  of  re- 
search into  the  efficacy  of  various  tranquil- 
lizers and  antidepressants.  Most  of  this  re- 
search utilizes  the  double  blind  method. 
Autoanalizer  studies  on  urinary  amino-acid 
excretion  in  various  metabolic  disoi  dei  s as- 
sociated with  mental  retardation,  offer  a 
new  technique  for  determining  protein 
metabolism  and  the  location  of  inborn  er- 
rors of  metabolism.  Examples  of  the 
graphs  were  seen  at  the  last  Omaha  Mid- 
West  Clinical  Society  meeting  (1961). 

A plea  to  test  the  urine  of  infants  in  the 
neonatal  period  for  phenylketonuria  is  in 
order,  since  the  severe  mental  deficiency 
caused  by  this  disease  is  preventable.  A 
Clinistix  test  or  a few  drops  of  ferric  chlo- 
ride on  a wet  diaper  yield  a green  color  if 
positive.  At  the  sixth  week  check  up,  the 
urine  of  all  children  with  the  illness  will 
yield  a positive  reaction. 

Nebraska’s  research  into  the  social  man- 
agement of  the  mentally  retarded  and  into 
the  treatment  of  the  multiply  handicapped 
seems  promising.  Hopefully,  early  attacks 
on  multiple  handicaps  in  the  same  patient 
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will  enable  the  individual  to  compensate  as 
much  as  possible  for  the  disability  and  to 
suffer  less  delay  in  his  development. 

Some  of  the  recent  literature  in  psychi- 
atry indicates  present  trains  of  thought. 

Klonoff  Hutton  and  others2  found  that, 
contrary  to  popular  belief,  the  age  of  onset, 
acute  break  down,  and  developmental  fac- 
tors, do  not  appear  to  be  reliable  predictors 
of  the  long  term  prognosis  for  social  ad- 
justment in  a group  of  patients  with  chronic 
schizophrenic  reaction.  Intellectual  endow- 
ment and  education  were  entirely  reliable 
indices  of  adjustment  potential.  The  most 
important  factor  was  that  of  family  sup- 
port, taking  the  form  of  continued  respon- 
sible acceptance  of  the  patient.  Whether  a 
patient  was  hospitalized  or  remained  in  the 
community,  often  depended  upon  the  extent 
of  direct  social  support. 

Often,  new  diagnostic  labels  are  posed  in 
the  literature  and  these  may  or  may  not 
reach  some  degree  of  acceptance.  They  do 
indicate  that  attempts  at  describing  differ- 
ent personality  reactions  are  being  made. 
One  of  these  is  the  cycloid  psychosis,  a term 
of  Karl  Leonhard.3  He  justifies  the  desig- 
nation because  “They  are  endogenous,  nei- 
ther schizophrenic  nor  manic-depressive, 
and  offer  a different  prognosis.”  Com- 
plete remission  is  said  to  occur  and  even  if 
it  recurs,  “no  defect  will  be  left  behind.” 
He  cites  three  types,  the  motility  psychosis, 
the  confusion  psychosis,  and  anxiety-elation 
psychosis. 

Newer  forms  of  psychotherapy  are  con- 
stantly being  tried.  One  type  is  conjoint 
family  therapy.  Jackson  and  Weakland4 
report  their  observations  of  conjoint  family 
therapy  with  schizophrenics,  — that  is, 
treating  the  identified  patient  and  other 
members  of  the  family  together  as  a func- 
tioning natural  group.  The  family  usually 
consists  of  father,  mother,  and  patient  and 
at  times,  the  sibs  too.  They  are  seen  togeth- 
er once  a week  for  sixty  to  ninety  minutes. 
Emphasis  is  on  the  present  immediate  inter- 
relations. The  authors  feel  the  patients 
improve  markedly,  in  terms  of  social  adap- 
tation and  independence.  Another  type  is 
Wolpe’s5  reciprocal-inhibition,  used  mainly 
in  phobic  reactions.  Patients  are  hypno- 


tized and  asked  to  imagine  the  least  fearful 
phobic  situation.  This  is  hypnotically  lived- 
out  and  the  anxiety  dispelled  by  successfully 
facing  it,  by  reassurance  and  support  and  by 
suggested  positive  feeling  such  as  accom- 
plishment. Gradually  the  patient  is  “desen- 
sitized” and  able  to  face  more  and  more 
painful  situations  while  in  a trance.  These 
successes  are  carried  into  the  alert  state. 
Wolpe  claims  high  improvement  rates  and 
suggests  this  technique  is  more  beneficial 
than  psychoanalysis. 

Forensic  psychiatry  is  a subspecialty 
which  is  in  a continuous  flux  since  the  Dur- 
ham decision  held  that  “an  accused  is  not 
criminally  responsible  if  his  unlawful  act 
was  the  product  of  mental  disease  or  de- 
fect.” Much  has  been  written  in  an  at- 
tempt to  compromise  the  position  between 
forensic  psychiatry  and  the  legal  profession 
regarding  criminal  responsibility.  Freed- 
man, Guttmacher,  and  Overholser,6  author- 
ities in  the  field,  presented  a view  favoring 
the  Durham  decision  and  contrary  to  the 
American  Law  Institute’s  “model”  penal 
code  proposal.  This  was  a minority  view 
however,  and  the  majority  of  the  psychi- 
atric advisory  committee  favored  the  pro- 
posal. It  states,  “1.  A person  is  not  re- 
sponsible for  criminal  conduct  if  at  the  time 
of  such  conduct  as  a result  of  mental  dis- 
ease or  defect,  he  lacks  substantial  capacity 
either  to  appreciate  the  criminality  of  his 
conduct  or  to  conform  his  conduct  to  the 
requirement  of  the  law.  2.  The  terms  men- 
tal disease  or  defect  do  not  include  an  ab- 
normality manifested  only  by  repeated  crim- 
inal or  otherwise  antisocial  conduct.”  It  is 
highly  probable  that  one  of  these  two  con- 
cepts will  replace  the  old  MacNaughton  for- 
mula as  a test  for  criminal  responsibility. 
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“.  . . A doctor’s  job  is  to  cure  sometimes,  to  relieve  often,  and 
to  comfort  always. 
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SPECIAL  CONTRIBUTION 


MATERNAL 

Neurologic  Complications 
in  Pregnancy 

First  Installment 


MATERNAL  neurologic  compli- 
cations arising  during  preg- 
nancy comprise  a spectrum  of 
disorders  that  lend  themselves  to  the  follow- 
ing outline: 

1.  Disorders  or  complications  that  are 
near-specific  for  pregnancy.  Pregnancy  is 
a near  - absolute  requirement ; rare  excep- 
tions may  occur. 

a.  Eclampsia. 

b.  Cerebral  venous  thrombosis  of  puerperium. 

c.  Choriocarcinoma  (metastases). 

d.  Injury  of  lumbosacral  plexus  by  fetal  head 
or  forceps. 

e.  Sheehan's  syndrome. 

2.  Aggravated  disorders  whose  origin 
does  not  lie  specifically  in  pregnancy. 

1.  Disorders  wherein  pregnancy  may 
play  a part  in  providing  susceptibility  or 
etiology.  Without  pregnancy  the  disorder 
may  not  have  developed. 

a.  Some  cases  of  herniated  intervertebral  disc. 

b.  Meralgia  paresthetica. 

c.  Brachial  neuralgia. 

d.  Carpal  tunnel  syndrome. 

e.  Polyneuritis  (some  cases). 

f.  Tetany. 

g.  Embolism. 

h.  Chorea  gravidarum. 

i.  Certain  infections  (pelvic  origin). 

j.  Poliomyelitis. 

2.  Disorders  wherein  pregnancy,  al- 
though aggravating,  likely  plays  no  part  in 
etiology.  The  lesion  existed  before  preg- 
nancy or  would  have  developed  without 
pregnancy.  The  incidence  of  this  disorder 
appears  no  greater  than  in  the  nonpregnant 
female  population  of  the  same  age  group. 

a.  Aneurism  of  Circle  of  Willis. 

b.  Some  cases  of  epilepsy. 

c.  Some  cases  of  brain  tumor. 

d.  Some  cases  of  herniated  intervertebral  disc. 

e.  Pheochromocytoma. 
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f.  Vertebral  hemangioma. 

g.  Coarctation  of  aorta. 

h.  Acute  intermittent  porphyria. 

3.  Incidental  or  accidental  disorders,  not 
precipitated  or  aggravated  by  pregnancy. 
Examples : 

a.  Some  cases  of  epilepsy. 

b.  Some  cases  of  brain  tumor. 

c.  Myasthenia  gravis. 

d.  Multiple  sclerosis. 

e.  Reactions  from  medications. 

Eclampsia 

Eclampsia  appears  to  be  a specific  hyper- 
tensive vascular  disease  of  pregnancy.  It  re- 
veals certain  features  reminiscent  of  malig- 
nant (accelerated)  idiopathic  hypertension 
with  encephalopathy.  It  may  be  hormonal 
in  origin,  or  at  least  due  to  a circulating 
vasopressor.1  The  basic  lesion,  while  not 
pathognomonic,  consists  of  vasospasm,  fol- 
lowed by  ischemic  necrosis  (“arteriolitis” 
with  hyaline  or  fibrinoid  changes)  of  ar- 
terioles and  capillaries  with  resultant  throm- 
bosis and  hemorrhage.  Liver,  kidneys, 
brain,  lungs  and  heart  bear  the  brunt  of 
this  damage.  Pulmonary  edema,  cardiac 
failure,  asphyxia  and  medullary  depression 
from  convulsions,  cerebral  hemorrhage  or 
renal  cortical  necrosis  may  cause  death.2 

In  approximately  one-third  of  cases  com- 
ing to  pathologic  examination,  no  cerebral 
changes  are  found.  In  others,  cerebral 
hemorrhage  is  a common  finding.  This  may 
appear  as:3-4 

Multiple  small  hemorrhages  in  cortex. 

Single  small  intracerebral  hemorrhage. 

Massive  intracerebral  hemorrhage. 
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Occasionally  this  bleeding  lends  itself  to 
surgical  management.5 

Basal  ganglia,  pons,  rarely  medulla  or 
cerebellum  may  be  sites  of  hemorrhage. 
Other  cerebral  changes  consist  of  varying 
amounts  of  edema  and  the  small  vessel  path- 
olosis  described  above.  Electroencephalo- 
graphic  changes  may  roughly  parallel  the 
severity  of  eclampsia.6  EEG  in  preeclamp- 
sia appears  to  have  no  particular  diagnostic 
or  prognostic  value.7 

Eclampsia  appears  in  approximately  one 
out  of  every  500-1000  pregnancies.  It  is 
more  common  and  may  appear  earlier  in 
multiple  pregnancy,  hydramnios,  or  hydatid 
degeneration  of  the  placenta. 

With  occasional  exceptions,  it  is  said  that 
fifty  per  cent  of  cases  appear  in  the  last  tri- 
mester of  pregnancy  and  usually  close  to 
term ; twenty-five  per  cent  appear  during 
labor ; twenty-five  per  cent  appear  post  par- 
turn,  most  within  24  hours,  rarely  after  48 
hours. 

Eclampsia  rarely  appears  suddenly  and 
without  warning.8  Clues  lie  in  the  syndrome 
of  preeclampsia  which  usually  permits  treat- 
ment of  preeclampsia  and  prevention  of 
eclampsia. 

Early  or  mild  preeclampsia  discloses: 

Rapid  and  excessive  weight  gain,  usually  edema. 

Rise  in  blood  pressure  after  24th  week  gesta- 
tion. This  is  either  over  140  mm.  Hg.,  sys- 
tolic and  90  mm.,  diastolic,  or  a relative 
rise  for  the  patient  of  over  15  mm.  systolic 
or  10  mm.  diastolic. 

Proteinuria. 

Spasm  of  retinal  arterioles;  occasionaly  retinal 
edema. 

Severe  preeclampsia  reveals : 

Rise  in  blood  pressure  to  160/110  or  more  with 
patient  at  bedrest. 

Proteinuria  +3,  +4. 

Oliguria  (400  ml  or  less  per  24  hours). 

Cerebral  or  visual  symptoms. 

Epigastric  pain;  tight-band  sensation  around 
thorax. 

Headache. 

General  edema. 

Eclampsia  features  clinically: 

5-10  per  cent  mortality. 

Severe  epigastric  pain,  tight-band  sensation 
around  thorax. 

Excitability  and  hyperreflexia. 

Amaurosis.  Retinopathy:  hemorrhages,  exu- 

dates. 


Convulsions.  Status  epilepticus  may  occur. 

Coma. 

Focal  cerebral  deficits. 

Organic  mental  changes. 

Pulmonary  edema  or  cyanosis;  especially  after 
convulsions. 

Improvement  ensues  spontaneously  12-24 
hours  following  emptying  of  the  uterus. 

The  above  conditions  of  preeclampsia  and 
eclampsia  must  be  differentiated  especially 
from : 

Idiopathic  epilepsy. 

Pre-existing  or  coincidental  essential  hyperten- 
sion or  renal  disease. 

Pheochromocytoma. 

Spontaneous  cerebral  venous  thrombosis. 

Rupture  of  cerebral  aneurism. 

Brain  tumor. 

Acute  intermittent  porphyria. 

Toxic  drug  reactions,  including  convulsions  in 
withdrawal  from  excessive  alcohol  or  bar- 
biturate use. 

Cerebral  Venous  Thrombosis 

Cerebral  venous  thrombosis  is  a rarity 
among  adults.  It  may  occur  in  states  of  ex- 
treme cardiac  disease,  cachexia  or  marasmus, 
dehydration,  polycythemia,  craniocerebral 
trauma,  or  infection  that  spreads  to  intra- 
cranial veins. 

In  a small  number  of  otherwise  healthy, 
pregnant  women,  a near  “specific”  form  of 
cerebral  venous  thrombosis  occurs.  This  has 
been  given  many  names,  (that  is,  puerperal 
hemiplegia,  postpartum  cerebral  thrombo- 
phlebitis) and  may  be  confused  with  eclamp- 
sia and  other  cerebrovascular  disease  occur- 
ring during  pregnancy.9’ 10’ 11  At  times, 
venography,  surgical  exploration  or  post- 
mortem data  are  necessary  for  certain  diag- 
nosis. 

The  condition  appears  most  commonly  in 
the  immediate  postpartum  period.  It  may 
appear  as  late  as  three  weeks  postpar- 
tum.12- 13  It  rarely  appears  during  pregnan- 
cy.14 Its  etiology  is  unknown.  Theories  are 
as  follows: 

1.  Venous  endothelial  changes  encourage  clot- 
ting. 

2.  Blood  constituent  changes  encourage  clot- 
ting. 

3.  A chain  of  thromboses  extends  from  pelvic 
veins  via  paraspinal  and  intraspinal  venous 
plexuses  to  the  intracranial  veins. 

Infection  has  not  been  proven  to  be  etio- 
logic.  Cortical  veins  are  commonly  affected, 
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particularly  frontal  and  parietal  groups. 
With  severe  involvement,  the  superior  longi- 
tudinal sinus  becomes  thrombosed. 

Depending  on  the  extent  of  thrombosis, 
the  clinical  picture  varies.  Where  the  in- 
volvement is  small,  in  a “silent”  area  of  the 
brain  and  collateral  venous  drainage  is  ade- 
quate, the  clinical  clues  may  be  negligible 
or  minimal.  A transient  episode  of  focal 
cerebral  deficit  (that  is,  hemiplegia,  aphasia, 
hemianopsia)  or  convulsion  (these  may  be 
focal,  too)  may  comprise  the  total  picture. 
In  the  uncomplicated  case,  there  are  no  signs 
of  eclampsia,  essential  hypertension,  renal 
disease  or  other  intracranial  disease.  Spinal 
fluid  examination  is  negative.  Transient, 
focal  EEG  disturbances  and  venographic 
evidence  of  occlusion  may  be  demonstrated 
only  if  the  involvement  is  sufficiently  large 
and  appropriately  situated.15  These  patients 
often  recover  without  residuals. 

At  the  other  end  of  the  spectrum  of  se- 
verity of  involvement  are  those  who  incur 
extensive  venous  thrombosis,  including  large 
and  critical  venous  sinuses.12’ 13> 16- 17>  18  These 
cases  present  more  of  a diagnostic  challenge 
and  may  not  be  as  readily  distinguishable 
from  eclampsia  or  other  intracranial  disease. 
The  complete  clinical  picture  of  extensive 
cerebral  venous  thrombosis  includes: 

Gradual  evolution  over  hours  or  a few  days. 
May  fluctuate,  waxing  and  waning. 

Headache. 

Focal  cerebral  deficit. 

Mental  changes  (confusion,  lethargy,  delirium, 
dementia,  frontal  lobe  deficit). 

Convulsions,  focal  or  generalized. 

Coma. 

Papilledema  (gradual  evolution). 

Spinal  fluid. 

Increased  pressure  (may  be  marked  if  su- 
perior longitudinal  sinus  occluded). 

Bloody  in  some  cases. 

Elevated  blood  pressure,  usually  fluctuating 
(cerebral  origin). 

EEG  changes  reflecting  site  or  extent  of  in- 
volvement. 

Residuals:  focal  deficit  or  paresis;  convul- 

sions.12- 19 

In  the  acute  stage,  with  venous  drainage 
from  the  intracranial  regions  extensively 
blocked,  cerebral  edema  and  increased  cere- 
brospinal-fluid pressure  occur.  This  is  the 
most  consistent  finding  on  lumbar  tap  in 
this  group.  If  venous  seepage  occurs,  some 
blood  will  be  found  in  the  spinal  fluid  but 
not  to  the  gross  extent  often  found  with 
ruptured  arterial  aneurism.  Several  days 


after  the  acute  phase  a mild  to  moderate  rise 
of  spinal  fluid  protein  may  occur  (ordinar- 
ily not  over  100  mg.  per  ml). 

Focal  (Jacksonian)  seizures  are  more  com- 
mon with  cerebral  venous  thrombosis  than 
with  eclampsia  or  aneurismal  rupture.  This 
is  due  to  the  limited  extent  of  thrombosis 
which  occurs  in  many  cases. 

Measures  to  reduce  severe  cerebral  edema 
may  be  necessary.  Anticoagulant  therapy 
has  been  tried  with  reported  success,  al- 
though the  advisability  of  this  in  the  preg- 
nant or  immediate  postpartum  state  may 
pose  serious  problems. 

Cerebral  arterial  thrombosis  in  pregnancy 
has  been  reported  rarely  (proven  with  ar- 
teriography).10- 20’ 21- 22  This  would  not  pro- 
vide signs  and  symptoms  of  increased  intra- 
cranial pressure  nor  (usually)  convulsions. 

Choriocarcinoma 

Tumors  of  placental  tissue  are,  interest- 
ingly, more  common  in  women  of  the  Orient 
and  Philippine  Islands.  They  may  vary 
from  the  benign  hydatidiform  mole  to  th'e 
highly  malignant  choriocarcinoma  (also 
called  chorionepithelioma).  This  latter  con- 
dition may  occur  in  1 :40, 000-250,000  preg- 
nancies. Invasion  of  the  nervous  system, 
particularly  the  brain,  is  a common  feature 
of  this  disorder.23- 24  With  the  most  rare  ex- 
ceptions of  nonpregnant  origins  (Genital: 
seminoma  of  testis,  teratoma  of  testis  or 
ovary,  dysgerminoma  of  ovary.  Extragen- 
ital : Embryonic  “rests”  in  mediastinum, 
retroperitoneum,  stomach,  pineal  gland),  this 
neoplasm  requires  pregnancy  and  embryonic 
chorion  from  which  it  arises.25  Its  clinical 
appearance  is  preceded  by  presence  of  a 
hydatidiform  mole  in  40  per  cent  of  cases, 
abortion  in  40  per  cent  and  an  otherwise 
normal  pregnancy  in  20  per  cent.  The  fol- 
lowing features  comprise  this  syndrome : 

Pregnancy,  present  or  recent. 

Unsuspected  abortion  must  be  considered. 
May  appear  up  to  6 months  post  partum, 
rarely  after  several  years(?) 

Continued  bleeding  after  uterine  evacuation. 

Positive  pregnancy  tests  (due  to  persistent 
chorionic  gonadotropin). 

Pathologic  examination  of  curettage  specimens. 

Local  spread:  pelvis,  vagina. 

Metastases  to  lung  and  brain. 

Injury  to  Lumbosacral  Plexus 

Injury  to  the  lumbosacral  plexus  may  oc- 
cur with  labor,  particularly  if  :23’ 26>  27>  28 
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Pelvis  is  narrow  in  anteroposterior  measure- 
ments. 

High  forceps  are  used. 

Mother  is  five  feet  or  less  in  height. 

Fetus  is  large. 

Prolonged  or  “difficult”  labor. 

Exposed  to  compression  against  bones  of 
the  pelvis  by  fetal  passage  and  manipula- 
tion are  especially: 

Fourth  and  fifth  lumbar  trunks  descending 
over  posterior  brim  of  pelvis. 

First  sacral  trunk,  obturator  and  superior  glu- 
teal nerves. 

Fortunately  in  most  instances  only  a 
transient  peroneal  nerve  palsy  (“foot  drop”) 
occurs,  since  the  distal  elements  of  this 
nerve  are  least  well  protected  in  the  pelvis. 
Gluteal-sciatic  pain  is  usually  not  outstand- 
ing and  disappears  before  the  footdrop ; this 
is  often  diagnostic. 

If  more  widespread  contusion  occurs 
(rare),  one  may  expect  to  find  with  greater 
injury  of: 

Obturator  nerve:  Pain  in  groin  and  antero- 

medial aspect  of  thigh;  weakness  of  external 
rotation  and  adduction  of  thigh. 

Superior  gluteal  nerve:  Weakness  of  abductors 
of  thigh,  and  external  rotators. 

Fifth  lumbar  — first  sacral  trunks:  Gastroc- 
nemius muscle  weakness. 

Sheehan’s  Syndrome 

While  the  ultimate  clinical  picture  (hypo- 
pituitarism) is  not  specifically  associated 
with  complications  of  pregnancy,  one  of  its 
principal  etiologies  appears,  for  most  part, 
to  require  intra-  or  post-partum  hemorrhage 
and  shock.  This  condition  of  pregnancy  pro- 
vides the  most  frequent  cause  of  anterior 
pituitary  infarction,  which  may  be  partial 
or  considerable.  The  syndrome  of  hypo- 
pituitarism (anterior  pituitaiy  deficiency) 
may  manifest  itself  directly  or  after  a lat- 
ent period  even  of  years.21 

Congenital  Aneurism  of  Circle 
of  Willis 

Ruptured  cerebral  aneurism  provides  one 
of  the  more  common  causes  of  intracranial 
bleeding  and  subarachnoid  hemorrhage 
among  the  pregnant.13  Its  presence  in  preg- 
nancy is  regarded  as  coincidental.  There 
may  be  an  incidence  of  0. 5-1.0  per  cent  of 
cerebral  aneurism  in  the  general  population 
(many  never  rupture).  Of  4-6  million  preg- 
nancies per  year,  there  would  thus  be  20,000 


to  60,000  mothers  harboring  such  aneu- 
risms.30 

Most  of  these  patients  are  ages  20-43. 
Most  ruptures  occur  from  the  16th  week  of 
gestation  on  and  less  than  15  per  cent  occur 
during  labor.  Some  occur  postpartum,  usu- 
ally within  24  hours.  The  immediate  mor- 
tality is  about  50  per  cent  as  it  is  with  the 
nonpregnant.  Only  a small  per  cent  (10%) 
are  found  associated  with  pre-eclampsia  or 
eclampsia.10’21’22-31  It  is  theorized  that  the 
following  factors  may  exert  a provocative  in- 
fluence on  aneurismal  rupture  in  pregnancy : 

Hypertension  (from  any  source). 

Preeclampsia  or  eclampsia. 

Oxytocic  and/or  vasopressor  drugs. 

Parturition. 

Vascular  endothelial  changes. 

Increased  blood  volume. 

Biochemical  changes  in  blood. 

The  coincidence  of  polycystic  kidneys  and 
coarctation  of  the  aorta  with  cerebral  aneu- 
rism is  known.32  What  possibilities  occur 
in  pregancy  await  further  study. 

Congenital  angiomas  of  the  brain  are  less 
common  than  congenital  aneurisms  of  the 
Circle  of  Willis.  However,  they  too  may  oc- 
casionally rupture  during  pregnancy.10 
Bleeding  is  usually  less  intense  and  may  be 
intermittent.  Signs  of  focal  cerebral  irrita- 
tion or  deficit  are  more  likely.  Focal  EEG 
clues  and  arteriography  usually  assist  in  di- 
agnosis. 

Other  cerebrovascular  syndromes  of  preg- 
nancy are  less  common: 

Cerebral  artery  thrombosis  (etiology  invariably 
unexplained). 

Cerebral  embolism  (associated  with  mitral  ste- 
nosis or  endocarditis). 

Intracranial  bleeding  associated  with  anticoagu- 
lant therapy  (usually  for  peripheral  throm- 
bophlebitis). This  may  include  subdural 
hematoma.1®*  33 

Cerebral  hemorrhage  associated  with  other 
(noneclamptic)  hypertensive  diseases. 

Concern  in  the  use  of  oxytocic  drugs, 
which  may  cause  grave  hypertension  and 
possibly  cerebral  hemorrhage,  has  been 
voiced  by  several  authorities,8- 34  but  no  de- 
finitive study  of  these  risks  is  known.  Risks 
would  appear  especially  great  when  oxytocics 
and  then  vasopressors  are  given  (the  latter 
for  hypotension  with  anesthesia). 

(NOTE:  The  list  of  references  will  not  be 

printed  with  this  article,  but  will  be  available 

with  reprints). 


194 


Nebraska  S.  M.  J. 


i ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
April  8,  McCook,  St.  Catherine’s  Hospital 
April  22,  Ainsworth,  Elementary  Grade 
School 

May  6,  Ogallala,  Elks  Club 

May  20,  Lexington,  High  School  Building 

WESTERN  SAFETY  COUNCIL  AND  EX- 
HIBITS, Ninth  Annual  Congress  — April 
17,  18  and  19;  Ambassador  Hotel,  Los  An- 
geles. Contact  Joseph  M.  Kaplan,  Man- 
ager, Greater  Los  Angeles  Chapter,  Na- 
tional Safety  Council,  3388  West  8th 
Street,  Los  Angeles  5,  Calif. 

REGIONAL  MEETING,  President’s  Com- 
mittee on  Employment  of  the  Physically 
Handicapped  — Fargo,  North  Dakota, 
April  24,  1962. 

SIXTH  POSTGRADUATE  COURSE  ON 
FRACTURES  AND  OTHER  TRAUMA 
— Sponsored  by  the  Chicago  Committee 
on  Trauma  of  the  American  College  of 
Surgeons  will  be  held  at  the  John  B.  Mur- 
phy Auditorium,  50  East  Erie  Street, 
Chicago,  on  April  25,  26,  27,  and  28,  1962. 

ANNUAL  SESSION  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — April  30- 
May  1,  2,  3,  1962,  Hotel  Comhusker,  Lin- 
coln. 

ANNUAL  MEETING,  MINNESOTA 
STATE  MEDICAL  ASSOCIATION  — 
May  21-23,  1962,  Minneapolis. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 


AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23 ; Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963;  the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 


Medicare  in  Operation 

One  hundred  and  fifty  dollars  is  the  full 
allowance  for  maternity  care  and  delivery 
under  the  Medicare  Program.  Doctors  will 
not  receive  this  full  allowance  unless  they 
have  rendered  antepartum  care  exceeding 
26  weeks. 

Doctors  performing  delivery  and  render- 
ing antepartum  care  for  less  than  26  weeks 
will  be  paid  separately  for  delivery  and  each 
antepartum  visit  according  to  the  trimester 
method.  The  dates  and  charges  of  each  pre- 
natal visit  must  be  listed  on  the  claim  form. 

The  Nonavailability  Statement  DD  Form 
1251  is  required  whenever  the  patient  and 
sponsor  reside  together.  If  the  statement  is 
issued  following  the  covered  services  listed 
on  the  claim  form,  it  must  bear  an  explana- 
tion that  it  is  retroactive  to  the  date  care 
is  authorized. 


NEW  LOAN  FUND  PROGRAM 
FOR  MEDICAL  STUDENTS 

February  13,  1962 

Dear  Doctors : 

The  American  Medical  Association, 
through  its  Educational  and  Research  Foun- 
dation, is  embarking  on  a guaranteed  loan 
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program  for  medical  students,  interns  and 
residents. 

For  every  dollar  set  aside  by  the  Founda- 
tion as  a guarantee,  the  private  banking  in- 
dustry will  loan  $12.50  at  a maximum  rate 
of  6%  simple  interest.  The  loans  will  be 
repaid,  in  installments,  after  the  completion 
of  medical  school,  internship  and  residency. 

When  repayments  begin,  funds  will  be 
released  to  guarantee  additional  loans.  Aft- 
er several  years,  therefore,  the  loan  program 
will  become  self-supporting. 

We  believe  this  program  is  one  of  the 
best  ever  sponsored  by  physicians.  It  is 
wholly  positive.  It  provides  deserving  stu- 
dents in  medicine  with  the  funds  required  to 
underwrite  educational  and  incidental  ex- 
penses. It  is  conducted  in  cooperation  with 
private  banks.  It  will  gradually  become  a 
revolving,  self  - financed,  guaranteed  loan 
program. 

Most  important  of  all,  every  contribution 
is  not  only  tax  deductible  to  the  donor,  but 
makes  available  for  direct  loan  by  banks 
1214  times  the  contribution. 

This  kind  of  program  is  relatively  new 
for  personal  loans,  but  pilot  studies  have 
already  shown  its  acceptance  by  students 
and  banks. 

We  have  had  the  privilege  of  making  the 
first  donations  to  this  new  guaranteed  loan 
program.  Will  you  join  us  and  other  physi- 
cians in  assisting  at  its  financial  birth? 

You  will  be  helping  to  build  the  medical 
profession  of  tomorrow. 

Please  send  your  check  to  AMA-ERF. 

Leonard  W.  Larson,  M.D., 
President,  A.M.A. 

Hugh  H.  Hussey,  Jr.,  M.D., 
President,  A.M.A.-E.R.F. 

P.S. : Merck,  Sharp  & Dohme  has  just  in- 
formed us  that  they  are  willing  to 
match  the  first  $100,000  that  we 
physicians  contribute  to  the  guaran- 
tee fund.  This  is  a wonderful  offer 
from  a fine  company,  and  your  con- 
tributions will  enable  us  to  accept  it. 


MANY  MEDICAL  SOCIETIES  ACT  FAST 
TO  LAUNCH  NEW  PUBLIC 
SERVICE  ADS 

Medical  societies  around  the  country  are 
setting  the  wheels  in  motion  for  a new  pub- 
lic service  advertising  campaign  designed  to 
reach  the  public  with  medicine’s  story  and 
improve  medical  press  relations. 

The  first  six  in  this  new  series  of  open- 
end  ads  for  placement  in  local  newspapers 
were  sent  by  the  American  Medical  Associa- 
tion to  county  societies  January  29.  An  ad- 
vance mailing  was  sent  to  state  societies 
January  29.  An  advance  mailing  was  sent 
to  state  societies  earlier  in  the  month. 

Ads  deal  with  choosing  a doctor,  medical 
society  grievance  committees,  the  doctor- 
patient  relationship,  immunization,  medi- 
cine’s traditional  guarantee  of  care  for  all, 
and  cost  of  medical  care.  They  are  simple, 
straight-forward  and  non-political. 

In  the  first  two  weeks  of  February  pre- 
liminary reports  indicated  growing  interest 
and  acceptance  of  the  campaign,  prepared 
by  the  American  Medical  Association  for  its 
state  and  county  societies  on  the  recommen- 
dation of  its  Communications  Advisory  Com- 
mittee. The  committee  is  composed  of  execu- 
tive secretaries  representing  state  and  coun- 
ty societies. 

Two  western  states  were  the  first  to  re- 
port full-scale  efforts  to  implement  the  cam- 
paign. Working  closely  with  the  Colorado 
Press  Association  the  Colorado  Medical  So- 
ciety is  completing  a plan  to  place  ads  in 
118  Colorado  daily  and  weekly  newspapers. 
The  society  is  rewriting  A.M.A.  ads  to  fit 
the  local  situation  and  is  preparing  addition- 
al ones  in  the  same  style  for  a series  sched- 
uled to  begin  in  mid-February  and  run  till 
mid- June.  Ads  will  be  signed  by  the  county 
medical  society  in  the  area  in  which  they 
appear  if  its  members  give  permission,  or 
by  the  state  medical  society. 

Additional  paragraphs  offering  medical 
society  speakers  and/or  literature  on  ad  top- 
ics or  related  subjects  also  will  be  canned. 

“We  intend  to  get  all  the  mileage  we  can 
out  of  this  educational  advertising  cam- 
paign,” reports  Don  Derry,  Colorado  Field 
Secretary,  who  with  Harvey  Sethman,  Ex- 
ecutive Secretary,  is  working  out  final  cam- 
paign plans.  “We  feel  this  is  an  excellent 
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way  in  which  to  tell  the  public  some  of  our 
fundamental  beliefs  and  perhaps  as  a result 
make  it  easier  for  them  to  understand  our 
position  on  some  of  the  political  issues  na- 
tionally and  locally.” 

Early  action  on  the  campaign  also  was 
reported  from  Cheyenne,  Wyoming,  where 
Bill  Anderson  of  Wyoming  Advertising,  pub- 
lic relations  consultant  for  the  Wyoming 
State  Medical  Society  has  arranged  to  co- 
ordinate the  ad  program  through  his  office. 

Mats  are  being  prepared  from  reproduci- 
ble ad  proofs  supplied  by  A.M.A.  and  memos 
already  have  been  sent  to  all  county  societies 
outlining  the  importance  of  the  campaign 
and  explaining  how  it  will  be  handled  in 
Wyoming.  All  Anderson  needs  is  authori- 
zation from  a society  and  a check  to  cover 
cost  of  placing  ads. 

Authorization  already  has  been  received 
from  two  societies  and  verbal  go-aheads 
from  several  others  out  of  a possible  fifteen, 
according  to  Anderson,  who  anticipates  50% 
to  75%  participation  by  counties. 

Anderson  endorses  the  ad  campaign  as  an 
important  part  of  the  Wyoming  society’s 
year-long  public  relations  efforts. 

“We  cannot  help  but  strengthen  our  own 
relationships  with  various  newspapers  in 
the  state  if  we  occasionally  purchase  space 
in  their  publications,”  he  said. 

In  Florida,  Dr.  Robert  E.  Zellner,  presi- 
dent-elect, introduced  the  ad  series  at  a mid- 
January  County  Presidents  and  Secretaries 
Conference.  Dr.  S.  Carnes  Harvard  further 
urged  each  county  society  to  consider  the 
campaign  and  cooperate  in  the  ad  effort  in 
a January  memo. 

In  Maryland,  following  a mailing  to  all 
county  presidents  announcing  the  cam- 
paign signed  by  Dr.  Howard  F.  Kinnamon, 
president  of  the  Medical  and  Chirurgical 
Faculty,  two  counties  voted  to  support  the 
campaign  sight  unseen. 

“I  feel  sure  that  additional  societies  will 
pick  up  the  ball,”  reports  Ted  Chilcoat,  as- 
sistant to  the  Maryland  executive  secretary. 

In  Iowa,  where  first  pilot  programs  utiliz- 
ing paid  advertising  space  to  run  informa- 
tional articles  on  medical  and  socio-economic 
subjects  were  successfully  conducted,  Dr. 
John  D.  Thomsen,  chairman  of  the  medical 
society’s  public  relations  committee,  urged 


societies  to  participate  in  the  nationwide 
campaign. 

Here  are  excerpts  from  letters  written  by 
other  medical  society  officers  commending 
the  campaign  to  their  counties: 

Mississippi  — Dr.  Lawrence  W.  Long, 
president : “I  encourage  you  to  give  this 

proposal  serious  consideration,  and  if  you 
determine  that  the  program  can  serve  a use- 
ful purpose  in  your  society  area,  to  consider 
sponsorship  of  it.” 

North  Carolina  — Dr.  Claude  B.  Squires, 
president:  “We  take  this  opportunity  of 
alerting  you  and  your  local  society  to  the 
forthcoming  A.M.A.  ad  mailing  and  com- 
mend the  project  to  your  consideration  as 
an  important  public  relations  effort  and  urge 
your  cooperation.” 

Ohio  — Dr.  George  W.  Petznick,  presi- 
dent: “This  is  part  of  a nationwide  cam- 
paign to  cultivate  public  good  will  for  medi- 
cine. I commend  it  to  you  and  hope  very 
much  that  the  county  medical  societies  .of 
Ohio  will  participate  actively  in  it.” 

From  Nevada  comes  a report  that  two 
large  medical  societies  are  interested  in  the 
campaign  “to  the  point  of  raising  special 
funds”  to  finance  the  ad  project. 

Six  additional  ads  with  accompanying  art 
work  which  can  be  used  if  a society  chooses 
to  do  so  are  now  being  prepared  and  will 
be  supplied  in  late  spring.  The  next  six 
deal  with  medical  ethics,  voluntary  health 
insurance,  emergency  call  systems,  house 
calls  and  fee  discussion. 


PROCEEDINGS 
BOARD  OF  COUNCILORS 

Nebraska  State  Medical  Association 

February  11,  1962 

The  annual  midwinter  meeting  of  the  Board  of 
Councilors  was  held  at  the  Hotel  Comhusker,  Lin- 
coln, Nebraska,  February  11,  1962.  The  meeting 
was  called  to  order  by  the  Chairman,  Harold  Neu, 
M.D. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter, 
R.  C.  Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  Ray  S. 
Wycoff,  L.  S.  McNeill,  Max  M.  Raines,  R.  J.  Mor- 
gan; A.  J.  Offerman,  President;  0.  A.  Kostal,  Presi- 
dent-Elect; J.  B.  Christensen,  Speaker,  House  of 
Delegates;  and  Ken  Neff,  Executive  Secretary. 
Others  present  were  Di’S.  John  T.  McGreer, 
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Jr.,  C.  N.  Sorensen,  A.  A.  Ashby,  J.  M.  Woodward, 
J.  P.  Gilligan,  W.  C.  Kenner,  R.  R.  Andersen,  Pey- 
ton Pratt,  E.  A.  Rogers,  J.  D.  McCarthy,  H.  S. 
Morgan,  James  Kelly,  D.  B.  Steenburg,  and  E.  B. 
Reed,  and  Mr.  Dave  Powell  and  Mr.  W.  M.  Heavey. 

Nominations  for  Chairman  were  called  for  and 
Dr.  Harold  Neu  was  nominated  Motion  was  made 
and  seconded  that  the  nominations  be  closed  and 
the  unanimous  ballot  be  cast  for  Dr.  Neu  as  Chair- 
man. Motion  carried. 

Nominations  for  Secretary  were  then  called  for 
and  Dr.  Garlinghouse  was  nominated.  The  motion 
was  made  by  Dr.  Nuss  and  duly  seconded  that  the 
nominations  be  closed  and  the  unanimous  ballot 
be  cast  for  Dr.  Garlinghouse  as  Secretary.  Mo- 
tion carried. 

Motion  was  made  by  Dr.  Garlinghouse,  and  duly 
seconded,  that  the  minutes  of  the  midwinter  meet- 
ing, as  published  in  the  April,  1961,  issue  of  the 
Journal  be  accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Offerman,  and  duly  sec- 
onded, that  the  audit  be  accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Sorensen,  and  duly  sec- 
onded that  the  report  of  the  Board  of  Trustees 
be  accepted.  Motion  carried. 

The  report  of  the  Policy  Committee  was  next 
considered,  and  during  the  discussion  the  Chairman 
introduced  Mr.  William  Heavey,  the  new  Execu- 
tive Director  of  the  Blue  Shield.  Following  further 
discussion,  it  was  moved  by  Dr.  Nuss,  and  duly 
seconded,  that  the  report  of  the  Policy  Committee 
be  accepted.  Motion  carried. 

It  was  moved  by  Dr.  Wycoff,  and  duly  seconded, 
that  the  report  of  the  Advisory  to  Auxiliary  com- 
mittee be  accepted.  Motion  carried. 

Following  discussion  it  was  moved  by  Dr.  Offer- 
man,  and  duly  seconded,  that  the  report  of  the 
Committee  on  Aging  be  accepted.  Motion  carried. 

The  report  of  the  Advisory  Committee  to  the  Ma- 
ternal and  Child  Health  Committee  was  next  con- 
sidered. It  was  recommended  by  Dr.  McNeill  that 
the  report  of  the  Advisory  Committee  to  Maternal 
and  Child  Health  be  tabled  until  the  next  annual 
session  of  the  Board,  to  allow7  the  Committee  on 
Maternal  and  Child  Health  and  the  Advisory  Com- 
mittee to  meet,  before  the  report  is  placed  before 
the  House  of  Delegates.  Following  discussion,  it 
was  moved  by  Dr.  Offerman,  and  duly  seconded, 
that  the  recommendation  be  accepted.  Motion  car- 
ried. Following  further  discussion,  it  wras  moved 
by  Dr.  Nuss,  and  duly  seconded,  that  the  report 
of  the  Advisory  Committee  to  the  Maternal  and 
Child  Health  Committee,  as  amended,  be  accepted. 
Motion  carried. 

The  report  of  the  Maternal  and  Child  Health 
Committee  wras  next  considered.  Following  discus- 
sion, it  w7as  moved  by  Dr.  Offerman,  and  duly  sec- 
onded, that  the  committee’s  report  be  accepted, 
but  no  resolution  concerning  the  adoption  of  the 
form  for  investigating  maternal  deaths  be  present- 
ed to  the  House  of  Delegates  until  further  meetings 
between  the  two  committees.  Motion  carried. 

The  report  of  the  Allied  Professions  Committee 
wras  next  considered.  Following  discussion,  it  WTas 
moved  by  Dr.  Garlinghouse,  and  duly  seconded, 
that  the  report  be  accepted.  Motion  canied. 

The  Uniform  Fee  Schedule  Committee  report, 
and  supplementary  report,  were  next  considered 


Following  discussion,  Dr.  Bancroft  moved  that  the 
committee  be  empowered  to  negotiate  and  be  given 
authority  to  negotiate  with  the  State  Division  of 
Public  Welfare.  Following  further  discussion,  it 
wTas  moved  by  Dr.  Garlinghouse,  and  duly  seconded, 
that  the  report  of  the  Uniform  Fee  Schedule  Com- 
mittee be  accepted,  and  that  the  motion  of  Dr. 
Bancroft  be  adopted.  Motion  carried. 

It  was  moved  by  Dr.  Offerman,  and  duly  second- 
ed, that  the  report  of  the  Committee  on  Blood  and 
Blood  products  be  accepted.  Motion  carried. 

The  report  of  the  Committee  on  Prepayment  of 
Medical  Care  was  next  considered.  Following  dis- 
cussion, it  was  moved  by  Dr.  Nuss,  and  duly  sec- 
onded, that  the  report  be  adopted.  Motion  carried. 

Dr.  K.  S.  J.  Hohlen  gave  his  oral  report  on  ac- 
tivities of  the  Council  on  Professional  Ethics.  It 
was  moved  by  Dr.  Wycoff,  and  duly  seconded, 
that  the  report  by  Dr.  Hohlen  be  accepted.  Motion 
carried. 

Dr.  E.  B.  Reed  presented  the  oral  report  of  the 
Legislative  Committee.  Following  discussion,  it 
was  moved  by  Dr.  Salter,  and  duly  seconded,  that 
the  report  be  accepted.  Motion  canied. 

The  report  of  the  Cancer  Committee  was  next 
considered.  It  was  moved  by  Dr.  Offerman,  and 
duly  seconded,  that  this  report  be  accepted.  Mo- 
tion carried. 

The  report  of  the  Civil  Defense  and  Disaster 
Committee  was  next  considered.  Following  dis- 
cussion, it  wras  moved  by  Dr.  Reeder,  and  duly 
seconded,  that  the  report,  together  with  the  recom- 
mendations therein  contained,  be  accepted.  Motion 
carried. 

It  was  moved  by  Dr.  Offerman,  and  duly  second- 
ed, that  the  report  of  the  Public  Relations  Com- 
mittee be  accepted.  Motion  carried. 

It  was  moved  by  Dr.  Reeder,  and  duly  seconded, 
that  the  report  of  the  Constitution  and  By-Laws 
Committee  be  accepted.  Motion  canied. 

It  w7as  moved  by  Dr.  Reeder,  and  duly  seconded, 
that  the  report  of  the  Diabetes  Committee  be  ac- 
cepted. Motion  carried. 

The  report  of  the  Hospital  and  Professional  Re- 
lations Committee  was  next  considered.  Following 
discussion  it  wras  moved  by  Dr.  Offerman,  and  duly 
seconded,  that  the  report  be  accepted.  Motion  car- 
ried. 

Motion  was  made  by  Dr.  McNeill,  and  duly  sec- 
onded, that  the  report  of  the  Delegate  to  North 
Central  Conference  be  accepted.  Motion  carried. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Joint  Committee  for  the 
Improvement  of  the  Care  of  the  Patient  be  accepted. 
Motion  carried. 

Motion  was  made  by  Dr.  Offerman,  and  duly 
seconded,  that  the  report  of  the  Occupational  and 
Industrial  Health  Committee  be  accepted.  Motion 
carried. 

It  wTas  moved  by  Dr.  Reeder,  and  duly  seconded, 
that  the  report  of  the  Public  Health  Committee  be 
accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Nuss,  and  duly  second- 
ed, that  the  report  of  the  Rural  Medical  Service 
Committee  be  accepted.  Motion  earned. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
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that  the  report  of  the  Traffic  Safety  Committee 
be  accepted.  Motion  carried. 

It  was  moved  by  Dr.  Wycoff,  and  duly  seconded, 
that  the  report  of  the  Tuberculosis  Committee  be 
accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Nuss,  and  duly  second- 
ed, that  the  report  of  the  Executive  Secretary  be 
accepted.  Motion  carried. 

The  report  of  the  Medical  Self-Help  Training 
Program  Committee  was  next  considered,  and  fol- 
lowing discussion,  Dr.  Offerman  moved  the  accept- 
ance of  the  report,  together  with  the  Resolutions 
contained  therein.  The  motion  was  duly  seconded, 
and  carried. 

The  report  of  the  Medical  Education  Committee 
was  next  considered,  and  the  Chairman  read  a 
News  release  regarding  this  subject.  Following 
discussion,  it  was  moved  by  Dr.  McNeill,  and  duly 
seconded,  that  the  report  be  accepted.  Motion  car- 
ried. 

The  Chairman  announced,  referring  back  to  the 
report  of  the  Medical  Self-Help  Training  Program, 
that  Dr.  Rogers  would  have  on  display  some  ma- 
terial regarding  this  subject,  and  urged  the  mem- 
bers to  examine  it  during  the  lunch  hour. 

It  was  moved  by  Dr.  Offerman,  and  duly  sec- 
onded, that  the  report  of  the  Editor  be  accepted. 
Motion  carried. 

Motion  was  made  by  Dr.  Offerman,  and  duly 
seconded,  that  the  report  of  the  Delegate,  Ameri- 
can Medical  Association,  Interim  Session,  be  ac- 
cepted. Motion  carried. 

Motion  was  made  by  Dr.  Offerman,  and  duly 
seconded,  that  the  report  of  the  Continuing  Com- 
mittee on  Medical  Practice  be  accepted.  Motion 
carried. 

No  Resolutions  were  offered  from  the  floor. 

Requests  for  Life  Memberships  were  read  as  fol- 
lows: (See  list  in  Proceedings,  House  of  Dele- 

gates). 

It  was  moved  by  Dr.  McNeill,  and  duly  sec- 
onded, that  said  Life  Memberships  be  approved. 
Motion  carried. 

Requests  for  Fifty-Year  Practitioners  were  read 
as  follows:  (See  list  in  Proceedings,  House  of  Dele- 

gates). 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  said  requests  be  approved.  Motion  carried. 

Motion  was  made  by  Dr.  Offerman,  and  duly 
seconded,  that  Ken  Neff  be  named  Executive  Sec- 
retary. Motion  carried. 

Dr.  Gilligan  presented  an  oral  report  of  the 
Medical-Legal  Committee.  It  was  moved  by  Dr. 
Wycoff,  and  duly  seconded,  that  the  report  be  ac- 
cepted. Motion  carried. 

The  Chairman  introduced  Ex-Officio  member  J. 
B.  Christensen,  M.D.,  of  Omaha,  Speaker,  House  of 
Delegates. 

At  this  point,  it  being  12:15  p.m  , the  meeting 
was  adjourned  until  1:45  p m. 

Following  adjournment,  the  Chairman  intro- 
duced the  following  three  new  members  of  the 
Board  of  Councilors:  Dr.  C.  L.  Anderson,  6th  Dis- 
trict; Dr.  L.  S.  McNeill,  10th  District;  and  Dr. 
Max  M.  Raines,  12th  District. 

The  Chairman  then  asked  the  President-Elect  for 
his  committee  appointments  for  the  coming  year. 


Dr.  Kostal,  President-Elect,  announced  his  com- 
mittee appointments. 

It  was  moved  by  Dr.  McNeill,  and  duly  sec- 
onded, that  the  committee  appointments  be  ap- 
proved. Motion  canned. 

Dr.  Sorensen  was  l-ecognized  by  the  Chairman, 
and  suggested  the  Board  of  Councilors  should 
honor  Dr.  E.  E.  Koebbe  for  his  years  of  satisfac- 
tory service  to  the  society,  and  that  a resolution 
to  that  effect  should  be  prepared. 

It  was  moved  by  Dr.  Offerman,  and  duly  sec- 
onded, that  the  Chairman  appoint  a committee  to 
see  that  such  resolution  was  prepared  and  placed 
in  the  minutes,  and  a copy  sent  to  the  family  of 
Dr.  Koebbe.  Motion  carried. 

The  Chairman  announced  the  appointment  of  the 
following  committee:  Dr.  Sorensen,  Dr.  Wycoff, 

and  Dr.  Waddell,  who  were  to  prepare  such  a reso- 
lution. 

There  being  no  further  new  or  old  business,  the 
meeting  was  adjourned  at  2 p.m.,  on  motion. 

1961  Annual  Audit  and 
Committee  Reports 
Nebraska  State  Medical  Association 

January  15,  1962 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  books  and  records  of  the  Ne- 
braska State  Medical  Association  for  the  year  1961, 
and  submit  herewith  our  report.  Included  in  the 
report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances  — Year 
1961. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments — Year  1961. 

Schedule  B-l  — Statements  of  Receipts  and 
Disbursements  — Annual  Session  — Year 
1961. 

Schedule  B-2  — Comparison  of  General  Ex- 
pense with  Budget  — Year  1961. 

Schedule  B-3  — Statement  of  Receipts  and 
Disbursements  — Hall  of  Health  — Year 
1961. 

Exhibit  C — Statement  of  Investments  — Year 
1961. 

Schedule  C-l  — Statement  of  Investment  Bal- 
ances. 

Exhibit  D — Journal  Accounts  Receivable  — 
December  31,  1961. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1961  there  was  a decrease  in  the  bal- 
ances amounting  to  $3,949  19.  The  total  fund  bal- 
ance on  December  31,  1961  was  $96,977.55,  and  was 
represented  by  cash  in  the  regular  account  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska,  of 
$7,026.42,  cash  in  the  investment  account  at  the 
National  Bank  of  Commerce  Trust  and  Savings 
Company,  Lincoln,  Nebraska  of  $58.51,  notes  re- 
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ceivable  from  Nebraska  Medical  Foundation  $5,- 
000.00,  and  investments  of  $84,892.61. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  income  and  expenses  have  been  divided 
into  three  classifications.  Under  the  heading  of 
General  Income,  the  principal  items  are  member- 
ship dues  of  $40,985.00,  interest  collected  of  $506.35, 
trust  account  income  of  $2,423.84,  and  income  from 
the  annual  session  of  $6,828.00.  The  major  items 
of  income  for  the  Journal  during  the  year  were  ad- 
vertising in  the  amount  of  $31,130.90  and  subscrip- 
tions of  $748.68. 

Other  receipts  include  cash  received  for  the 
American  Medical  Association  dues  of  $28,662.50 
which  was  remitted  to  that  Association  as  shown 
under  Other  Disbursements  in  this  statement. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $45,- 
814.51.  A comparison  of  these  items  with  the 
budget  items  approved  for  1961  is  shown  in  Sched- 
ule B-2.  Journal  expenses  for  the  year  totaled  $40,- 
545.28  and  other  disbursements  were  $29,586.50. 
This  amount  included  American  Medical  Association 
dues  of  $28,662.50  and  the  purchase  of  a Cardex 
file  system  at  a cost  of  $924.00.  The  total  dis- 
bursements during  the  year  were  $115,946.29.  The 
excess  of  disbursements  over  receipts  for  1961  oper- 
ations amounted  to  $4,350.59. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C. 
The  total  amount  of  investments  at  the  beginning 
of  the  year  was  $84,491.22.  There  was  a net  in- 
crease in  United  States  Government  Bonds  held  by 
the  Association  of  $121.09.  The  increase  in  sav- 
ings accounts  consisted  of  1961  income  credited  to 
principal  and  amounted  to  $280.31.  The  total  of 
the  increases  in  investments  was  $401.40,  and  the 
total  amount  of  the  investments  at  cost  value  on 
December  31,  1961  was  $84,892.62.  A detailed  list 
of  the  investments  at  the  beginning  and  close  of  the 
year  is  shown  in  Schedule  C-l. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  Journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  receiv- 
able record  indicated  that  these  accounts  are 
amounts  receivable  for  advertising  during  the 
months  of  November  and  December,  1961.  This 
record  also  indicated  that  these  accounts  are  be- 
ing paid  currently.  Because  the  Association  oper- 
ates on  the  cash  basis,  these  items  are  not  taken  into 
income  until  cash  is  received.  We  did  not  confirm 
the  balances  of  these  accounts  by  independent  cor- 
respondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition, 
tests  were  made  of  letters  of  transmittal  tracing 
the  detailed  items  to  the  individual  members’  ac- 
counts. An  inspection  of  the  members’  cards  in 
connection  with  our  examination  of  the  receipts 


indicated  that  all  cards  issued  to  members  during 
the  year  were  accounted  for  on  the  books  of  the  As- 
sociation. The  records  also  indicate  that  during  the 
year  1961  cards  were  issued  to  102  life  members, 
for  which  no  dues  were  collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined  cov- 
ering a selected  portion  of  the  disbursements.  Min- 
utes of  the  trustees’  meetings  during  the  year  were 
examined  in  regard  to  authorization  of  salaries, 
budgets  and  other  disbursements.  The  balances 
shown  as  cash  in  bank  were  confirmed  by  direct 
correspondence  with  the  depository. 

Our  audit  also  included  an  inspection  of  secur- 
ities owned  by  the  Association  at  the  close  of  the 
year.  Funds  in  savings  and  loan  and  investment 
accounts  were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Neraska  State  Medical 
Association  at  December  31,  1961,  and  the  results 
of  its  operations  for  the  year  then  ended.  Should 
any  additional  information  be  desired  concerning 
matters  which  fall  within  the  scope  of  our  examin- 
ation, we  shall  be  pleased  to  supply  it  upon  request. 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
YEAR  1961 


Total  Fund  Balance,  January  1,  1961 $100,926.74 

Represented  by  : 

Cash  on  Hand  $ 31.25 

Cash — National  Bank  of  Commerce — 

General  Fund  11,064.37 

Cash — National  Bank  of  Commerce 
Trust  & Savings  Company — 

Investment  Fund  339.90 

Investments  — Exhibit  C 84,491.22 

Notes  Receivable  • — Nebraska 

Medical  Foundation  5,000.00 


$100,926.74 

Add : Net  increase  in  Investments — Exhibit  C 401.40 

101,328.14 


Less  : Excess  of  Disbursements  over  Receipts — 

Exhibit  B 4,350.59 


Total  Fund  Balances,  December  31,  1961  96,977.55 

Represented  by  : 

Cash — National  Bank  of  Commerce — 

General  Fund  7,026.42 

Cash — National  Bank  of  Commerce  Trust  & 

Savings  Company — Investment  Fund  58.51 

Investments — Exhibit  C 84,892.62 


Notes  Receivable — Nebraska  Medical  Foundation — 5,000.00 

$ 96,977.55 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
YEAR  1961 


Cash  Balance  on  Hand, 

January  1,  1961  $ 31.25 

Cash  Balance,  National  Bank  of  Com- 
merce, Lincoln,  Nebr.,  Jan.  1,  1961 11,064.37 

Cash  Balance,  National  Bank  of  Com- 
merce Trust  & Savings  Company, 

Lincoln,  Nebr.,  Jan.  1,  1961  339.90 


$ 11,435.52 


RECEIPTS: 


Membership  Dues  $40,985.00 

Interest  Collected  506.35 

Trust  Account  Income  __  2.423.84 

Annual  Session — Sch.  B-l  6,828.00 

A.M.A.  Membership  Ex- 
pense Rebate  287.25 


51,030.44 
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Nebraska  S.  M.  J. 


Journal : 

Advertising  31,130.90 

Subscriptions  748.68 

Copies  Sold  4.85  31.884.43 


Other  Receipts  : 

A.M.A.  Dues  28,662.50 

Refund  on  Payroll  Taxes  18.33  28,680.83 


Past  Presidents’  Breakfast  17.25 

Entertainment  and  Gratuities  570.00 

Miscellaneous  19.80 

50-Year  Pins  61.04 

President’s  Reception  256.00 

Plaques  and  Engraving  23.30 

Projectionists,  Cameras,  Slides,  Screens 215.00 

Line  Charges,  Telecast  of  Symposium  _ 212.00 


20,232.60 

1,465.86 

3,207.19 

448.06 

726.09 

1,973.55 
1.644.37 
852.11 


TOTAL  RECEIPTS  $111,595.70 

DISBURSEMENTS: 

General : 

Salaries  and  Social  Secur- 
ity Taxes  

Travel  

Office  Expense: 

Rent  

Mimeograph  

Printing  

Telephone  and 

Telegraph  

Postage  

Miscellaneous  

Annual  Session 

(Schedule  B-l)  

Committee  Expense — 

Regular  

Expendable  Supplies  

Delegates,  A.M.A.  and 
Headquarters,  A.M.A. 

Miscellaneous  Dues  and 

Travel  

Senior  Medical  Day 

Audit  Expense  

Attorney’s  Fees  and  In- 
vestment Service  

Office  Equipment  

Civilian  Defense  and 
Disaster  


Total  Disbursements  7,236.46 


EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS-. _$  408.46 
SCHEDULE  B-2 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
YEAR  1961 

Actual  Unexpended 
Budget  Expense  Balance 

Salaries  and  Social 


Journal : 


Publication  Expense 

Press  Clipping  Expense- 


Reprints  

Cuts,  Engraving  and 

Art  Work  

Cartoons  

Single  Wrapping  

Expenses — Editor  

Cover  

Printing — Relative 

Value  Study  2,397.95 

Reporter  for  Annual 

Session  1,213.95 

Programs  and  Mailing 

Miscellaneous  


Security  Taxes 

$21,000.00 

$20,232.60 

$ 

767.40 

7,236.46 

Travel 

1,500.00 

1,465.86 

34.14 

Office  Expense : 

1,491.17 

Rent 

3,210.00 

3.207.19 

2.81 

1,166.63 

Mimeograph 

500.00 

448.06 

51.94 

Printing 

750.00 

726.09 

23.91 

1.541.51 

Postage  

1,650.00 

1,644.37 

5.63 

Telephone 

. 2.000.00 

1.973.55 

26.45 

1,467.20 

Miscellaneous 

860.00 

852.11 

7.8'J 

417.50 

Council  Expense  - . 

300.00 

300.00 

350.00 

Annual  Session 

. 8,000.00 

7,236.46 

763.54 

Audit  Expense 

400.00 

350.00 

50.00 

1,345.00 

Attorney’s  Fees  and 

59.90 

Investment  Service 

2,000.00 

1.345.00 

655.00 

Office  Equipment 

200.00 

59.90 

140.10 

189.31  45,814.51 

President’s  Expense 

1,500.00 

1,500.00 

Committee  Expense 

2,500.00 

1.491.17 

1,008.83 

Miscellaneous.  Dues,  Travel 

— 1,470.00 

1,467.20 

2.80 

11.587.50 

Delegate  A.M.A. 

1,545.00 

1,541.51 

3.49 

15,243.52 

Senior  Medical  Day 

500.00 

417.50 

82.50 

162.70 

Civil  Defense  and  Disaster. 

300.00 

189.31 

110.69 

4,877.72 

Expendable  Supplies 

__  1.170.00 

1,166.63 

3.37 

1.354.14 

Reappropriation 

1,445.00 

1,445.00 

200.23 

- 

$52,800.00 

$45,814.51 

$ 

6,985.49 

1,186.81 

105.03 

103.80 

if 

1,118.30 

SCHEDULE  B-3 : 

375.78 


568.59 

49.26 


Other  Disbursements 

A.M.A.  Dues  28,662.50 

Purchased  Cardex  File 

System  924.00 


40,545.28 


29,586.50 


TOTAL  DISBURSEMENTS  $115,946.29 

EXCESS  OF  DISBURSEMENTS  OVER 
RECEIPTS  — YEAR  1961  


4,350.59 


CASH  BALANCE,  Decemer  31,  1961  7,084.93 

Represented  by : 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebraska,  December  31,  1961  $ 7,026.42 

Cash  Balance,  National  Bank  of  Commerce 
Trust  & Savings  Company,  Lincoln, 

Nebraska,  December  31,  1961  58.51 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
YEAR  1961 

UNEXPENDED  BALANCE.  Bank  Balance, 

National  Bank  of  Commerce,  Lincoln,  Nebraska, 

January  1,  1961  $1,067.03 

RECEIPTS : 

Nebraska  Pharmaceutical  Association  $100.00 

Nebraska  Society  X-ray  Technicians  100.00 

Nebraska  Heart  Association  100.00 

Nebraska  Diabetes  Association  300.00 

Nebraska  Division  - — American 

Cancer  Society  100.00 

Nebraska  Tuberculosis  Association  100.00 

Nebraska  Blue  Cross-Blue  Shield  100.00 


Nebraska  Veterinary  Medical  Association 100.00 

Nebraska  State  Medical  Association  100.00 

Nebraska  State  Dental  Association  100.00 

Nebraska  State  Department  of  Health 300.00 


1,500.00 

$2,567.03 


$ 7,084.93 


SCHEDULE  B-l: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
YEAR  1961 

RECEIPTS : 

Exhibits  $5,580.00 

Banquet  1,248.00 

Total  Receipts  $6,828.00 

DISBURSEMENTS : 

Printing  $ 102.00 

Badges  46.37 

Exhibitors’  Party  359.20 

Booths  636.00 

Courtesy  Room  25.78 

Banquet  677.80 

Guest  Speakers  3,643.78 

Auxiliary  Expense  25.00 

Employees’  Expense  346.14 


DISBURSEMENTS: 

Exhibit  Space.  Nebraska  State  Fair  600.00 

Signs.  Decorations  and  Supplies  707.23 

Air  Conditioning,  Electricity  and 

Wiring  Supplies  94.40 

Clocking  247.00 

Rental  of  Chairs  50.00 

Freight  222.06 

Miscellaneous  34.00  1,954.69 

UNEXPENDED  BALANCE.  Bank  Balance, 

National  Bank  of  Commerce.  Lincoln, 

Nebraska,  December  31,  1961  $ 612.34 

NOTE:  The  Hall  of  Health  is  jointly  sponsored  by  the 

above  organizations  and  the  records  are  kept  by  the  Nebraska 
State  Medical  Association.  However,  funds  for  this  project 
are  not  properly  a part  of  the  Association  funds,  and  are 

kept  in  a separate  bank  account. 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
YEAR  1961 

Total  Investments,  January  1,  1961 

(Schedule  C-l)  $84,491.22 
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INCREASE  IN  U.S.  GOVT.  BONDS: 

Increase  in  Value — 

U.S.  Savings  Bonds,  Series  J $121.09 

INCREASE  IN  SAVINGS  ACCTS.  : 

Omaha  Loan  and  Building 

Association  $113.00 

Conservative  Savings  and  Loan 

Association  _ 92.05 

Nebraska  Central  Building  and 

Loan  Association  74.26 

Postal  Savings  1.00  280.31 


Net  Increase  in  Investments  $ 401.40 

TOTAL  INVESTMENTS.  December  31,  1961  $84,892.62 


SCHEDULE  C-l : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 
December  31,  1960  and  December  31,  1961 

12-31-1960  12-31-1961 


TRUST  ACCOUNT:  (Stocks  and  Bonds 
at  Cost  Value  in  Hands  of  National 
Bank  of  Commerce  Trust  & Savings) — 

Central  and  Southwest  Corporation — 

200  sh.  Common  $ 2.716.87  $ 2,716.87 

General  Electric  Co. — 

120  sh.  Common  3,623.35  3.623.35 

Houston  Lighting  and  Power  Co  — 

121  sh.  Common  3.898.08  3.898.08 

Standard  Oil  Company  (N.J.) — 

100  sh.  Common  6,441.40  6.441.40 

Union  Carbide  Corporation — 

40  sh.  Common  3,045.48  3,045.48 

Outboard  Marine — 100  sh.  Common 3,184.75  3,184.75 

U.S.  Steel— 60  sh.  Common  6.118.00  6.118.08 

Sears  & Roebuck  Bonds,  4%%, 

Due  8-15-83  5,212.50  5,207.68 

U.S.  Steel,  4%.  due  1983  4.962.50  4.962.50 

U.S.  Treasury  Bonds,  2Vi%, 

Due  6-15-62  1,961.25  1,961.25 

U.S.  Treasury  Notes,  5%, 

Due  8-15-64  14,101.76  14,076.32 

Principal  Cash  Account  25.49  55.75 


TOTAL  TRUST  ACCOUNT  !. -$55,291.51  $55,291.51 

U.S.  GOVT.  BONDS: 

U.S.  Treasury  Bonds,  2 ['■> c/c . Maturity 

Value  $4,500.00  at  cost  $ 4.402.14  $ 4,402.14 

U.S.  Savings  Bonds,  Series  G 2,000.00  2,000.00 

U.S.  Savings  Bonds,  Series  H 9.000.00  9,000.00 

U.S.  Savings  Bonds.  Series  .1  I Cost 
84.122.00,  Maturity  Value  $5,725.00)- — 

at  Redemption  Value  4,406.60  4,527.69 

U.S.  Savings  Bonds,  Series  K 3.000.00  3,000.00 


TOTAL  U.S.  GOVT.  BONDS  $22,808.74  S22.929.83 

SAVINGS  ACCOUNTS: 

Omaha  Loan  & Building  Assn.  $ 2,631.07  $ 2,744.07 

Conservative  Savings  & Loan  Assn 2,143.78  2,235.83 

Nebraska  Central  Building  & Loan 

Assn.  1,545.12  1,619.38 

Postal  Savings  Certificate 

(Cost  Value  $50.00)  71.00  72.00 


TOTAL  SAVINGS  ACCOUNTS  $ 6.390.97  $ 6,671.28 

TOTAL  TRUST  ACCOUNT  $55,291.51  $55,291.51 

TOTAL  U.S.  GOVT.  BONDS  22,808.74  22.929.83 

TOTAL  SAVINGS  ACCOUNTS  6,390.97  6.671.28 


GRAND  TOTAL  $84,491.22  $84,892.62 


EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1961 

C.  E.  Crookshank  $ 2.00 

News  Printing  18.00 

Paxton  Hotel  29.00 

State  Medical  Journal  Advertising  Bureau  4,715.60 


$4,764.60 

REPORT  OF 

THE  BOARD  OF  TRUSTEES 

C.  N.  Sorersen,  M.D.,  Chairman,  Scottsluff ; A.  A.  Ashby, 
M.D.,  Geneva  ; J.  M.  Woodward,  M.D..  Lincoln  ; M.  E,  Grier, 
M.D.,  Omaha ; John  T.  McGreer,  M.D.,  Omaha. 

The  Board  of  Trustees  met  four  times  during  the 
year.  On  each  occasion  financial  and  fiscal  mat- 
ters were  reviewed.  Reports  of  pertinent  action 
are  available  elsewhere. 


We  think  one  action  deserves  comment.  At  the 
suggestion  of  Mr.  Smith,  funds  were  made  avail- 
able for  placing  advertisements  in  “The  Nebraska 
Newspaper,”  a publication  of  the  Nebraska  Press 
Association,  distributed  to  editors  and  newspaper 
men  over  the  state.  These  ads  have  elicited  a most 
favorable  comment  from  many  of  our  state  editors, 
and  the  contents  have  re-appeared  in  editorial  form 
for  their  general  public  readers.  We  also  received 
very  favorable  comments  from  other  State  Medical 
Associations  and  from  the  A.M.A.  We  think  this 
has  been  a very  economical  and  effective  way  to 
assist  us  in  getting  our  message  to  the  people  of 
the  state.  We  hope  to  see  this  continued. 

At  the  December  meeting  we  regretfully  accepted 
the  resignation  of  our  long  time  loyal  and  capable 
Executive  Secretary,  Mr.  M.  C.  Smith.  We  are 
aware  that  his  services  and  support  will  be  missed. 
Those  of  us  on  the  Board  of  Trustees  who  have  a 
significant  advantage  in  observing  the  functions 
of  our  state  secretary  will  especially  feel  the  loss 
of  Merrill’s  services. 

The  Board  of  Trustees  has  known  for  some  time 
that  Mr.  Smith’s  retirement  was  iminent.  During 
that  time  we  have  observed  with  care  the  “works” 
of  Mr.  Kenneth  Neff.  We  believe  Ken  has  had  very 
excellent  training.  The  members  of  the  Board  of 
Trustees,  the  President  and  the  President-elect  were 
unanimous  in  their  opinion  that  Mr.  Neff  could 
and  would  capably  perform  the  services  of  Execu- 
tive Secretary  to  our  Association. 

Respectfully  submitted, 

C.  N.  SORENSEN,  M.D., 
Chairman. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

In  his  presidential  addi-ess  at  the  banquet  at  the 
1935  Annual  Session,  Dr.  Claude  Selby  made  it 
clear  that  in  his  opinion  the  medical  profession  was 
at  the  crossroads  and  “must  be  up  and  doing  to 
successfully  combat  the  threat  of  socialized  medi- 
cine.” He  stressed  the  need  of  better  organization 
and  more  of  it,  called  attention  to  the  need  of 
more  money  to  carry  on  the  necessary  work  to  bet- 
ter organize  the  profession  to  attain  success  and 
indicated  his  determination  to  carry  on  a vigorous 
administration  to  that  end. 

Dr.  D.  D.  King,  York,  offered  an  amendment 
to  the  By-Laws,  at  the  May  15,  1935,  session  of 
the  House  of  Delegates  to  raise  the  dues  from 
$5.00  per  member  to  $10.00  per  member.  This 
amendment  was  laid  over  for  one  day,  and  at  the 
May  16,  1935,  meeting,  Dr.  Bailey  of  Lincoln  made 
a motion  that  the  amendment  be  adopted.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Long,  Editor  of  the  Journal,  reported  in  the 
October,  1935,  issue  that  the  Board  of  Councilors 
had  a special  session  at  the  Fontenelle  Hotel, 
Omaha,  on  September  15,  for  the  purpose  of  ar- 
ranging for  an  executive  secretary,  or  field  secre- 
tary, as  provided  by  the  House  of  Delegates  at  the 
last  annual  meeting  in  May. 

The  duties  of  this  executive  secretary  or  field 
secretary,  were  defined  to  be  “to  secure  member- 
ships, organize  county  societies  where  none  exist, 
contact  the  public  and  appear  as  speaker  before 
lay  organizations,  broadcasting  the  ideals  and  prin- 
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ciples  of  the  organized  medical  profession,  to  ap- 
pear before  county  and  district  medical  societies  to 
preach  loyalty  to  organized  medicine,  and  such 
other  duties  as  may  devolve  upon  him.” 

The  closing  paragraph  of  the  article  states, 
“Within  the  last  few  days  the  committee  has  em- 
ployed Mr.  M.  C.  Smith  of  Curtis,  as  executive 
secretary  or  traveling  secretary,  and  he  hopes  to  be 
on  the  job  October  first.” 

To  parapharase  a cliche,  since  that  time  “there 
has  been  a lot  of  medicine  go  over  the  dam.” 

This  is  the  final  report  of  that  executive  secre- 
tary whose  term  expired  on  January  1,  1962  by 
retirement  because  of  ill  health,  as  the  result  of  a 
coronary  thrombosis  on  August  26,  1960. 

Neither  time  nor  space  will  permit  a detailed 
survey  of  those  more  than  26  years  of  service. 
However,  it  may  be  of  interest  to  make  a hurried 
summarization  of  the  adherence  to  those  original 
proposed  activities  set  down  by  the  Association 
when  the  executive  secretary  or  traveling  secretary 
(even  referred  to  as  a field  secretary)  was  hired 
back  in  1935. 

One  of  the  first  duties  outlined  was  to  secure 
memberships.  Strangely  enough  there  has  been  no 
great  earth  moving  change  in  memberships.  The 
membership  in  1935  was  1,119  and  in  1960,  1,276. 
There  is  no  accurate  record  as  to  the  total  number 
of  doctors  practicing  in  Nebraska  during  1935,  but 
we  can  well  assume  that  there  are  fewer  now  — but 
actually  there  has  been  no  great  change  in  num- 
bers. At  the  present  it  can  be  stated  that  prac- 
tically all  of  the  ethical  and  desirable  doctors  in 
the  state  are  members. 

Another  duty  outlined  for  this  new  executive 
was  to  “organize  county  societies  where  none  ex- 
isted.” The  state  was  loosely  organized  at  that 
time  and  the  executive  traveled  almost  constantly 
for  a period  of  three  years  in  this  organization 
work.  New  societies  were  formed  and  charters 
issued  to  all.  At  the  present  time  there  are  52 
component  societies  in  the  state  and  these  cover  all 
counties  so  that  there  is  a component  society  avail- 
able to  every  doctor  in  the  state. 

The  next  duty  for  the  new  executive  was  to 
“contact  the  public  and  appear  as  speaker  before 
lay  organizations,  broadcasting  the  ideals  and  prin- 
ciples of  the  organized  medical  profession.”  Dur- 
ing these  26  years,  this  executive  has  appeared  be- 
fore civic  clubs,  P.T.A.’s,  Chambers  of  Commerce 
and  church  and  educational  groups  in  practically 
every  town  in  the  State  of  Nebraska.  Certainly  in 
all  towns  of  1,000  population  or  more  and  most  of 
the  smaller  towns.  During  the  battle  of  the  Wag- 
ner-Murray-Dingell  Bills,  it  was  not  unusual  to 
make  three  and  even  four  speeches  in  one  day  in 
one  or  more  towns.  This  would  frequently  be  for 
six  days  a week.  There  were  many  90  and  100 
hour  weeks,  but  it  paid  off  when  the  vote  was 
taken  in  Congress. 

The  next  duty  for  the  new  executive  was  “to  ap- 
pear before  county  and  district  medical  societies 
to  preach  loyalty  to  organized  medicine.”  This 
has  been  done  by  appearing  not  only  once  but  many 
times  before  all  of  the  component  societies  in 
the  state.  This  has  been  extended  nationally  by 
invitation  to  many  of  the  states.  It  may  be  re- 
corded that  your  retiring  executive  secretary  is 
one  of  the  few  executive  secretaries  to  make  a 


formal  presentation  before  the  House  of  Delegates 
of  the  American  Medical  Association. 

The  original  outline  of  duties  was  completed 
with  the  wording,  “and  such  other  duties  as  may 
devolve  upon  him.” 

These  duties  are  not  stated  or  outlined.  Per- 
haps it  could  be  one  or  many  duties  or  accomplish- 
ments. It  might  encompass  setting  up  a headquar- 
ters office,  with  the  purchase  of  furniture  and  of- 
fice equipment,  staffing  it  and  keeping  it  modern 
and  up  to  date  as  it  now  is.  A lot  of  work  has 
gone  into  legislative  activities  for  these  26  years 
with  the  result  that  the  Nebraska  Practice  Act  is 
the  envy  of  the  other  states.  Could  it  mean  the 
establishment  of  a Hall  of  Health  at  the  State  Fair 
that  attracts  thousands  every  year?  Could  it 
mean  the  circulation  of  a financial  paper  or  peti- 
tion to  secure  sufficient  funds  to  establish  the  Ne- 
braska Blue  Shield  on  a statewide  basis,  and  speak- 
ing before  many  groups  to  pi'omote  the  advance- 
ment of  this  important  medical  function?  Per- 
haps it  could  mean  a constant  effort  to  expand  and 
increase  the  effort  of  the  Nebraska  State  Medical 
Journal,  as  business  manager,  until  it  is  now  con- 
sidered one  of  the  top  Journals  in  the  country. 
Then  there  is  the  organization  and  development  of 
the  Nebraska  Medical  Foundation,  Inc.,  which  has 
been  fulfilling  a real  need  in  assisting  medical 
students  to  complete  their  education.  The  idea  and 
development  of  a Trust  Fund  which  over  a period 
of  years  has  brought  in  a good  annual  dividend  *as 
well  as  increasing  in  value  approximately  40%. 

Senior  Medical  Day  was  originated  and  developed 
for  the  purpose  of  creating  good  relations  with 
the  young  graduating  students;  a placement  service 
has  been  organized  to  help  them  find  a satisfac- 
tory place  to  practice  medicine. 

Many  years  ago  this  executive  conceived  the  idea 
of  a definite  relationship  between  all  medical  pro- 
cedures. The  idea  was  turned  over  to  Dr.  Floyd 
Rogers  for  development  by  his  Planning  Committee. 
A schedule  of  relative  values  was  studied  out  and 
presented.  This  was  the  first  one  in  the  United 
States,  and  is  now  being  done  nationally  by  prac- 
tically all  of  the  states. 

Then  there  was  the  idea  of  making  a movie  on 
accidents  and  the  result  is  the  “Gravity  of  Death.” 
The  film  is  recognized  nationally  and  we  have  had 
requests  for  it  from  all  over  the  country.  It  has 
been  viewed  by  thousands. 

More  recently  has  been  the  development  of  a 
Public  Relations  presentation  in  The  Nebraska 
Newspaper,  the  official  publication  of  the  Nebraska 
Press  Association.  This  is  in  the  form  of  a page 
ad  in  color  that  is  run  each  month.  Copy  has  been 
prepared  to  run  through  November,  1962.  We  have 
had  a tremendous  response  to  this  effort. 

A group  life  insurance  plan  has  been  in  operation 
for  two  years  with  very  pleasing  results.  Policies 
are  provided  at  a cost  lower  than  term  insurance. 
The  issue  is  growing  every  year. 

But  need  we  say  more  ? 

There  are  many  other  operations  of  your  Asso- 
ciation over  the  years  that  have  developed  and  ex- 
panded it  in  the  interest  of  the  members  and  for 
better  medical  care  for  the  people. 

When  the  office  was  created,  reference  was  made 
in  some  instances  to  the  new  executive  as  a “trav- 
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eling  secretary.”  How  well  has  this  been  carried 
out?  Your  retiring  executive  secretary  is  a mem- 
ber of  the  United  Air  Lines  100,000  mile  club  with 
one  additional  star,  which  means  a total  of  200,- 
000  miles.  It  is  estimated  that  there  has  been 
as  much  or  more  travel  also  on  other  lines.  A 
conservative  estimate  is  a half  million  miles  of  air 
travel  in  these  26  years.  An  estimate  of  auto 
travel  on  association  business  in  the  state  is  con- 
servative at  one  million  miles.  No  record  has  been 
kept  of  train  travel,  but  it  has  been  considerable. 

A quick  summary  of  financial  developments  is 
interesting: 

The  secretary’s  report  for  1934  which  appeared 
in  the  May,  1935  issue  of  the  Journal,  indicated 
that  the  general  fund  spent  $3,077.80,  which  in- 
cluded Annual  Session  expense,  and  showed  a loss 
for  the  year  of  $325.03.  The  Association  now  op- 
erates on  a budget  of  $47,350.00.  In  1960  there 
was  spent  $44,545.21,  leaving  an  unexpended  bal- 
ance of  $2,804.79.  In  1934,  the  Journal  fund  re- 
ceived $4,849.03  from  all  income  sources.  It  spent 
$5,985.77,  leaving  a deficit  of  $1,136.74.  In  1960 
the  Journal  had  an  income  of  $44,715.92,  which 
was  more  than  the  income  from  membership  dues. 
This  operation  of  the  Journal  has  paid  considerable 
expense  of  operation  for  the  Association  as  a whole, 
and  thus  eliminated  need  for  a raise  in  dues.  The 
1934  record  shows  no  income  from  the  Annual  Ses- 
sion, but  shows  a total  expense  of  $154.85  for  this 
session.  The  present  cost  of  the  Annual  Session 
is  approximately  $7,000,  most  of  which  comes  from 
income  of  the  meeting.  The  Annual  Session  had 
an  income  of  $5,650.50  for  1960.  The  Trust  Ac- 
count income  for  1960  was  $2,295.57.  These  out- 
side sources  of  income  have  made  it  possible  to 
operate  an  ever  expanding  Association  at  the  same 
time  charging  dues  to  the  members  that  are  com- 
parable with  the  very  lowest  in  the  United  States. 

At  the  close  of  business  in  1960,  the  total  of  cash, 
fund  balances  and  market  value  of  the  Trust  Ac- 
count was  well  over  $100,000.00  for  the  first  time 
in  the  history  of  the  Association.  The  year  1961 
will  add  to  it.  This  amount  of  reserves  has  been 
a goal  for  a long  time. 

And  thus  closes  the  account  of  twenty-six  years 
of  stewardship. 

Following  is  the  regular  annual  report  of  1961 
activities  of  the  headquarters  office: 

PLACEMENT  SERVICE 

In  recent  months  there  has  been  several  news- 
paper articles  regarding  the  shortage  of  physi- 
cians in  Nebraska. 

At  the  present  time  we  have  a listing  of  twenty- 
six  communities  who  are  looking  for  a doctor. 
However,  in  analyzing  each  of  these  requests,  it 
is  quite  evident  that  a large  majority  of  these 
communities  have  adequate  medical  care  available 
in  nearby  towns. 

In  surveying  the  state  as  a whole,  it  appears  that 
there  are  only  a few  communities  who  are  in 
real  need  of  a physician  at  the  present  time.  In 
general  it  is  felt  that  everyone  in  the  state  is  get- 
ting adequate  medical  care  when  they  need  it  and 
that  there  is  an  adequate  supply  of  physicians  to 
care  for  these  needs. 

As  in  the  past,  the  headquarters  office  con- 
tinues to  process  applications  and  inquiries  from 
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both  physicians  and  communities.  Our  job  is  one 
of  liaison  in  which  we  furnish  available  information 
to  the  interested  party. 

There  are  twenty-four  physicians  who  have 
started  their  practice  in  Nebraska  during  1961  and 
have  located  in  the  out-state  areas. 

HALL  OF  HEALTH 

The  popularity  of  the  Hall  of  Health  exhibit 
at  the  Nebraska  State  Fair  continues  to  be  un- 
diminished. 

Each  year  many  new  exhibits  are  shown  by  the 
participants.  One  of  the  outstanding  exhibits  this 
year  was  the  “Plastic  Twins.”  These  models 
showed  the  organs,  the  skeleton,  the  blood  system 
and  the  nervous  system  of  human  beings.  A tape 
recording  gave  a 14-minute  presentation  of  the 
functions  of  the  various  parts  of  the  body.  It  was 
a very  popular  exhibit. 

Attendance  at  the  Hall  of  Health  during  the  six- 
day  fair  was  51,689  persons.  The  air-conditioned 
movie  room  was  also  a very  popular  place  with  an 
attendance  of  8,944  persons  during  the  week. 

We  are  already  thinking  about  the  1962  exhibit 
and  look  forward  to  having  another  fine  exhibit 
which  will  continue  to  be  of  interest  to  the  people 
attending  the  fair. 

GRAVITY  OF  DEATH 

We  are  pleased  to  report  that  the  Association 
produced  film  “Gravity  of  Death”  continues  to  be 
in  constant  demand.  The  reputation  of  this  film 
seems  to  grow  with  each  passing  year  as  we  con- 
tinue to  receive  an  increasing  number  of  requests 
from  out  of  the  state.  The  many  fine  comments 
which  have  been  received  regarding  this  film  leaves 
no  doubt  but  that  this  was  a very  fine  venture 
and  is  paying  excellent  dividends  in  the  way  of 
publicity  and  public  relations. 

AD  SERIES  STARTED  IN  NEBRASKA 
NEWSPAPER 

In  September,  1961,  funds  were  approved  to  buy 
advertising  space  in  the  Nebraska  Press  Associa- 
tion magazine.  This  is  a monthly  publication  which 
goes  to  newspaper  editors  and  publishers. 

Since  September,  your  Executive  Secretary,  Mr. 
M.  C.  Smith,  has  been  writing  a new  article  to  ap- 
pear each  month.  The  main  idea  was  to  tell  the 
story  of  medicine  to  this  group  of  persons  who  are 
in  an  influential  position  on  the  newspapers  they 
represent.  Articles  on  socialized  medicine,  the 
medical  foundation,  the  King-Anderson  Bill,  polio 
vaccine,  medical  education  and  other  articles  have 
appeared  or  will  appear  in  this  publication. 

The  response  to  these  articles  has  been  excellent 
as  judged  from  the  letters  which  have  been  re- 
ceived. The  material  in  these  articles  may  be 
used  in  whole  or  in  part  by  the  newspaper  men. 
The  fine  response  of  this  venture  would  seem  to 
indicate  that  the  matter  of  expanding  this  type 
of  advertising  should  be  considered  in  other  pub- 
lications. 

Reprint  copies  of  this  ad  are  going  to  all  officers 
of  the  Nebraska  State  Medical  Association,  presi- 
dents and  secretaires  of  county  societies,  and  all 
committee  members.  May  I suggest  that  you  talk 
with  your  newspaper  man  about  these  ads.  We 
hope  that  some  of  the  county  societies  may  see  fit 
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to  run  some  of  them  in  their  local  newspaper. 
This  is  good  P.R.  for  medicine. 

This  series  of  articles  will  continue  in  the  Ne- 
braska Press  Association  magazine  until  November, 
1962. 


1961  NEBRASKA  LEGISLATURE 
There  was  considerable  legislation  of  interest  to 
the  medical  profession  during  the  1961  Legisla- 
ture. We  were  successful  in  getting  passed  all 
legislation,  except  one  bill.  This  bill  had  to  do 
with  the  implementation  of  the  Kerr-Mills  Bill  in 
Nebraska.  The  late  introduction  of  the  bill  and  a 
reduced  budget  were  several  prime  reasons  why 
the  bill  was  not  successful  in  passing.  It  lost  by 
one  vote.  There  are  already  plans  under  way  to 
again  introduce  legislation  early  in  the  session, 
and  it  is  anticipated  that  we  shall  be  successful  in 
getting  passage  of  this  bill. 

The  osteopaths  again  submitted  a bill  to  allow 
them  the  privilege  of  practicing  medicine  and  sur- 
gery with  an  osteopathic  education.  This  bill,  we 
are  happy  to  say,  was  again  successfully  defeated. 

NEBRASKA  STATE  MEDICAL  JOURNAL 
Despite  a rather  large  cut  in  advertising  income 
during  the  year,  the  Nebraska  State  Medical  Journal 
continues  to  carry  out  its  function  as  the  official 
publication  of  the  Nebraska  State  Medical  Asso- 
ciation. There  has  been  a constant  program  of  up- 
grading the  Journal  so  that  it  presents  itself  as  a 
more  attractive  and  readable  publication. 

You  no  doubt  read  in  the  December  issue  about 
the  fine  recognition  which  the  Journal  received  at 
the  State  Medical  Journal  Conference  in  October, 
1961.  At  that  time  our  Journal  rated  number  tw'o 
spot  on  the  list  of  the  top  ten  state  medical  jour- 
nals in  the  country.  This  rating  was  done  by 
0.  M.  Forkert  & Associates  of  Chicago,  a well 
known  firm  in  the  field  of  graphic  arts.  Journals 
were  rated  on  layout,  use  of  color,  cover,  and  read- 
ability. We  are  most  proud  of  this  rating  and  will 
be  striving  to  make  it  first  place  next  year. 

During  the  past  year  the  Journal  carried  589 
pages  of  advertising,  46  pages  of  inserts  and  568 
pages  of  scientific  and  organizational  material. 

MAIL  AND  CORRESPONDENCE 
During  1961,  the  headquarters  office  handled  39,- 
740  pieces  of  mail.  Of  this  number,  9,371  pieces 
of  mail  were  incoming.  The  total  outgoing  mail 
was  30,369. 


MEMBERSHIP 

We  present  herewith  the  usual  membership  tables. 


Table  1 

Members  deceased 20 

Non-members  deceased 13  33 

Members  moved  out  of  state 17 

Non-members  moved  out  of  state 2 19 


52 

New  physicians  in  state,  membei-s 51 

Potential  members  31  82 


Net  Gain 30’ 

In  active  practice 1,337 

Retired,  but  eligible 12 


Members — December  31,  1960  1,276 

Members — December  31,  1961 1,277 

Net  Membership  Gain 1 

Table  2 

Licensed  Physicians  (last  file  count) 2,961 

Residing  out  of  state 1,441 

Members  1,258 

Associate  Members  85 

Non-eligible 6 

Retired  12 

Non-members,  eligible  54 

Unclassified  104  2,961 

There  are  15  members  in  the  retired,  Veterans 


Administration  Service,  Professors;  4 inactive 
Service  status. 


Table  No.  3 

Members  1,277 

Active  1,144 

Life  (5  in  deceased  column) 97 

Service  Members  in  1961 4 

Out  of  State 19 

Deceased  (5  Life  Members) 13  1,277 


I close  this  final  report  with  many  and  mixed 
emotions  and  fraught  with  nostalgia.  Twenty-six 
years  is  a long  time  even  to  serve  in  a field  so  be- 
loved by  an  individual.  It  has  been  a most  reward- 
ing experience.  There  have  been  many  rough  spots 
and  trying  moments  which  are  to  be  expected  in 
association  work  of  this  type  and  the  large  group 
of  individuals  to  be  pleased.  It  must  be  imme- 
diately recognized  that  not  all  members  will  be 
happy  with  the  operation  or  satisfied  with  the  re- 
sults. However,  the  close  cooperation  and  invalu- 
able friendship  of  so  many  are  of  value  beyond 
price  and  well  worth  a lifetime  of  labor.  The  big 
picture  at  the  end  of  the  road  and  continued  ac- 
complishment over  the  years  is  reward  in  itself. 
I know  that  few  people  in  any  kind  of  work  have 
more  or  better  and  closer  friends  over  such  a wide 
area,  and  I want  to  thank  each  and  every  one  of 
you  with  my  utmost  gratitude.  Since  announce- 
ment has  been  made  of  my  retirement,  I have  re- 
ceived letters  from  many  of  you.  Please  accept 
my  appreciation  for  your  kind  and  thoughtful 
words.  Each  of  these  letters  will  be  saved  and 
preserved  and  will  be  most  cherished  in  the  years 
to  come. 

October  1,  1935  to  January  1,  1962  is  a long  time, 
and  I am  most  happy  for  every  moment  of  it. 

Respectfully  submitted, 

M.  C.  SMITH, 

Executive  Secretary. 

REPORT  OF  THE  EDITOR, 
NEBRASKA  STATE  MEDICAL  JOURNAL 

Volume  46  of  your  Journal  was  published  during 
1961.  In  general,  the  format  remained  unchanged. 
You  may  have  noted  that  a cover  of  different 
character  appeared  four  times  during  the  year  in- 
stead of  three  times.  This  is  done  for  the  sake  of 
variety.  While  the  capitol  building  that  usually 
makes  our  cover  is  always  a symbol  of  our  State 
and  is  always  beautiful,  it  draws  attention  afresh 
each  time  it  disappears  and  then  returns.  The 
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other  cover  designs  are  always  selected  as  some- 
what characteristic  of  Nebraska,  also. 

Two  new  categories  of  “Articles”  have  been 
used  during  1962,  namely,  “What’s  New”  and  “Spe- 
cial Contribution.”  “Special  Article”  may  or  may 
not  be  medical  in  nature,  but  usually  touches  some 
subject  nonmedical  but  of  intei’est  to  doctors.  It 
may  deal  with  any  subject  — insurance,  medico- 
legal items,  how  to  take  care  of  your  automobile, 
how  to  make  a will,  etc.  A “Special  Contribu- 
tion”  is  of  medical  nature  but  is  in  no  sense  an 
original  article.  The  present  series  deals  with  a 
specialized  review  of  many  diseases,  groups  of  dis- 
eases, or  conditions,  as  seen  through  the  eyes  of  a 
neurologist  in  order  to  garner  all  pertinent  neuro- 
logical manifestations  that  may  be  observed  during 
the  course  of  these  many  diseases  bringing  them 
together  and  classifying  them  for  better  use  in 
diagnosis  and  treatment. 

This  year’s  l’eview  shows  an  increase  in  the  num- 
ber of  articles  from  63  to  71  and  of  authors  from 
67  to  86.  The  “Axticles”  may  be  divided  into  or- 
iginal, 57;  special,  four;  What’s  New,  six;  and  spe- 
cial contribution,  foui\  Thirty-six  editoi'ials  were 
printed,  of  which  thi'ee  were  “guest  editoi’ials.” 

As  we  have  mentioned  in  previous  l’eports,  the 
actual  value  of  a journal  largely  depends  on  its  con- 
tributors. It  is  obvious  that  our  Joui’nal  l’eceives 
excellent  suppoit  from  the  pi’ofession  of  our  State. 
They  conti’ibute  interesting,  instructive,  well  writ- 
ten ai’ticles  in  sufficient  numbers  to  fill  our  pages. 
We  hope  the  job  done  by  the  editorial  staff  and  our 
printers  may  justify  the  enthusiasm  of  the  doctoi-s 
in  suppoi-t  of  their  own  Journal. 

In  October  of  the  last  year  the  biennial  Journal 
Conference  was  held  in  Chicago  under  the  auspices 
of  the  State  Medical  Journal  Advertising  Bui-eau. 
Editoi’s  and  business  managers  of  the  34  member 
journals  are  expected  to  attend.  Experts  in  vai'ious 
depai-tments  involved  in  pi’oducing  a magazine, 
especially  a medical  journal,  speak  and  conduct 
x’ound  table  discussions  aimed  at  helping  us  pi’oduce 
better  quality  in  our  publications.  This  was  the 
foux-th  such  confei’ence  your  pi’esent  editor  has  at- 
tended, and,  like  the  other  three,  it  pi’oved  to  be 
both  insti-uctive  and  stimulating.  A group  of  ex- 
pei’ts  reviewed  all  34  member  state  medical  journals 
chiefly  fi’om  the  point  of  view  of  format  and  make 
up.  Dui-ing  the  coui'se  of  the  confei’ence  they  dem- 
onstrated both  our  sti-ong  points  and  our  weak- 
nesses and  gave  each  journal  a gi’ade.  Mr.  Forkert, 
the  “teacher”  on  these  occasions,  is  not  only  willing 
but  anxious  to  give  one  his  pei’sonal  attention  and 
help.  It  so  happened  that  the  Nebi’aska  State 
Medical  Journal  received  a grade  of  90  and  placed 
second  in  the  top  ten.  This  will  be  a relative 
quality  difficult  to  maintain  but  quite  woi-thwhile 
to  attempt. 

The  centennial  of  our  association  is  not  too  far 
in  the  future.  Your  editor  would  like  to  plan  the 
pi’oduction  of  a special  issue  of  our  Journal  called 
“The  Centennial  Issue”  to  appear  during  that  year. 
It  is  his  opinion  that  such  a pi’oject  should  be 
planned  well  ahead  of  the  time  and  that  woi’k  on 
planning,  reseai-ch,  and  collection  of  material 
should  be  stax-ted  five  yeai'S  befoi-e  publication.  In- 
asmuch as  this  will  entail  additional  cost  he  asks 


the  approval  of  the  House  of  Delegates  at  this 
time. 

Respectfully  submitted, 

GEORGE  W.  COVEY,  M.D., 
Editor. 

DELEGATES  REPORT  — PROCEEDINGS 
OF  THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
15th  Annual  Clinical  Meeting 
November  27  to  November  30,  1961 
Denver,  Colorado 

The  15th  Annual  Clinical  Meeting  of  the  Ameri- 
can Medical  Association,  held  in  Denvei’,  Coloi’ado, 
November  27  to  30,  1961,  inclusive,  was  in  the 
opinion  of  all  concerned,  highly  successful.  The 
House  of  Delegates  completed  its  woi’k  with  dis- 
patch. The  scientific  pi’ograms,  the  scientific  and 
industrial  exhibits,  the  Health  Fair,  all  housed  in 
the  Colliseum,  were  acclaimed  by  those  in  attend- 
ance as  being  of  the  highest  oi’der  and  most  re- 
munerative. 

The  total  registration  was  6,138,  of  which  2,976 
were  physicians.  I have  been  unable  to  get  a 
breakdown  on  physicians  registering  from  the  re- 
spective States  and  therefore  do  not  know  the  ex- 
act number  of  Nebraska  physicians  in  attendance. 
However  I would  be  of  the  opinion  that  it  was 
comparatively  high,  this  opinion  being  based  on  the 
fact  that  I met  many  physicians  from  Nebraska 
who  were  attending  the  meeting. 

I would  like  to  call  to  the  attention  of  the  mem- 
bers of  the  Nebraska  State  Medical  Association 
a project  informally  discussed  in  the  House  of  Dele- 
gates which  had  unanimous  approval  of  that  body. 
A new  organization,  AMP  AC,  alphabetic  short  for 
American  Medical  Political  Action  Committee,  was 
unanimously  approved  by  the  House.  This  organ- 
ization is  separate  and  distinct  from  the  American 
Medical  Association,  as  required  by  Federal  law. 
AMPAC  will  be  national  in  scope,  will  include  in 
its  membership  not  only  all  physicians,  their  wives 
and  interested  friends,  but  as  well,  other  political 
action  committees  throughout  the  respective  states. 
Their  efforts  will  be  compiled  and  coordinated  and 
when  complete,  stressed  before  any  and  all  govern- 
mental agencies  concerned  with  the  health  of  our 
people  as  it  relates  to  the  private  practice  of  medi- 
cine and  medical  research  in  all  its  phases. 

The  purposes  of  AMPAC,  which  must  be  im- 
plemented at  local  levels,  are  as  follows: 

1.  To  promote  and  strive  for  the  improvement 
of  government  by  encouraging  and  stimulat- 
ing physicians  and  others  to  take  a more  ac- 
tive and  effective  part  in  governmental  af- 
fairs. 

2.  To  encourage  physicians  and  others  to  under- 
stand the  nature  and  actions  of  their  gov- 
ernment as  to  important  political  issues  and 
as  to  the  records  and  positions  of  political 
parties,  officeholders  and  candidates  for 
elective  office. 

3.  To  assist  physicians  and  others  in  organiz- 
ing themselves  for  more  effective  political 
action  and  for  carrying  out  their  civic  re- 
sponsibilities. 
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4.  To  do  any  and  all  things  necessary  or  desir- 
able for  the  attainment  of  the  purposes  stated 
above. 

Obviously  the  activities  of  AMPAC  will  require 
a considerable  sum  of  money  in  order  to  achieve 
a successful  end.  The  four  Nebraska  physicians 
seated  as  delegates,  namely,  R.  Russell  Best,  M.D., 
representing  the  Section  on  General  Surgery;  W. 
Howard  Morrison,  M D.,  representing  the  Section 
Ophthalmology;  and  your  two  delegates,  Earl  F. 
Leininger,  M.D.,  and  J.  D.  McCai-thy,  M.D.,  as  well 
as  your  two  alternates,  William  C.  Kenner,  Jr., 
M.D.,  and  Harold  S.  Morgan,  M.D  , endorsed  this 
movement  one  hundred  per  cent  and  contributed 
accordingly. 

I have  been  informed  that  our  President,  Arthur 
J.  Offerman,  M.D.,  has  already  set  the  wheels  in 
motion  which  will  give  to  physicians  in  Douglas 
County  and  any  other  counties  wishing  to  partici- 
pate, an  organization  which  will  implement  the 
purposes  of  AMPAC.  I would  urge  all  physicians 
in  our  State  Association  to  inform  themselves 
about  AMPAC,  keep  abreast  with  the  program  and 
contribute  monetary  and  allout  support  to  the  state 
and  national  organizations,  doing  this  in  the  knowl- 
edge that  you  are  helping  to  preserve  Americanism 
in  the  true  sense  as  exemplified  by  organized  medi- 
cine in  its  fight  against  all  socialistic  trends  and 
practices. 

Dr.  Warren  L.  Bostwick  of  California,  Chairman 
of  the  Reference  Committee  on  Legislation  and 
Public  Relations,  made  the  following  comment  re- 
garding AMPAC:  “Your  committee  is  pleased  to 
recognize  that  concrete  action  and  efforts  are  be- 
ing taken  on  the  part  of  doctors  in  implementing 
their  opposition  to  the  above  indicated  types  of  so- 
cialistic legislation.  It  is  felt  that  a particularly 
necessary  and  refreshing  approach,  long  overdue 
and  most  necessary  for  the  survival  of  the  philoso- 
phies of  any  group,  has  been  created  in  the  pro- 
posals for  AMPAC.  We  beiieve  that  it  is  only 
through  such  separate  but  collateral  effort  that 
the  full  impact  of  our  sincerity  in  defending  the 
public’s  health  can  be  brought  to  the  attention  of 
the  Congress  with  force.  We  believe  defending  the 
public  health  is  a clear  obligation  of  medicine  and 
that  every  physician  should  give  his  wholehearted 
support  to  the  high  objective’s  of  AMPAC.” 

The  address  of  our  President,  Leonard  W.  Larson, 
M.D.,  was  inspiring.  He  did  not  for  one  moment 
mince  words  in  commenting  on  the  problems  faced 
by  organized  medicine  through  the  many  legisla- 
tive bills  which  will  be  presented  to  the  Congress 
during  the  coming  session,  the  majority  of  which 
are  inimicable  to  the  private  practice  of  medicine, 
particularly  as  they  affect  people  seeking  the  best 
of  medical  care.  He  stressed  the  need  for  support 
of  the  Kerr-Mills  program  and  denounced  the  King- 
Anderson  type  of  legislation.  A number  of  resolu- 
tions having  to  do  with  these  particular  items  were 
unanimously  adopted  by  the  House. 

Remarks  of  the  Speaker  of  the  House,  Norman 
A.  Welch,  M.D.;  the  President  of  the  Woman’s  Aux- 
iliary, Mrs.  Harlan  English;  and  delegates  of  the 
Student  American  Medical  Association  wer  genuine- 
ly approved  by  the  reference  committees  deliberat- 
ing on  their  reports  and  unanimously  accepted  by 
the  House  of  Delegates. 

Reports  of  the  respective  Councils  of  the  A.M.A. 


as  well  as  especially  appointed  committees  demon- 
strated the  effective  work  being  done  by  these 
groups.  The  councils  and  committees  were  highly 
commended  by  the  reference  committees  which 
studied  the  contents  of  the  reports  and  their  ac- 
complishments were  applauded  by  the  House. 

The  House  of  Delegates  reaffirmed  its  positive 
position  for  the  support  of  voluntary  health  in- 
surance plans  in  adopting  a resolution  introduced  by 
the  District  of  Columbia.  Believing  this  resolution 
most  impoi’tant,  I am  quoting  it  as  follows: 

“W  H E R E A S,  Voluntary  prepayment  and 
and  health  insurance  continued  to  be  the  desir- 
able as  well  as  the  only  alternative  to  a wider 
governmental  role  in  health  care;  and 

“WHEREAS,  It  is  urgent  that  this  volun- 
tary system  be  more  rapidly  expanded  to  meet 
its  full  purpose;  and 

“WHEREAS,  Medical  support  and  leadership 
are  essential  to  its  proper  development;  there- 
fore be  it 

“RESOLVED,  That  this  House  reaffirms  its 
support  of  the  position  on  prepayment  insur- 
ance taken  last  year  at  the  Washington  meet- 
ing; and  be  it  further 

“RESOLVED,  That  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  are  hereby 
directed  to  pursue  more  vigorously  the  duty 
placed  upon  them,  and  that  they  are  to  make 
a detailed  progress  report  to  this  House  *at 
its  June  1962  meeting.” 

A.M.E.F.  was  the  recipient  of  approximately 
one-half  million  dollars  during  the  first  meeting 
of  the  House  of  Delegates.  This  amount  came 
through  the  contributions  of  members  of  the  state 
associations  of  Utah,  New'  Jersey,  Ilinois,  Indiana, 
California,  Vermont,  Texas  and  Michigan  and  were 
presented  by  the  respective  state  representatives. 
These  contributions,  in  addition  to  those  subscribed 
by  physician  members  of  the  fifty  state  medical 
societies  during  1961,  amounted  to  $1,072,951  27.  It 
was  pointed  out  that  in  addition,  physicians  and 
others  have  contributed  many  millions  of  dollars 
directly  to  medical  schools,  the  amount  in  1961  ex- 
ceeding four  million  dollars.  These  funds  have  been 
allocated  to  the  86  medical  schools  in  the  United 
States. 

The  report  from  the  Council  on  Constitution  and 
By-Laws,  among  other  items  proposed  an  amend- 
ment which  would  change  the  By-Laws  and  confer 
original  jurisdiction  on  the  Association  to  “suspend 
and/or  revoke  the  A.M.A.  membership  of  a physi- 
cian found  guilty  of  violating  the  Principles  of 
Medical  Ethics  or  the  ethical  policies  of  the  Asso- 
ciation, regardless  of  whether  or  not  action  had 
been  taken  against  him  at  the  local  level.”  (Under- 
scoring mine).  This  proposal  was  aired  by  many 
members  during  the  meeting  of  the  reference  com- 
mittee as  well  as  on  the  floor  of  the  House,  the 
majority  opposing.  The  amendment  was  referred 
back  to  the  Council  on  Constitution  and  By-Laws 
for  further  consideration  and  a request  to  report 
to  the  House  of  Delegates  during  the  annual  meet- 
ing 1962.  Your  delegates  opposed  this  amendment. 

There  were  38  resolutions  introduced.  To  report 
on  the  contents  of  all  of  these  and  the  action  taken 
by  the  House  would  require  additional  thousand  of 
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words  in  this  report.  I would,  however,  like  to 
comment  on  a few. 

One  had  to  do  with  polio  vaccine.  It  was  urged 
that  medical  societies  stimulate  and  participate  in 
surveys  which  would  determine  the  percentage  of 
individuals  in  each  community  who  have  received 
immunizing  procedures  for  poliomyelitis.  The  reso- 
lution concluded,  “Until  such  time  as  all  three  types 
of  oral  vaccine  are  available,  the  Salk  vaccine 
should  be  the  vaccine  of  choice  for  routine  polio- 
myelitis immunization,  with  the  choice  of  program 
for  administering  the  vaccine  to  be  determined  on 
a local  basis  by  each  county  medical  society.”  This 
resolution  was  adopted  unanimously.  Your  dele- 
gates supported  this  resolution. 

Another  resolution  reaffirmed  the  A.M.A.  policy 
that  it  is  not  considered  unethical  for  a physician 
to  own  or  operate  a pharmacy,  provided  there  is 
no  exploitation  of  the  patient.  Your  delegates  sup- 
ported this  resolution  but  believe  it  should  be  re- 
considered for  the  purpose  of  clarifying  “exploita- 
tion of  the  patient.” 

Another  resolution  had  to  do  with  eliminating 
medical  society  membership  restrictions  based  on 
race  or  color.  This  resolution  commended  the  con- 
stituent medical  societies  which  have  moved  forward 
in  this  area.  Dr.  Peter  Murray  of  New  York  City, 
a delegate  for  the  past  12  years  and  now  retir- 
ing, is  a Negro  physician  who  has  held  the  esteem 
and  respect  of  every  member  of  the  House  of  Dele- 
gates during  his  tenure  of  office.  In  his  farewell 
address  he  pointed  out  that  Negro  physicians  now 
have  some  kind  of  medical  society  membership  in 
every  State  except  one.  Doctor  Murray’s  remarks 
left  many  of  the  members  of  the  House  tearful  in  a 
standing  ovation  to  this  splendid  physician  and 
citizen. 

Another  resolution  which  was  adopted  called  for 
the  appointment  of  a House  committee  to  investi- 
gate all  facets  of  the  operation  of  the  Joint  Com- 
mission on  Acreditation  of  Hospitals.  Your  dele- 
gates highly  approved  this  action. 

Still  another  resolution  reaffirmed  the  previous 
■policy  that  physicians  should  have  the  privilege  of 
prescribing  drugs  by  either  generic  or  brand  name. 
Your  delegates  supported  this  resolution. 

Another  resolution  endorsed  the  administration 
of  indigent  medical  care  programs  as  a legitimate 
activity  of  state  and  local  health  departments. 
Your  delegates  supported  this  resolution. 

Another  resolution,  which  was  referred  to  the 
Council  on  Medical  Service,  proposed  the  use  of 
State  and  Federal  tax  funds  to  provide  voluntary 
prepayment  health  insurance  protection  for  the 
aged.  Your  delegates  approved  this  resolution  be- 
cause of  the  referral  back  to  the  Council  on  Medical 
Service  for  further  study. 

In  another  resolution  every  physician  in  the 
United  States  was  urged  to  use  automobile  seat 
belts.  Your  delegates  supported  this  resolution. 

It  was  suggested  in  another  resolution  that  the 
Board  of  Trustees  continue  its  negotiations  to  de- 
velop a group  disability  insurance  program  for 
A.M.A.  members. 

The  American  College  of  Surgeons,  because  of 
certain  published  statements,  especially  as  they  re- 
lated to  fee  splitting,  was  severely  censured  in 
resolutions  coming  from  State  Societies  and  indi- 


vidual members  of  the  House.  The  reference  com- 
mittee and  the  House  of  Delegates  gave  detailed 
comment,  all  in  support  of  the  resolutions.  I would 
add  that  the  majority  of  those  who  were  most  vig- 
orous in  their  disapproval  of  the  College  of  Sur- 
geons’ statements  were  members  of  the  College. 
The  Board  of  Trustees  announced  that  a committee 
of  the  Board  would  meet  with  a committee  of  the 
American  College  of  Surgeons  sometime  during  the 
month  of  January  1962  for  the  purpose  of  iron- 
ing out  misunderstandings.  The  House  unani- 
mously endorsed  this  program,  with  the  hope  that 
amicable  solutions  would  be  found  to  correct  the 
problem.  The  Board  of  Trustees  was  instructed  to 
report  back  to  the  House  of  Delegates  relative  to 
the  outcome  during  the  1962  annual  meeting.  Your 
delegates  supported  this  action. 

The  Board  of  Trustees  recommended  that  the 
1964  Clinical  Meeting  be  held  in  Miami  Beach,  Flor- 
ida. This  recommendation  was  approved  by  the 
House.  Following  is  a schedule  of  A.M.A.  Annual 
and  Clinical  Meetings,  1962  to  1965. 

1962  Annual  Meeting,  Chicago,  June  24  to  28 

1962  Clinical  Meeting,  Los  Angeles,  November 
26  to  29 

1963  Annual  Meeting,  Atlantic  City,  June  16 
to  20 

1963  Clinical  Meeting,  Portland,  Oregon,  De- 
cember 1 to  4 

1964  Annual  Meeting,  San  Francisco,  June  21 
to  25 

1964  Clinical  Meeting,  Miami  Beach,  dates  not 
yet  announced 

1965  Annual  Meeting,  New  York  City,  June  20 
to  24 

Your  delegates  as  well  as  all  of  the  “old  timer” 
delegates  in  the  House,  and  the  many  members  of 
the  Medical  Society  Executives  were  delighted  to 
see  Mr.  and  Mrs.  Merrill  Smith  in  attendance  at 
this  meeting.  Merrill  has  missed  a few  of  the  re- 
cent meetings  of  the  A.M.A.  due  to  his  illnesses  and 
your  delegates  have  had  many  inquiries  as  to  his 
health  as  well  as  a host  of  good  wishes  to  extend  to 
the  Smiths  from  his  many,  many  friends  in  the 
House  of  Delegates  and  Medical  Society  Executives. 
It  was  pleasing  to  note  that  “Ollie”  and  Merrill 
personified  good  health  and  were  genuinely  happy 
in  associating  with  their  many  good  friends. 

I cannot  close  this  report  without  reminding  the 
members  of  the  Nebraska  State  Medical  Association 
of  the  prodigious  work  carried  out  in  their  behalf 
by  Merrill  Smith  during  his  26  years  of  service 
as  our  Executive  Secretary.  I have  been  intimate- 
ly associated  with  him  for  more  than  these  26 
years  and  during  this  time  have  marveled  at  his 
many  accomplishments,  know  of  his  integrity  and 
loyalty,  his  statesmanship  and  his  graciousness  to 
all  — friend  or  foe.  He  has  been  a tower  of 
strength  to  your  delegates  down  through  the  years. 

I know  that  I am  expressing  the  sentiments  of 
the  members  of  our  Association  when  I say, 

Thank  you,  Mei-rill,  and  may  your  future  years 
with  “Ollie”  be  graced  with  happiness  and  the  best 
of  health. 

For  those  interested  in  further  details  of  the  Clin- 
ical Meeting  held  in  Denver,  I would  refer  you 
to  the  Journal  of  the  American  Medical  Associa- 
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tion,  Volume  178,  Numbers  11  and  12,  December  16 
and  23,  1961. 

RECOMMENDATIONS 

1.  Your  delegates  request  the  Board  of  Coun- 
cilors and  the  House  of  Delegates  to  take  imme- 
diate steps  to  organize  an  A.M.P.A.C.  committee  at 
the  State  level,  which  would  coordinate  its  efforts 
with  committees  organized  in  Nebraska  and  at 
the  national  level. 

2.  Your  delegates  again  urge,  as  we  have  in  the 
past,  that  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  formulate  and  put  in 
force  a plan  whereby  a certain  amount  of  dues 
would  be  earmarked  for  A.M.E.F.  and  the  sum  pre- 
sented to  A.M.E.F.  each  year  at  the  Interim  or 
Annual  Meeting  of  the  A.M.A. 

3.  In  that  there  are  many  legislative  bills  ap- 
pearing before  the  Congress  and  some  which  will 
undoubtedly  appear  before  the  Nebraska  Unicam- 
eral which  will  be  disastrous  to  the  free  practice 
of  medicine  if  enacted,  your  delegates  urge  more 
frequent  meetings  of  the  Legislative  Committee  of 
our  Association  as  well  as  direct  communication 
with  the  Legislative  Committee  of  the  A.M.A. 

4.  The  efforts  of  the  Student  American  Medical 
Association  in  their  own  behalf  as  well  as  their 
endorsement  of  all  of  the  policies  of  the  American 
Medical  Association  should  be  recognized.  Your 
delegates  suggest  that  the  Officers  of  the  Nebraska 
State  Medical  Association  forward  a communica- 
tion to  the  Student  A.M.A.  commending  them  for 
their  splendid  accomplishments. 

5.  Listening  to  the  reports  of  Officers  and  com- 
mittees relative  to  Blue  Cross-Blue  Shield  at  the 
national  level,  your  delegates  were  all  the  more 
cognizant  and  appreciative  of  the  successes  of  our 
Nebraska  Blue  Cross-Blue  Shield  plans.  Certainly 
Nebraska  stands  pre-eminent  in  endeavors  and  ac- 
complishments in  the  widespread  acceptance  of  vol- 
untary prepayment  insurance  through  Blue  Cross 
and  Blue  Shield  throughout  the  State  of  Nebraska. 
Your  delegates  commend  the  officers  and  commit- 
tees of  Blue  Cross  and  Blue  Shield  for  their  vigor- 
ous actions  and  highly  successful  endeavors. 

6.  The  Nebraska  State  Medical  Association 
should  initiate  a survey  to  determine  the  percent- 
age of  individuals  in  each  community  who  have 
received  immunizing  procedures  against  poliomyel- 
itis. An  all-out  effort  should  be  made  by  the  mem- 
bers of  our  Association  to  acquaint  all  of  our  citi- 
zens as  to  the  need  for  poliomyelitis  immuniza- 
tion. 

7.  Your  delegates  are  in  complete  accord  with 
the  idea  that  all  physicians  should  use  automobile 
seat  belts  and  suggest  this  proposal  be  stressed 
to  the  members  of  the  Nebraska  State  Medical  As- 
sociation through  various  methods  of  publicity. 

8.  Your  delegates  suggest  that  a committee  be 
appointed  for  the  purpose  of  selecting  a suitable 
award  for  Mr.  Merrill  C.  Smith,  recognizing  his 
splendid  accomplishments  in  behalf  of  the  Nebraska 
State  Medical  Association  as  Executive  Secretary 
during  his  26  years  in  office. 

Respectfully  submitted, 

j.  d.  McCarthy,  m.d., 

Delegate. 


REPORT  OF  DELEGATE  TO  NORTH 
CENTRAL  MEDICAL  CONFERENCE 

Your  delegate  was  privileged  to  attend  the  North 
Central  Medical  Conference  held  in  Minneapolis, 
Minnesota  on  November  5,  1961. 

A year  ago,  well  over  half  of  the  program  Was 
devoted  to  the  Kerr-Mills  Bill.  The  1961  program 
had  only  a short  followup  on  the  action  taken  by 
the  States  of  North  Dakota  and  Iowa  in  reference 
to  implementing  this  Bill. 

Lyle  Limond  of  Bismarck,  North  Dakota,  execu- 
tive secretary  of  the  North  Dakota  State  Medical 
Association  indicated  that,  following  the  approval 
of  the  Kerr-Mills  legislation  by  the  North  Dakota 
Legislature,  only  67  new  individuals  were  taken  into 
the  Medical  Assistance  for  the  Aged  program.  The 
remaining  recipients  of  medical  aid  were  made  up 
of  old  individuals  transferred  from  Old  Age  As- 
sistance to  the  Medical  Assistance  for  the  Aged 
as  provided  by  Kerr-Mills  legislation. 

Mr.  Robert  B.  Throckmorton,  General  Counsel 
for  the  Iowa  State  Medical  Association,  indicated 
that  while  their  legislature  had  passed  the  Kerr- 
Mills  Bill,  no  money  had  yet  been  appropriated  for 
implementing  this  program. 

Willard  Wright,  M.D.  of  Williston,  North  Dakota, 
a delegate  from  that  State  and  Past  President  of 
the  American  Medical  Association,  presented  a sur- 
vey of  experience  with  the  Canadian  Hospitaliza- 
tion Plan.  His  interest  had  stemmed  from  the  fact 
that  he  was  of  Canadian  birth  and  was  familiar 
with  many  of  the  problems  resulting  from  this 
plan.  Dr  Wright  indicated  that,  as  a result  of  the 
Canadian  Hospitalization  Plan,  the  hospital  admin- 
istrative functions  were  gradually  being  taken 
away  from  the  hospital  administrators  and  put  in 
the  hands  of  the  Government.  It  was  also  the  gen- 
eral feeling  of  the  Canadian  physicians  that  be- 
fore long  the  plan  would  be  expanded  to  cover 
physicians’  fees  and  would  result  in  a socialization 
of  medicine,  comparable  to  that  of  Great  Britain. 

George  H.  Scanlon,  M.D.  of  Iowa  City  and  your 
delegate,  participated  in  a panel  concerned  with 
the  PR  Image  of  Medicine.  Our  presentation  of 
this  panel  was  concerned  primarily  with  the  recenti 
development  by  our  State  Society  of  an  educational 
advertisement  program  directed  toward  the  news- 
paper publishers  of  Nebraska.  This  program,  which 
is  the  brain  child  of  our  retiring  executive  secretary, 
Mr.  M.  C.  Smith,  was  initiated  in  the  month  of  Sep- 
tember with  a full  page  advertisement  in  color, 
appealing  in  the  Nebraska  Newspaper.  This  series 
of  monthly  advertisements  has  been  so  designed 
to  acquaint  the  newspaper  men  of  the  State  of  Ne- 
bi’aska  with  the  problems  of  medicine  and  to  en- 
courage their  cooperation  in  dispensing  this  in- 
formation to  the  readers  of  their  respective  news- 
papers. It  was  pointed  out  to  the  delegates  at  the 
Conference  that  this  program  had  been  well  re- 
ceived, as  evidenced  by  numerous  letters  received 
from  various  publishers  who  felt  that  this  was  a 
forward  step  in  the  much  needed  public  relation’s 
effort  by  the  Nebraska  State  Medical  Association. 

Jule  M.  Hannaford  of  Minneapolis,  Minnesota, 
Karl  Goldsmith  of  Pierre,  South  Dakota  and  Robert 
B.  Murphy  of  Madison,  Wisconsin,  Attorneys  repre- 
senting the  respective  states’  societies,  discussed 
new  legislation  developed  or  in  development  in 
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their  respective  States  concerning-  pel-mission  for 
physicians  to  incorporate.  This  interesting  panel 
pointed  out  that  while  several  of  the  states  had 
had  legislation  passed  for  incorporation  of  physi- 
cians that  such  corporations  had  not  yet  functioned 
inasmuch  as  no  favorable  ruling  by  the  Internal 
Revenue  Service  had  as  yet  been  forthcoming. 
These  gentlemen  strongly  urged  other  State  So- 
cieties to  push  legislation  for  incorporation  of 
physicians  with  the  feeling  that  an  overwhelming 
desire  on  the  part  of  the  various  States  to  desire 
such  incorporation  would  favorably  influence  the 
Internal  Revenue  Service. 

Joe  D.  Miller  of  the  American  Medical  Associa- 
tion discussed  briefly  the  new  American  Medical 
Political  Action  Committee.  This  Committee  has 
been  developed  as  an  entity  separate  entirely  from 
the  American  Medical  Association  and  is  designed 
to  produce  backing  for  desirable  candidates  at  va- 
rious political  levels  regardless  of  their  Party  af- 
filiation. W.  D.  Abbott,  M.D.,  of  Des  Moines,  'iowa 
discussed  the  Iowa  Physicians’  Political  League 
whose  activities  have  been  similar,  at  a State  level, 
to  those  proposed  by  the  American  Medical  Political 
Action  Committee. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Delegate. 

REPORT  OF  THE  COMMITTEE 
OX  AGING 

Harold  Ladwig,  M.D.,  Chairman.  Omaha  ; H.  V.  Munger. 
M.D..  Lincoln  : John  Brown.  M.D..  Lincoln : J.  D.  McCarthy 
M.D..  Omaha  : R.  R.  Andersen.  M.D..  Nehawka  ; R.  F.  Siever’s. 
M.D.,  Blair. 

The  primary  function  of  the  Committee  on  Aging 
during  the  past  year  was  the  preparation  of  testi- 
mony pertaining  to  a favorable  passage  of  the 
proposed  legislative  bill  number  642  of  the  72nd  ses- 
sion of  the  Nebraska  State  Legislature.  Several 
outstanding  individuals  who  were  concerned  with 
State’s  rights  and  the  need  for  such  legislative 
action  appeared  with  members  of  the  committee 
before  the  State  Legislature.  The  bill  met  with 
favorable  action  within  the  committee.  However,  as 
you  know  its  favorable  pasage  by  the  legislature 
was  blocked  on  a second  vote.  The  blockage  per- 
tained primarily  to  the  method  of  financing. 

Your  State  Committee  on  Aging  has  gone  on  rec- 
ord favoring  the  passage  of  legislation  within  the 
state  to  augment  the  Kerr-Mills  legislation.  This 
legislation  provides  care  for  the  medically  indigent 
and  has  already  been  implemented  in  twenty-eight 
states. 

The  committee  feels  that  the  financing  of  medi- 
cal for  the  aged  through  the  Social  Security  Pro- 
gram as  proposed  in  HR.  4222  is  unnecessary. 
Your  committee  recommends  that  the  Board  of 
Councilors  and  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  go  on  record  sup- 
porting legislation  within  the  State  of  Nebraska 
which  would  augment  the  Kerr-Mills  legislation. 

For  your  information  and  review,  the  committee 
is  submitting  the  following  proposed  legislative 
bill  number  642  of  the  72nd  session  of  the  Nebraska 
State  Legislature  and  its  proposed  amendment.  En- 
actment of  this  type  of  legislation  within  the  State 
of  Nebraska  will  require  the  wholehearted  support 


of  the  Board  of  Councilors  and  the  House  Delegates 
of  the  Nebraska  State  Medical  Association. 

A BILL 

FOR  AN  ACT  relating  to  public  assistance;  to 
provide  for  medical  assistance  for  the  aged;  to 
provide  for  administration;  to  define  medical 
care  for  the  aged;  and  to  prescribe  conditions  of 
eligibility. 

Be  it  enacted  by  the  people  of  the  State  of  Ne- 
braska, 

Section  1.  There  is  hereby  established  for  the 
State  of  Nebraska  a program  to  be  known  as  med- 
ical assistance  for  the  aged.  Such  assistance  shall 
consist  of  hospital  and  surgical  care  furnished  to 
persons  over  sixty-five  years  of  age  and  shall  in- 
clude surgery  whether  performed  in  a hospital  or 
elsewhere. 

Section  2.  Except  as  otherwise  provided  in  this 
act,  medical  assistance  for  the  aged  shall  be  ad- 
ministered and  supervised  by  the  same  agencies 
and  in  the  same  manner  as  provided  for  the  ad- 
ministration of  old  age  assistance  in  sections 
68-202  to  68-214,  68-220  to  68-229,  68-301  to 

68-328,  and  68-701  to  68-712,  Reisssue  Revised 
Statutes  of  Nebraska,  1943,  and  amendments  there- 
to. 

Sec.  3.  Medical  Assistance  for  the  aged  shall 
consist  of  (1)  payments  to  hospitals  on  behalf  of 
eligible  persons  and  shall  include  the  reasonable 
cost  of  necessary  hospital  care  as  exceeds  fifty 
dollars  in  any  one  six-month  period,  and  (2)  pay- 
ments to  physicians  duly  licensed  to  perform  sur- 
gery and  shall  include  the  reasonable  cost  of  neces- 
sary surgery  as  exceeds  twenty-five  dollars  in  any 
one  six-month  period. 

Sec.  4.  Every  person  over  the  age  of  sixty-five 
years  who  is  a bona  fide  resident  of  the  State  of 
Nebraska  shall  be  eligible  to  receive  medical  assist- 
ance for  the  aged  from  the  county  of  his  residence, 
provided  he  meets  the  following  qualifications: 

(1)  Is  not,  at  the  time  when  the  payment  of 
assistance  would  otherwise  commence,  an  inmate 
of  any  prison,  jail,  state  hospital  for  the  mentally 
ill,  state  institution  for  the  blind,  or  other  institu- 
tion supported  in  whole  or  in  part  by  funds  raised 
by  taxation,  except  a hospital  operated  and  main- 
tained by  any  county  or  municipality  within  this 
state; 

(2)  Has  no  parent,  child,  or  spouse  residing  in 
the  State  of  Nebraska,  who,  by  payment  of  cash 
or  its  equivalent,  can  support  the  applicant;  Pro- 
vided, that  if  an  applicant  is  in  all  other  respects 
eligible,  the  board  may,  in  its  discretion,  pay  as- 
sistance for  a period  of  time  not  to  exceed  sixty 
days  while  the  ability  of  such  parent,  children,  or 
spouse  to  furnish  such  support  is  being  investigat- 
or for  a reasonable  time  while  suit  is  being  brought 
to  establish  the  liability  of  such  parent,  child  or 
spouse  to  support,  in  whole  or  in  part,  such  needy 
person;  and  provide  further,  that  where  the  board 
in  its  investigation  finds  that  a child  or  children 
have  been  estranged  from  their  parent  or  parents 
for  a period  of  more  than  ten  years,  assistance 
payments  may  be  made  even  though  such  relative 
may  be  financially  able  to  furnish  support.  This 
provision  shall  not  preclude  the  bi’inging  of  an 
action  against  such  child  for  the  purpose  of  requir- 
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ing  him  to  contribute  toward  the  support  of  his 
parent  or  parents; 

(3)  Has  not  deprived  himself  directly  or  indi- 
rectly of  any  property  whatsoever  for  the  purpose 
of  qualifying  for  medical  assistance  for  the  aged; 

(4)  If  receiving  care  in  a hospital,  such  hos- 
pital is  duly  licensed  by  the  Nebraska  Department 
of  Health,  and 

(5)  If  living  alone,  such  individual  has  a net  in- 
come of  less  than  one  hundred  and  twenty-five 
dollars  per  month;  and  if  living  with  a spouse,  the 
combined  net  income  of  the  husband  and  wife  is 
less  than  one  hundred  and  seventy-five  dollars  per 
month. 


question  and  in  some  instances  there  was  over- 
lapping with  more  than  one  positive  answer  so  chat 
the  total  may  be  more  than  seventy-five. 

1.  Who  determines  your  Blood  Bank  policy  in 
regard  to  compatibility  tests,  donor  selection 


etc.  ? 

M.D.  gg 

M.D.  Pathologist 19 

Technologist  18 

Lab.  1 

Administration  (1  is  M.T.)  2 

Can’t  tell c 
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PROPOSED  AMENDMENTS 
Section  1.  There  is  hereby  established  for  the 
State  of  Nebraska  a program  to  be  known  as  medi- 
cal assistance  for  the  aged.  Such  assistance  shall 
consist  of  payments  for  hospitalization  and  in- 
hospital  medical  and  surgical  care  to  persons  over 
sixty-five  years  of  age  and  payment  for  surgery 
whether  performed  in  a hospital  or  elsewhere. 

Sec.  3.  Medical  assistance  for  the  aged  shall 
consist  of  (1)  payments  to  hospitals  on  behalf  of 
eligible  persons,  which  payments  shall  include  the 
reasonable  cost  of  necessary  hospital  care  for 
amounts  which  exceed  fifty  dollars  in  any  one  six- 
month  period,  and  (2)  payments  to  physicians  duly 
licensed  to  practice  medicine  and  surgery,  which 
payments  shall  include  the  reasonable  cost  of  neces- 
sary surgery  and  in-hospital  medical  and  surgical 
care  for  amounts  which  exceed  twenty-five  dollars 
in  any  one  six-month  period. 

Respectfully  submitted, 

HAROLD  A.  LADWIG,  M.D., 
Chairman. 


2.  Who  performs  your  typing  and  cross-matching 
procedures  ? 

Probably  Adequate: 

MT.  (ASCP)  29 

Prob.  M.T.  (ASCP)  “7 

Reg.  Technician  and  5 yrs. 

or  more  experience  n 

M.T.  and  R.N.,  5 yrs.  experience 2 


49 


Probably  Inadequate: 

Unspecified  Lab.  Personnel 8 

No.  West  Inst.-Armed  Forces 
A. M.T.  and  or  less  than 
5 yrs.  experience 18 

— .*• 
26 

Can’t  Tell: 

M.D.  4 

B A.  Degree  — not  registered, 

less  than  5 years 3 

B.Sc.  Degree  — not  registered, 

less  than  5 years 1 


REPORT  OF  COMMITTEE  ON 
BLOOD  AND  BLOOD  PRODUCTS 

Frank  H.  Tanner,  M.D.,  Chairman,  Lincoln  ; Miles  Foster, 
M.D.,  Omaha ; J.  R.  Schenken,  M.D.,  Omaha ; H.  L.  Papen- 
fuss,  M.D.,  Lincoln  ; J.  L.  Dyer,  M.D.,  North  Bend ; John  R. 
Thompson,  M.D.,  Auburn. 

The  Committee  on  Blood  and  Blood  Products  of 
the  Nebraska  State  Medical  Association  has  had  an 
active  year  concerned  mainly  with  a survey  of 
Blood  Banks  and  blood  banking  in  small  hospitals 
in  Nebraska.  A questionnaire  survey  was  in  the 
process  of  being  prepared  at  the  time  of  the  meet- 
ing of  your  group  one  year  ago.  This  survey  was 
completed  and  tabulation  of  results  made  prior  to 
the  annual  meeting  of  the  Nebraska  State  Medical 
Association  in  Omaha  in  April  of  1961.  The  re- 
sults of  that  tabulation  were  made  available  to  the 
members  of  the  Association  at  that  time  and  are  as 
follows: 

A total  of  106  questionnaires  were  sent  to  hos- 
pitals and  clinic  groups  operating  hospitals  in  Ne- 
braska and  including  all  those  outside  of  Lincoln 
and  Omaha.  Eighty  five  of  the  questionnaires  were 
returned.  Ten  questionnaires  were  eliminated  from 
the  survey  because  the  returns  indicated  that  they 
did  not  have  a transfusion  service  or  Blood  Bank 
service  in  the  hospital.  The  survey  thus  is  based 
on  seventy-five  questionnaire  returns.  The  total 
tabulations  under  each  question  may  vary  some- 
what because  not  all  institutions  answered  every 


8 

3.  What  type  of  cross-match  procedure  do  you 


use  as  a routine? 

Saline,  Alb.  & Coombs 30 

Ortho.  Broad  Specto.  Compati- 
bility Test  (S.A.C.)  8 

Saline  & Coombs  5 

Albumin  & Saline 2 

High  Protein  4 

Coombs  only 7 

Coombs  & High  Protein 5 

Slide  Method  5 

Direct  Method  3 

Anti  A — Anti  B 1 

Bromelase  - — Alb.  — Coombs 1 

Kearney  routine  1 

Papain  Rx.  R.B.C. 1 

Simple  Pt.  Serum  & Donor 

Cells  and  Visa  Versa 4 

Bunoan’s  Simplified  Method 
P.  B.  Bunoan,  B.Sc.,  M.D. 

Director  of  Lab. 1 

78 

4.  Do  you  use  a minor  side  cross-match: 

Yes  61 

No  9 

No  answer  5 


75 
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5.  How  many  transfusions  do  you  give  per  year: 


50  or  less 15 

51  to  100  17 

101  to  150 15 

151  to  300  20 

301  to  500  4 

over  500  3 

No  answer  1 


75 

6.  How  often  do  you  prepare  blood  for  other  hos- 
pitals or  physicians  outside  your  own  hospital  ? 

Never  53 

Occasionally  15 

Frequently  2 

Rarely  2 

72 

7.  How  often  do  you  use  universal  donor  blood? 

Never  44 

Seldom  or  Rare 32 

Frequent  1 

77 

8.  When  you  do  use  universal  donor  blood,  what 
precautions  are  taken  ? 


Lower  titer 12 

A.B.  Substance  7 

Both  8 

No  precautions  5 


33 

9.  Where  do  you  get  your  donor  blood?  (One 
bank  may  have  several  sources) : 


Red  Cross 54 

Walking  Blood  Banks 24 

Own  Blood  Bank 7 

Rarely  from  local  donors 18 

Kearney  2 

McCook  1 

100 

10.  Who  draws  your  donor  blood  ? 

M.D.  24 

R.N.  18 

Med.  Technologist 25 

Other  10 


77 

11.  How  do  you  select  your  donors  and  what  ques- 
tions are  asked  them  and  what  protection  of 


the  donor  is  carried  out? 

Not  applicable 19 

Prob.  adequate  care  (temp. 

B.P.,  Donor  card,  etc.)  26 

Probably  inadequate  16 

Can’t  tell 11 

Prev.  checked  by  Red  Cross 3 

Emergency  Donors  only  stated 
they  had  no  formal  question- 
naire or  liability  release  form 19 

12.  How  often  do  you  add  medications  to  blood  be- 
fore transfusions? 

Routinely  or  Frequently  16 

Occasionally  4 

Seldom  or  never 56 


76 


13.  Would  your  hospital  transfusion  service  bene- 
fit from  a visitation  program,  published  guide 


or  instruction  course  ? 

No 10 

Possibly  3 

No  answer  7 

Yes  40 

Inst,  courses  for  tech. 1 

Publication  9 

Visitation  3 


73 

14.  What  manufacturer’s  products  do  you  use? 
(one  bank  may  use  more  than  one  manufactur- 
er’s products  for  their  Coombs  test,  typing,  Rh 


grouping,  etc.). 

Ortho  32 

Dade  27 

Hyland  23 

Knickerbacher  12 

Cert,  of  Bl.  Donor  Service 5 

Other  6 


Following  the  annual  meeting  in  April,  a letter 
from  our  Committee  was  sent  to  all  administrators 
and  superintendents  of  Nebraska  hospitals  acquaint- 
ing them  with  the  results  of  this  survey  and  mak- 
ing certain  recommendations  in  regard  to  the  defi- 
ciencies that  were  apparent  from  this  survey,  as 
follows : 

The  Blood  and  Blood  Products  Committee  of  the 
Nebraska  State  Medical  Association  and  the  Ne- 
braska Association  of  Pathologists  wish  to  express 
their  appreciation  to  you  for  your  participation  in 
the  recent  questionnaire  survey  of  hospital  blood 
banks  in  Nebraska.  The  number  of  hospitals  re- 
turning the  questionnaire  form  was  over  85%,  and 
the  information  obtained  has  been  very  helpful. 
We  hope  that  this  survey  will  serve  as  a first 
step  in  a continuing  effort  to  improve  the  quality 
of  transfusion  services  in  all  our  Nebraska  hos- 
pitals. 

In  the  tabulation  of  the  questionnaire  answers 
there  were  several  things  of  general  interest  that 
we  feel  that  we  should  report  to  you,  and  hope 
that  you  will  discuss  them  in  detail  with  your  lab- 
oratory technologist,  and  with  your  medical  staff. 
The  items  mentioned  below  may  not  necessarily 
apply  to  your  own  hospital,  but  are  based  on  some 
of  the  findings  and  represent  the  opinion  of  our 
committee  in  consultation  with  the  Nebraska  Asso- 
ciation of  Pathologists. 

1.  We  strongly  recommend  that  there  be  active 
medical  supervision  of  your  laboratory  and  blood 
bank  services.  If  you  do  not  already  have  close 
medical  supervision,  we  would  recommend  that 
some  member  of  your  medical  staff  who  has  an 
interest  in  this  field  be  appointed  as  the  super- 
visor of  the  laboratory  and  transfusion  service  or 
blood  bank.  Almost  all  of  you  have  some  contact 
with  a pathologist.  We  would  recommend  that  your 
medical  staff  seek  the  services  of  a pathologist  to 
assist  in  reviewing  the  transfusion  service  in  your 
institution. 

2.  We  would  like  to  point  out  to  you  the  pos- 
sible legal  hazards  of  preparing  blood  for  other 
hospitals  or  for  physicians  outside  your  own  hos- 
pital. There  are  many  difficulties  in  maintain- 
ing adequate  supervisory  control  of  a sample  of 


212 


Nebraska  S.  M.  J. 


blood  brought  to  your  laboratory  for  typing  and 
crossmatching  and  your  furnishing  of  a unit  of 
blood  to  be  given  outside  your  own  hospital.  Errors 
outside  of  your  control  can  result. 

3.  We  recommend  that,  as  a minimum,  two 
crossmatch  procedures  be  employed  for  every 
transfusion  given,  one  of  which  would  basically 
be  of  the  saline,  room  temperature  variety  and 
the  other  of  the  high  protein  or  antiglobulin  va- 
riety (Coomb’s  test).  We  also  recommend  that  a 
minor  side  crossmatch  be  performed. 

4.  We  strong  recommend  that  a donor  ques- 
tionnaire be  prepared  based  on  the  recommenda- 
tions of  the  American  Association  of  Blood  Banks 
Technical  Manual  and  that  careful  examination  of 
the  donor  be  carried  out  prior  to  drawing  of  blood. 
Samples  of  such  questionnaires  could  be  obtained 
from  the  American  Association  of  Blood  Banks, 
(See  No.  7 below)  or  from  your  pathologist  con- 
sultant. It  would  be  well  to  have  this  questionnaire 
include  a donor  liability  release  form. 

5.  We  recommend  that  medications  not  be  added 
to  blood  routinely  by  the  laboratory  or  blood  bank, 
but  be  given  only  on  an  individual  basis  by  order 
of  the  physician  requesting  the  transfusion. 

6.  We  would  like  to  call  your  attention  to  the 
availability  or  refresher  courses  for  technologists 
sponsored  by  the  Nebraska  Association  of  Patholo- 
gists and  urge  that  your  own  technologists  be  pro- 
vided with  an  opportunity  to  attend  one  of  these 
or  an  equally  designed  course  at  least  once  every 
two  years. 

7.  We  believe  that  the  booklet  entitled,  “Tech- 
nical Methods  and  Procedures  of  the  American  As- 
sociation of  Bood  Banks”  should  be  used  as  your 
general  guide.  It  is  available  at  a cost  of  oniy 
$5.00  from  the  American  Association  of  Blood 
Banks  Central  Office,  30  North  Michigan  Boule- 
vard, Chicago  2,  Illinois.  When  it  is  obtained,  we 
suggest  that  your  medical  director  and  laboratory 
technologist  review  it  in  detail  and  feel  free  to 
correspond  with  our  Committee  in  regard  to  any 
specific  questions  that  you  might  have. 

Again,  we  wish  to  thank  you  for  your  coopera- 
tion in  participating  in  the  recent  survey.  We 
hope  that  there  will  be  a continuing  program  of 
education  and  review,  leading  to  improved  tech- 
niques and  procedures  in  blood  banking  in  Nebi'aska 
hospitals. 

Since  that  time,  the  Committee  in  association 
with  the  Nebraska  Association  of  Pathologists  has 
conducted  a workshop  on  the  basic  typing  and 
crossmatching  procedures.  This  workshop  was  held 
on  December  9,  1961,  in  Hastings,  Nebraska,  un- 
der the  direction  of  Drs.  M.  H.  Kulesh,  J.  X.  Tami- 
siea,  and  Loyd  Wagner.  The  workshop  was  attend- 
ed by  about  twenty  technologists  from  the  Central 
Nebraska  area.  It  is  contemplated  that  similar 
workshops  under  the  direct  sponsorship  of  the  Ne- 
braska Association  of  Pathologists  will  be  con- 
tinued as  an  educational  program  of  that  organ- 
ization. 

Because  of  ever  changing  personnel  in  hospital 
laboratories  and  Blood  Banks,  we  feel  that  a con- 
tinuing teaching  program  and  a program  of  educa- 
tion is  necessary  in  order  to  maintain  high  stand- 
ards in  Blood  Banking  in  the  small  hospitals  as 
well  as  in  the  large  hospitals  throughout  the  State 
of  Nebraska.  Any  suggestions  that  your  group 


could  make  as  to  how  this  could  be  carried  out  in 
addition  to  the  contemplated  annual  or  semi-annual 
workshop  would  be  greatly  appreciated. 

Respectfully  submited, 

FRANK  H.  TANNER,  M.D., 
Chairman. 


REPORT  OF  COMMITTEE  ON 
ADVISORY  TO  AUXILIARY 

Paul  S.  Read,  M.D.,  Chairman,  Omaha;  D.  D.  Stonecypher. 
M.D.,  Nebraska  City ; E.  G.  Brillhart,  M.D.,  Columbus  ; G. 
Kenneth  Muehig,  M.D.,  Omaha ; C.  M.  Coe,  M.D.,  Wakefield ; 
Allan  G.  Gilloon.  M.D.,  Grand  Island. 

The  Chairman  was  consulted  once  during  the  year 
by  the  State  President  regarding  the  advisability 
of  sponsoring  an  adequate  state  law  for  milk  steril- 
ization, otherwise  there  was  no  activity. 

Respectfully  submited, 

PAUL  S.  READ,  M.D., 

Chairman. 


REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

Charles  Ashby,  M.D.,  Chairman,  Geneva ; Clyde  Kleager, 
M.D.,  Hastings;  L.  J.  Ekeler,  M.D.,  David  City;  D.  P.  Mc- 
C leery,  M.D.,  Beatrice ; W.  R.  Hill,  M.D.,  Seward  ; Ralph  Blair, 
M.D.,  Broken  Bow. 

The  Rural  Medical  Service  Committee  sponsored 
the  10th  Annual  Senior  Medical  Day,  May  25,  196*1, 
at  the  Paxton  Hotel,  Omaha.  The  following  pro- 
gram was  presented: 

Presiding  — A . J.  Offerman,  M.D.,  Omaha; 
President,  Nebraska  State  Medical  Association 

“You  Will  Soon  Be  a Doctor”  — W.  C.  Kenner, 
M.D.,  Nebraska  City;  Alternate  Delegate, 
American  Medical  Association 

“Why  I Chose  a Small  Town  to  Practice”  — Otis 
W.  Miller,  M.D.,  Ord;  Allied  Professions  Com- 
mittee 

“Why  I Chose  General  Practice”  — Ivan  M. 
French,  M.D.,  Wahoo;  President,  Nebraska 
Chapter,  American  Academy  of  General  Prac- 
tice 

“The  Mechanics  of  Establishing  Your  Office”  — 
Mr.  M.  K.  Mills,  Waterloo,  Iowa;  General  Man- 
ager, Professional  Management  Midwest 

“Narcotics,  the  Use  and  Abuse  in  Your  Profes- 
sion” J — E.  A.  Rogers,  M.D.,  Lincoln;  Nebraska 
Director  of  Health 

“The  Art  of  the  Practice  of  Medicine”  — W.  Max 
Gentry,  M.D.,  Gering;  Committee  on  Medical 
Education 

“The  Doctor’s  Obligation  to  His  Community”  — 
F.  M.  Karrer,  M.D.,  McCook;  Mayor,  City  of 
McCook;  Past  Councilor,  Nebraska  State  Med- 
ical Association 

“Medical  Ethics  — The  Doctor’s  Golden  Rule”  • — 
Earl  F.  Leininger,  M.D.,  McCook;  Past  Presi- 
dent, Nebraska  State  Medical  Association 

Banquet  Speaker  — Mr.  E.  J.  Faulkner,  Lincoln; 
President,  Woodmen  Accident  & Life  Company; 
“The  Future  of  Medicine  in  These  Changing 
Times” 

We  plan  to  sponsor  the  11th  Annual  Senior 
Medical  Day  in  the  spring  of  1962. 
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Since  there  has  been  an  increasing  percentage 
of  seniors  with  wives  or  fiances,  it  has  been  sug- 
gested that  some  indoctrination  should  be  present- 
ed to  the  seniors  family.  A meeting  was  held 
with  the  Auxiliary  at  which  the  suggestion  was 
made  that  they  might  present  a program.  The 
possibility  will  be  investigated  further. 

Respectfully  submitted, 

C.  F.  ASHBY,  M.D., 

Chairman. 

JOINT  COMMISSION  FOR  THE 
IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

W.  C.  Kenner,  M.D.,  Chairman,  Nebraska  City ; M.  P. 
Brolsma,  M.D.,  Lincoln. 

There  have  been  no  meetings  of  the  Joint  Com- 
mittee for  the  Improvement  of  the  Care  of  the  Pa- 
tient during  the  year  1961. 

However,  this  Committee  Chairman  was  ap- 
pointed to  another  Joint  Committee  of  the  Nebras- 
ka State  Medical  Association,  The  Nebraska  Hos- 
pital Association,  and  the  Nebraska  Blue  Cross  and 
Blue  Shield  to  promote  and  encourage  proper  use 
of  medical  or  surgical  services  and  hospital  facili- 
ties and  resources. 

This  committee  decided  to  conduct  a pilot  study 
of  average  hospital  days  required  for  various  types 
of  cases.  The  establishment  of  Hospital  Utiliza- 
tion Committees  in  the  pilot  hospital  studies  was 
recommended.  Later,  this  could  be  extended  to 
other  hospitals  if  considered  feasible. 

Respectfully  submitted, 

WILLIAM  C.  KENNER,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Leroy  W.  Lee,  M.D.,  Chairman,  Omaha;  Maurice  D.  Frazer, 
M.D.,  Lincoln:  Houghton  F.  Elias,  M.D.,  Beatrice;  H.  M. 

Nordlund,  M.D.,  York  ; George  F.  Hoffmeister,  M.D.,  Hast- 
ings ; James  J.  O’Neill,  M.D.,  Omaha. 

Your  Public  Relations  Committee  of  the  Ne- 
braska State  Medical  Association  is  cognizant  of 
the  fact,  that  the  year  1962  will  be  a most  decisive 
year  concerning  the  future  of  medical  practice  and 
medical  care  in  the  United  States.  It  is  hoped  that 
the  many  projects  undertaken  by  the  Public  Rela- 
tions Committee  of  this  State  Medical  Association 
as  well  as  the  American  Medical  Association  in 
the  several  years  past  will  bear  fruit  when  the  final 
vote  is  counted  in  the  Congress.  The  Administra- 
tion has  placed  a top  priority  on  passage  of  the 
King-Anderson  Bill  in  the  1962  Congress.  The  So- 
cial Security  forces  have  been  engaged  in  a major 
drive  to  whip  up  support  for  their  cause  through- 
out the  Nation  at  grass-roots  level.  A team  of  top 
Health,  Education  and  Welfare  Officials  have  been 
going  throughout  the  country,  making  appearances 
in  ten  major  cities,  sponsoring  seminars  to  explain 
the  Administration’s  Aged-Care  proposals,  and  in- 
viting views  of  the  local  citizens.  Abraham  Ribi- 
coff,  H.E.W.  Secretary,  has  been  personally  active 
in  this  campaign.  At  the  same  time  a Senate  Com- 
mittee on  Aging  is  sending  Sub-committees  into 
twenty-eight  cities  in  more  than  a dozen  states  to 


stage  special  “town  meetings,”  and  the  Political 
Action  committee  of  the  A.F.  of  L.-C.I.O.  is  pressing 
to  stimulate  greater  political  action  by  the  local 
unions.  In  addition,  a new  organization  called  the 
National  Council  of  Senior  Citizens  for  Medical 
Care  which  is  backed  by  both  government  and 
labor,  is  headed  by  Aime  Forand  and  is  becoming 
active  for  the  purpose  of  influencing  our  elected 
representatives.  Membership  is  now  estimated  at 
400,000.  The  American  people  are  being  mislead 
concerning  the  Government’s  Program  from  the 
standpoint  of  costs,  benefits,  and  need.  They  are 
being  told  that  there  is  no  substitute  for  the  Gov- 
ernment’s compulsory  plan.  During  this  coming 
year,  our  Public  Relations  Committee  and  our  Legis- 
lative Committee  of  the  State  Medical  Society  must 
be  active  and  alert  if  we  are  to  emerge  victorious 
in  the  battle. 

Your  Chairman  of  the  Public  Relations  Commit- 
tee, as  well  as  Dr.  Horace  Munger,  Dr.  Fritz  Teal, 
and  Mr.  Ken  Neff  attended  the  American  Medical 
Association’s  Chicago  meeting  regarding  the  pro- 
gram of  action  of  the  American  Medical  Associa- 
tion and  its  members  for  combating  the  Administra- 
tion’s proposed  legislation.  This  meeting  was  held 
March  18  and  19,  1961,  at  the  Congress  Hotel  in 
Chicago.  Among  others  the  featured  speakers  were 
Senator  Robert  Ken*,  and  Dr.  Edward  Annis.  The 
key  point  of  the  program  was  to  emphasize  that 
eternal  vigilance  is  the  price  of  medical  freedom. 
Continued  education  of  the  public  and  contact  with 
our  elected  representatives  in  the  Congress  and 
Senate  must  be  carried  out  without  fail  if  medical 
practice  and  medical  care  are  to  remain  free  of 
Governmental  interference. 

The  Board  of  Trustees  of  the  Nebraska  State 
Medical  Association  in  1961  approved  a Public 
Relations  Program  in  which  the  Nebraska  Press 
Association’s  official  organ,  “The  Nebraska  News- 
paper,” will  receive  paid  advertising  in  the  form 
of  a full  colored  page  giving  information  from  the 
medical  association  concerning  medical  care  and 
particularly  the  economics  of  medical  care.  This 
organ  is  read  by  newspaper  writers  and  editors 
throughout  the  State  of  Nebraska.  Certainly  this  is 
a group  of  intelligent  laymen  who  should  learn 
the  truth  concerning  the  problem  of  the  American 
people  in  this  regard. 

In  October,  1961,  the  “6th  Annual  Report  of 
Criteria  Points  for  Good  Voluntary  Health  Insur- 
ance and  Statistical  Data  on  Health  and  Accident 
Business  in  Nebraska”  was  published  and  mailed 
to  all  members  of  the  Association.  The  informa- 
tional brochure  has  been  well  received  by  the  Pro- 
fession and  is  quite  educational.  Incidentally,  it 
has  the  effect  of  keeping  the  Insurance  Companies 
on  the  “up  and  up”  regarding  their  relations  with 
the  insured  patients. 

The  1961  Hall  of  Health  at  the  State  Fair  was 
attended  by  51,689  visitors.  There  are  plans  to 
have  an  exhibit  in  1962. 

The  film,  “Gravity  of  Death,”  presented  by  the 
Nebraska  State  Medical  Association,  was  shown 
390  times  during  1961  to  an  audience  of  51,689  per- 
sons. There  are  nine  prints  available  for  distribu- 
tion, of  these,  two  prints  are  at  the  headquar- 
ter’s office  and  seven  prints  at  the  Division  of 
Public  Health  and  Education,  of  the  State  of  Ne- 
braska. There  continues  to  be  a very  heavy  de- 
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mand  for  the  film  from  schools,  service  clubs,  etc  , 
both  within  the  State  of  Nebraska  and  elsewhere. 
The  showing  of  this  film  has  produced  favorable 
public  relations  for  our  Medical  Society  as  well  as 
for  the  Profession  as  a whole  throughout  the  State. 

A type  of  favorable  public  relations  effort  at 
grass-roots  level  is  brought  about  by  local  com- 
munity celebrations  in  honor  of  individual  physi- 
cians in  their  local  area,  in  which  testimony  to 
the  service  of  the  physician  is  brought  to  the  pub- 
lic eye.  Such  a testimonial  to  physician’s  services 
was  recently  held  in  Omaha  when  the  Bishop 
Clarkson  Memorial  Hospital  gave  a testimonial 
dinner  in  honor  of  their  living  emeritus  members 
at  the  Omaha  Country  Club,  October  24,  1961. 
Among  the  Doctors  honored  at  the  affair  were: 
Edwin  Davis,  T.  T.  Harris,  J.  J.  Keegan,  E.  L. 
MacQuiddy,  Sr.,  Charles  F.  Moon,  William  L Shear- 
er, Eugene  E.  Simmons,  Chester  Q.  Thompson, 
Warren  Thompson,  and  Chester  H.  Waters,  Sr. 
Favorable  publicity,  including  a picture  of  the  hon- 
orees,  was  in  the  World  Herald  and  other  local  pub- 
lications. It  is  felt  that  such  material  is  excellent 
public  relations  for  the  Profession  and  is  to  be 
encouraged  wherever  possible. 

The  Committee  recommends  every  effort  be  ex- 
pended in  keeping  the  attitude  of  the  press,  radio, 
and  television,  as  well  as  other  areas  of  mass  com- 
munication friendly  and  co-operative  with  organized 
medicine  and  the  individual  physician.  This  is  a 
two  way  relationship  and  the  indivdual  doctor  must 
forever  keep  that  fact  in  mind. 

Respectfully  submitted, 

LEROY  W.  LEE,  M.D  , 

Chairman. 

REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

D.  B.  Steenburg-,  M.D.,  Chairman,  Aurora  ; Harold  S.  Mor- 
gan, M.D.,  Lincoln  : F.  Lowell  Dunn,  M.  D.,  Omaha  ; Harry 
Jakeman,  M.D.,  Fremont;  Max  Gentry,  M.D.,  Gering ; Frank 
Tanner,  M.D.,  Lincoln. 

Your  chairman  attended  most  of  the  meetings 
of  the  executive  faculty  of  the  University  of  Ne- 
braska College  of  Medicine  of  Omaha,  at  Omaha, 
during  the  past  year.  These  meetings  were  well 
attended  by  the  faculty  and  frequently  by  the  Chan- 
cellor or  his  i-epresentatives.  The  scope  of  activi- 
ties embrace  the  whole  area  of  the  conduct  of  the 
medical  school,  University  Hospital,  selection  of 
students,  their  welfare,  examinations,  graduation, 
placement  in  hospitals  for  their  training  after  leav- 
ing the  university,  and  their  continuing  medical 
education. 

Dr.  Tollman  reports  during  the  year  just  clos- 
ing several  changes  have  occurred. 

Dr.  R.  G.  Holly  accepted  appointment  as  Dean 
of  the  Graduate  College.  A faculty  committee  is 
preparing  recommendations  for  his  successor  as 
Chairman  of  the  Department  of  Obstetrics  and 
Gynecology.  We  are  most  grateful  to  Dr.  L.  S.  Mc- 
Googan  for  functioning  as  Acting  Chairman  in  the 
interval. 

On  September  1,  1961,  Dr.  Henry  M.  Lemon  joined 
the  faculty  as  Professor  of  Internal  Medicine,  As- 
sistant Dean  for  Research  Affairs  and  Director  of 
the  Eugene  C.  Eppley  Foundation  for  Cancer  and 
Allied  Diseases.  He  has  research  under  way  as  well 


as  working  on  plans  and  seeking  out  additional 
people  for  the  Foundation  staff. 

During  the  summer  most  of  the  clinics  moved 
to  new  quarters  in  Unit  III.  This  building  also 
provides  new  space  for  Radiology,  Hospital  Labora- 
tory and  the  College  offices.  Additional  space  for 
research  is  present  in  Unit  III  also  and  this  is  being 
filled  rapidly. 

One  of  the  pleasing  announcements  this  fall  was 
the  award  of  a sizeable  grant  to  Dr.  Wittson  to 
pursue  work  in  Mental  Retardation.  This  will 
bring  in  additional  research  staff,  and  develop  a 
very  intensive  program  in  this  important  field. 

At  the  Medical  School  we  are  feeling  the  pres- 
sures of  the  law  of  supply  and  demand.  Not  only 
are  our  normal  operating  costs  facing  the  wides- 
spread  gradual  increase,  but  we  are  feeling  espe- 
cially the  competition  for  skilled  people.  In  the 
professional  ranks  particularly,  the  short  supply 
of  top  people,  and  the  rapidly  increasing  programs 
all  across  the  country  lead  to  most  attractive  offers 
to  our  essential  faculty  and  staff. 

We,  at  the  Medical  School,  hope  the  next  Legis- 
lature will  recognize  that  we  are  competing  in  a 
national  market  for  faculty  level  people  throughout 
the  University.  If  we  wish  to  maintain  a sound 
position,  to  be  able  to  offer  our  young  people  the 
education  I believe  our  citizens  want  them  to 
have,  there  must  be  recognition  that  we  function 
at  a national  level.  Universities  all  across  the  coup- 
try  look  at,  and  try  to  employ  our  best  people. 
When  we  replace  them  we  must  compete  with  other 
universities  from  coast  to  coast. 

I hope  the  Councilors  and  the  Society  generally 
will  continue  their  enthusiastic  and  much  appre- 
ciated support  of  the  University  and  of  this  Col- 
lege. 

Dr.  Egan  reports: 

The  Creighton  University  School  of  Medicine  in 
1961  noted  several  developments  indicative  of  prog- 
ress for  the  year  just  past  and  for  future  years 
and  which  may  be  of  interest  to  you  and  to  the 
committee  of  which  you  are  chairman. 

The  largest  single  gift  in  the  history  of  the 
Creighton  University,  exceeding  in  value  its  or- 
iginal endowment  of  three  million  dollars,  was 
announced  on  August  17th.  Mrs.  Mabel  L. 
Criss,  by  her  generosity  in  memory  of  her  husband. 
Dr.  C.  C.  Criss,  founder  of  Mutual  of  Omaha  and 
a 1912  graduate  of  the  School  of  Medicine,  insured 
the  building  of  a new  medical  center  at  Creighton. 
In  addition,  more  than  $600,000  in  a building  fund 
created  by  alumni  of  the  School  will  be  matched 
by  an  equal  amount  of  Federal  funds  to  ei'ect  a 
facility  for  medical  research. 

Creighton’s  needs,  now  in  sight,  for  new  and 
adequate  buildings  serves  to  emphasize  its  constant 
need,  in  common  with  other  schools  of  medicine,  for 
current  operating  funds.  The  student’s  tuition  can 
meet  but  a fraction  of  these  needs.  Many  have 
given  and  assisted  Creighton  to  obtain  these  need- 
ed funds  and  the  successful  efforts  of  the  American 
Medical  Educational  Foundation  have  been  ex- 
tremely important.  These  funds  have  permitted 
Creighton  to  expand  its  faculty  and  improve  the 
quality  of  its  educational  activities. 

The  demonstrated  interest  and  encouragement 
afforded  the  Creighton  University  School  of  Medi- 
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cine,  and  especially  the  leadership  given  the 
A.M.E.F.  by  the  Medical  Education  Committee  of 
the  Nebraska  State  Medical  Association  is  very 
much  appreciated. 

During  1961  the  State  membership  was  canvassed 
by  mail  for  the  American  Medical  Education  Fund, 
as  in  preceding  years  and  a generous  response  was 
elicited. 

Effective  January  1962  the  programs  of  A.M.E.F. 
and  A.M.R.F.  (American  Research  Foundation)  will 
be  consolidated  within  the  framework  of  a single 
Foundation  — the  American  Medical  Association 
Education  and  Research  Foundation. 

THE  PROGRAMS  OF  A.M.A.  - E.R  F. 

At  the  present  time,  the  Foundation  is  seeking 
funds  to  support  the  following  programs: 

— unrestricted  financial  assistance  to  medical 
schools 

— a medical  journalism  fellowship  program 
— a research  grants  program  for  medical  re- 
search workers 

— a study  of  perinatal  mortality  and  morbidity 
— a study  of  continuing  medical  education 
During  1962,  the  Foundation  will  also  undertake 
to  raise  funds  to  assist  in  the  financing  of  medical 
scholarships  and  for  loans  to  medical  students,  as 
well  as  to  physicians  in  internships  and  residencies. 

FUND-RAISING  BY  A.M.A.  - E.R.F. 

The  A.M.A.-E.R.F.  seeks  financial  support  from 
physicians,  constituent  and  component  medical  so- 
cieties, the  Woman’s  Auxiliary,  philanthropic  organ- 
izations, business  entities,  and  the  general  public. 
Within  the  limitations  of  the  financial  needs  of  its 
various  projects,  the  Foundation  encourages  con- 
tributors to  designate  which  project  they  wish  to 
support  and,  in  the  case  of  financial  assistance  to 
medical  schools,  to  designate  the  specific  school 
which  is  to  receive  their  contribution. 

The  success  of  the  Foundation’s  fund-raising  ef- 
forts is  in  good  measure  dependent  upon  the  volun- 
tary cooperation  and  support  from  constituent  and 
component  medical  societies  and  their  counterpart 
components  of  the  Woman’s  Auxiliary.  The  sup- 
port of  physicians  and  their  wives  can  best  be  en- 
listed through  the  efforts  of  these  local  societies. 
The  effectiveness  of  this  approach  is  clearly  dem- 
onstrated by  the  success  of  constituent  and  com- 
ponent society  and  local  auxiliary  efforts  to  raise 
funds  for  A.M.E.F.  in  the  past. 

With  this  thought  in  mind,  it  is  suggested  that — 

1.  The  information  in  this  memorandum  be  made 
widely  known  to  the  members  of  your  so- 
ciety. 

2.  Each  state  continue  to  appoint  a “state 
A.M.A.-E.R.F.  Foundation  Committee,”  e.g., 
your  present  A.M.E.F.  committee  might  be- 
come the  A.M.A.-E.R.F.  committee. 

3.  Such  committees  of  the  constituent  medical 
society  should  be  encouraged  to  provide  lead- 
ership for  similar  action  by  the  component 
societies. 

4.  Constituent  and  component  societies  should 
continue  and  expand  their  fund-raising  pro- 
grams to  support  medical  schools  as  well  as 
any  other  Foundation  project  which  finds 
merit  in  the  eyes  of  their  members. 


5.  Officers  and  other  members  of  your  society 
should  be  encouraged  to  make  the  Founda- 
tion and  its  programs  known  to  businessmen, 
philanthropists,  and  other  potential  donors  in 
their  communities. 

It  is  our  intention  to  support  these  local  pro- 
grams at  the  national  level  through  direct-mail 
solicitation  directed  to  all  physicians  and  to  other 
segments  of  the  lay  public;  through  press  releases 
and  stories  in  our  own  publications;  and  through 
individualized  presentations  to  national  business  and 
philanthropic  organizations. 

Your  chairman  attended  the  72nd  annual  meeting 
of  the  Association  of  American  Medical  Colleges 
at  the  Queen  Elizabeth  Hotel  in  Montreal,  Quebec, 
Canada,  November  13,  1961. 

In  addition  to  the  Deans  of  American  and  Cana- 
dian Medical  Colleges  there  were  present  delega- 
tions from  Latin  American,  South  American  and 
Indian  Medical  Schools.  The  problems  surround- 
ing “Student  Recruitment,”  “Student  Financing,” 
and  “Loans”  to  students,  whether  from  federal  or 
private  funds,  wTere  thoroughly  aired. 

A panel  discussion  on  “Flexibility  in  Time  for 
Preparation  of  the  Physician”  by  Dr.  John  A.  D. 
Cooper  of  Northwestern  University  Medical  School, 
Dr.  Robert  H.  Alway  of  Stanford  Medical  School 
and  Dr.  Samuel  P.  Asper  of  John  Hopkins  Univer- 
sity School  of  Medicine,  covered  many  new  ideas 
designed  to  shorten  the  total  course  time. 

Dr.  Ham  of  Western  Reserve  Medical  School 
reported  their  progress  during  the  year  of  their 
new  innovations  in  teaching  methods. 

Dr.  Wilder  Penfield  of  the  Montreal  Neurological 
Institute  gave  the  4th  Alan  Gregg  Memorial  Lec- 
ture “The  Epic  of  Alan  Gregg.” 

Dr.  Ward  Darley  always  succeeds  in  having  an 
interesting,  well  attended  and  much  challenging 
material  is  presented  to  those  interested  in  medical 
education  at  these  annual  get-togethers.  Before 
bringing  this  annual  report  to  a close,  I would  like 
to  say  a few  things  and  ask  a few  questions. 

As  compared  with  most  other  states  Nebraska 
is  doing  a good  job  in  relation  to  student  affairs. 
In  a recent  letter  from  Dr.  Glen  Leymaster  of  the 
Council  on  Medical  Education  and  Hospitals  of 
A.M.A.,  he  said,  “A  good  many  other  states  could 
take  lessons  from  the  “white  spot”  • — needless  to 
say,  however,  there  is  still  a lot  to  be  done.”  We 
have  pei'haps  one  of  the  highest  percentages  in 
the  whole  United  States  of  graduating  college  men 
and  women  seeking  admission  to  medicine,  nursing, 
and  the  medical  technology  specialty.  This  brings 
me  to  the  question,  if  it  is  thought  advisable,  the 
several  secretaries  of  county  and/or  council  or  dis- 
tricts could  be  canvassed  to  ascertain  their  opinion 
as  to  the  advisability  of  a medical  “High  School” 
Day  similar  to  the  present  “Career  Day”  conducted 
by  these  high  schools. 

Speaking  talent  to  present  the  case  for  medicine, 
nursing  and  technological  careers  could  be  local 
or  could  come  out  from  our  two  medical  schools. 

Presently  Omaha  and  Lincoln  have  such  career 
days  and  the  A.A.G.P.  has  indicated  their  interest 
in  this  area,  and  I understand  it  has  some  programs 
presently  under  way. 

If  the  Committee  on  Medical  Education  is  called 
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upon,  we  will  be  happy  to  help  out  in  any  way  de- 
sired with  “Medical  Day”  at  any  of  the  state’s  high 
schools. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D., 

Chairman. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Peyton  T.  Pratt,  M.D.,  Omaha.  Chairman  ; C.  K.  Elliott, 
M.D.,  Lincoln:  H.  Dey  Meyers,  M.D.,  Schuyler;  J.  F.  Ken- 
nedy, M.D.,  Alliance;  C.  B.  Dorwart,  M.D.,  Sidney;  H.  F. 
Elias,  M.D.,  Beatrice. 

I would  like  to  divide  this  report  into  two  parts. 
First,  the  current  status  and  progress  of  Blue 
Shield  in  the  past  year.  Second,  what  are  the  fu- 
ture problems  that  must  be  met. 

Blue  Shield  has  been  run  very  well  during  the 
past  year.  The  number  of  insured  people  has  con- 
tinued to  increase,  but  slowly.  There  were  210,580 
participants  in  1958;  222,419  in  1951;  234,840  in 
1960  and  there  were  238,741  as  of  the  third  quar- 
ter in  1961.  The  premium  income  from  the  mem- 
bers is  as  follows:  $3,400,255  in  1958;  $3,539,432 
in  1959  and  $3,740,220  in  1960.  The  estimated  pre- 
mium income  for  1961  will  be  $4,500,000.  The  pre- 
mium income  has  been  increasing  more  rapidly 
than  the  number  of  insured  members,  this  repre- 
sents increased  coverage.  The  payout  rate  in  1961 
has  been  85.9%  the  same  as  it  was  for  1960.  The 
total  reserves  as  of  the  third  quarter  in  1961  are 
$3,306,000.  There  is  between  9 and  10  months  of 
reserves  based  on  the  average  claim  rate,  making 
the  plan  basically  sound. 

This  year  marked  the  transition  from  the  old 
policies  to  the  new  ones.  There  were  many  doctor 
and  personnel  meetings  held  throughout  the  state 
in  the  past  year  to  acquaint  the  physicians  and  as- 
sistants with  the  new  policies  that  have  been  issued. 
All  of  the  policies  have  been  converted  except  for 
approximately  2 to  3%.  Approximately  50%  of 
the  policies  are  in  the  series  E and  32  type  and 
approximately  one-third  are  in  the  series  60.  The 
series  E and  32  are  mildly  improved  over  the  pre- 
vious 32,  however,  the  series  60  is  a markedly  im- 
proved policy.  There  are  only  1,670  subscribers 
with  the  over  65  policy.  However,  there  are  esti- 
mated to  be  10,000  to  12,000  members  who  took 
out  their  Blue  Shield  policies  prior  to  the  age  of 
65  and  are  now  past  that  age  who  still  maintain 
their  policies.  Mr.  Joseph  O.  Burger  died  on  July 
10,  1961  after  many  years  of  dedicated  service  to 
the  Blue  Shield.  He  has  been  replaced  as  general 
manager  by  Mr.  William  Heavey,  from  whom  we 
expect  great  things.  The  Prepayment  Medical 
Care  Committee  has  been  increased  to  six  mem- 
bers, the  current  members  are  C.  B.  Dorwart  of 
Sidney,  James  F.  Kennedy  of  Alliance,  C.  K.  Elliott 
of  Lincoln,  H.  F.  Elias  of  Beatrice,  and  H.  D.  Myers 
of  Schuyler.  In  nearly  every  area  there  is  a com- 
mittee member  who  is  ready  and  willing  to  be  con- 
tacted concerning  any  problems  which  you  have 
in  relation  to  Blue  Shield.  To  the  very  best  of  our 
ability  these  problems  will  be  presented  to  the 
Blue  Shield  board  for  a satisfactory  solution. 
Please  feel  free  to  talk  to  any  of  these  people 
about  any  of  your  Blue  Shield  problems. 

The  future  success  of  the  Blue  Shield  plan  and 


its  continued  contribution  in  the  fight  against  gov- 
ernment medicine  depends  upon  the  voluntary  cover- 
age of  every  individual  in  such  a way  that  they  can 
meet  their  medical  responsibilities.  This  depends 
upon  two  facts,  one,  is  the  service  contract  and, 
two,  all  people  being  covered.  The  service  contract 
idea  is  based  on  the  fact  that  any  person  who  makes 
$3,200'  or  less;  $4,000  or  less;  $6,000  or  less;  $7,500 
or  less  and  has  the  appropriate  policy,  is  entitled 
to  a complete  medical  care  for  services  covered 
without  additional  bills  by  participating  physicians. 
The  key  to  the  success  of  this  program  is  that  both 
the  patient  and  the  physicians  recognize  this  and, 
that  the  patient  is  satisfied  with  his  premium  and 
the  physician  is  satisfied  with  his  fee  in  each  of  the 
categories. 

Blue  Shield  fee  schedules  seem  to  be  adequate 
for  the  people  in  these  income  brackets.  This  does 
not  apply  to  people  making  over  $7,500  a year. 
The  general  philosophy  of  people  today  is  that  they 
would  like  to  be  able  to  budget  completely  their 
medical  bills.  Particularly  is  this  true  in  the  lower 
income  families,  so  they  will  not  be  destroyed  eco- 
nomically by  serious  illnesses.  While  it  is  true 
that  it  is  not  the  doctors  responsibility  based  on  the 
new  participating  agreements  to  find  out  whether 
their  patient’s  income  is  under  the  limits  of  his 
policy,  it  behooves  us  all  to  be  certain  that  this  is 
not  abused.  This  is  a positive  way  to  care  for 
people  without  government  medicine.  The  second 
point  is  that  we  should  actively  encourage  people 
to  enroll  in  Blue  Shield,  particularly  those  over  65 
years  of  age.  This  should  be  done  immediately  as 
this  is  the  area  in  which  organized  medicine  is  go- 
ing to  be  under  pressure  in  the  current  year.  In 
a general  way  it  is  the  consensus  of  the  Prepay- 
ment Medical  Care  Committee  that  Blue  Shield 
should  in  a more  active  way  undertake  to  enroll 
uninsured  people  in  this  plan. 

A current  and  adequate  study  of  the  numbers  of 
people  over  65  who  are  not  covered  by  insurance, 
adequate  income  or  County  or  State  Welfare  agen- 
cies should  be  determined,  so  that  the  need  for  ad- 
ditional care  could  be  made.  As  Nebraska  is  one 
of  the  states  who  has  the  largest  number  of  people 
over  65  percentage  wise,  this  is  an  area  where,  if 
our  job  is  good,  it  can  be  of  real  significance. 

Doctors  for  the  most  part  do  their  share  in  car- 
ing for  people  whether  they  can  afford  to  pay  or 
not.  One  of  the  real  problems  lies  in  the  area  of 
hospitalization.  A patient  with  the  series  32  Blue 
Shield  policy  and  a comparable  Blue  Cross  policy 
and  make  less  than  $3,200  a year  will  therefore 
have  all  his  doctor  bills  paid,  but  this  is  not  true 
of  Blue  Cross.  The  hospital  may  go  ahead  and 
make  their  regular  charges.  Hospitalization  cover- 
age is  the  target  of  the  King-Anderson  bill  and  one 
of  the  possible  reasons  for  it  is  the  lack  of  service 
type  agreements  in  Blue  Cross.  Again  our  goal  is 
adequate  medical  and  hospital  coverage  for  all 
people  with  fair  compensation  to  the  physicians  and 
hospital  based  on  reduced  rates  for  people  in  the 
lower  income  group.  Many  hospitals  do  this  for  an 
occasional  patient  when  requested  by  the  physician, 
however,  this  should  be  for  all  patients. 

Blue  Shield  has  successfully  completed  another 
year  including  conversion  to  the  new  policies.  The 
future  and  goals  are  increased  coverage  of  more 
people  particulai’ly  the  over  65  group  and  further 
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strengthening-  of  the  service  concept  particularly 
of  the  hospitals. 

Our  committee  has  endorsed  the  actions  of  the 
Board  of  Directors  of  the  Blue  Shield  for  the  past 
year. 

Respectfully  submitted, 

PEYTON  T.  PRATT,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  HEALTH 
COMMITTEE 

Carl  J.  Potthoff,  M.D.,  Chairman.  Omaha  : Thomas  1). 

Fitzgerald,  M.D.,  Alliance;  R.  L.  Grissom,  M.D..  Omaha, 
Edwin  D.  Lyman,  M.D.,  Omaha ; Earl  A.  Rogers.  M.D.,  Lin- 
coln : H.  C.  Stewart,  M.D.,  Pawnee  City. 

The  Committee  held  three  meetings  during  1961, 
one  of  them  being  a joint  meeting  with  the  Tuber- 
culosis Committee. 

The  joint  committee  considered  the  need  for  state 
statutes  providing  health  officers  with  authority 
to  isolate  patients  known  to  have  active  tubercu- 
losis and  to  examine  contacts  of  known  cases.  The 
Nebraska  Thoracic  Society  has  endorsed  the  prin- 
ciple of  such  legislation.  The  compulsory-  isolation 
of  recalcitrant  patients  presents  problems  involving- 
local  jurisdictions  and  reimbursements  of  funds  to 
local  facilities  as  well  as  those  of  keeping  these 
patients  in  isolation.  To  consider  the  entire  prob- 
lem, Doctor  Offerman  appointed  a sub-committee 
consisting  of  Drs.  Carl  J.  Potthoff,  Chairman,  Ed- 
win Lyman,  and  R.  L.  Grissom.  The  sub-commit- 
tee will  study  legislation  elsewhere  and  make  pro- 
posals to  the  joint  committee.  Any  final  recom- 
mendations will  be  presented  to  the  House  of  Dele- 
gates. 

Mr.  Allen  E.  Elliott,  Director  of  the  School 
Lunch  Services  of  the  State  Department  of  Educa- 
tion, requested  assistance  from  the  Public  Health 
Committee  in  preparing  a health  examination  form 
for  food  handlers’  examinations.  The  committee 
considered  the  request  at  length  and,  at  its  re- 
quest, the  chairman  drafted  a letter  to  Mr.  Elliott, 
pointing  to  the  inadequacy  in  itself  of  the  food 
handlers’  examination  and  to  the  need  for  educa- 
tion in  food  sanitation.  The  committee  members 
suggested  that  the  State  Department  of  Health  be 
regarded  as  the  first  source  of  the  Department  of 
Education  in  developing  an  education  program  and 
a'so  in  considering  the  health  examination  forms 
for  prospective  employees.  Inasmuch  as  there  may 
be  controversy  regarding  the  advisability  of  having 
standard  forms,  the  Committee  indicated  its  will- 
ingness to  assist  the  Department  of  Health  when 
it  can  do  so  appropriate^. 

The  committee  members  have  expi’essed  concern 
about  whether  the  health  education  needs  in  Ne- 
braska schools  are  being  adequately  met,  especially 
at  the  secondary  school  level  and  in  some  curricula 
at  the  college  level.  There  is  need  for  authorita- 
tive teaching  in  matters  of  community  health  as 
well  as  of  personal  health,  in  view  of  current  social 
conditions;  this  need  appears  to  press  upon  us  ever 
more  urgently.  Currently,  school  health  courses 
reach  only  a share  of  high  school  students  and  of 
college  students  and,  even  where  given,  may  be  too 
limited  in  scope. 

Respectfully  submitted, 

CARL  J.  POTTHOFF,  M.D., 
Chairman. 


REPORT  OF  TRAFFIC  SAFETY 
COMMITTEE 

Ralph  C.  Moore.  M.D.,  Chairman,  Omaha  : Vern  F.  Deyke, 
M.D.,  Columbus  ; Theo.  A.  Peterson,  M.D.,  Holdrege ; R.  B. 
Koefoot,  M.D.,  Grand  Island : P.  B.  Olsson,  M.D..  Lexington ; 
Ed  J.  Sanders,  M.D.,  Omaha. 

The  Traffic  Safety  Committee  had  its  annual 
meeting,  September  14,  1961  and  drafted  a letter 
with  recommendations  for  drivers’  licensure  in  Ne- 
braska to  Governor  Morrison. 

The  physical  examination  data  of  other  states 
and  the  District  of  Columbia  were  reviewed.  Also 
the  physician’s  liability  relative  to  his  physical  and 
mental  examinations  of  drivers  license  examina- 
tions were  reviewed.  The  legal  counsel  for  the 
A.M.A.  opined  that  in  order  for  a physician  to 
be  held  liable  it  must  first  be  shown  that  he  has 
been  negligent  in  conducting  the  physical  and  men- 
tal examination  or  reporting  his  findings  to  the 
state.  Therefore,  if  a physician’s  certificate  will 
eventually  be  required  by  law  in  Nebraska,  this 
opinion  should  hold. 

It  was  the  opinion  of  the  Traffic  Safety  Commit- 
tee that  if  a law  should  be  drafted  requiring  physi- 
cal examination  then  certainly  this  committee 
should  take  an  active  part  in  its  preparation.  It 
is  the  feeling  at  the  present  time  that  more  em- 
phasis needs  to  be  placed  on  making  it  impossible 
for  accident  repeaters,  mentally  incompetent  pa- 
tients and  alcoholics  to  drive  or  even  own  an  auto- 
mobile. If  legislation  such  as  this  to  limit  such 
flagrant  disregard  for  traffic  laws  cannot  be  writ- 
ten and  enforced,  there  is  little  use  in  requiring 
physical  and  mental  examination  certificates  to  ac- 
company application  for  licensure. 

A letter  was  received  from  the  Governor,  stating 
that  he  had  forwarded  this  letter  to  Mrs.  Helen 
Greene.  No  further  action  has  been  taken. 

Respectfully  submitted, 

RALPH  C.  MOORE,  M.D., 
Chairman. 

REPORT  OF  DIABETES  COMMITTEE 

Morns  Margolin,  M.D.,  Chairman,  Omaha  ; Willard  G.  Seng, 
M.D.,  Oshkosh ; Robert  A.  Youngman,  M.D.,  Lincoln ; William 
J.  Reedy,  M.D.,  Omaha. 

Your  committee  respectfully  presents  the  fol- 
lowing report  for  the  year  1961  in  the  field  of 
Diabetes  Detection  and  Education. 

1.  Industrial  surveys  in  cooperation  with  the  Ne- 
braska Diabetes  Association  and  the  Union  rep- 
resentatives of  the  United  Community  Services 


of  Omaha. 

Number  tested  218 

Number  positives 16 

Number  unknown  positives 16 


2.  Blood  case  finding  project  at  the  State  Fair  in 
cooperation  with  the  Greater  Lincoln  Lay  Group 
of  the  Nebraska  Diabetes  Association,  hos- 
pitals of  Omaha  and  Lincoln  and  other  organ- 


izations. 

Number  tested  2,219 

Number  positives  31 

Number  unknown  positives 19 


3.  Douglas  County  Fair-Urine  testing  by  means  of 
Dreypaks  in  cooperation  with  the  Greater  Oma- 
ha Lay  Group  of  the  Nebraska  Diabetes  Asso- 
ciation. 
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Number  tested  228 

Number  positives 4 

Number  unknown  positives 4 

4.  Utica  Grange  and  Clinic  by  means  of  Clinistix. 

Number  tested 388 

Number  positives 4 

Number  unknown  positives 4 

5.  National  Diabetes  Week  Urine  Testing  program 
by  our  members  — 167  reporting. 

Number  tested  9,107 

Number  positives 307 

Number  unknown  positives 65 


Total  Number  Tested 12,160 

Total  Positives 362 

Total  Unknown  Positives 108 

We’re  happy  to  report  that  19  of  the  component 
societies  have  appointed  regional  Diabetes  com- 
mittees at  our  request  this  year.  However,  the 
lateness  of  our  organization  meeting  left  little  time 
for  full  implementation  of  the  work  of  these  com- 
mittees. Accordingly  our  committee  has  taken 
action  to  start  our  activities  immediately  following 
the  annual  meeting  of  the  Association  in  the  hope 
that  such  early  action  may  improve  the  sum  total 
of  subsequent  National  Diabetes  Week  Detection 
programs.  Similar  work  by  the  Kentucky  Associa- 
tion has  resulted  in  record-breaking  numbers  of 
tests  done  as  compared  to  other  similar  projects 
throughout  the  Union  and  we  are  planning  to  adopt 
their  methods  of  procedure. 

The  committee  wishes  to  express  its  thanks  to  all 
members  of  the  headquarters  staff  and  especially 
Mr.  Kenneth  Neff  who  bore  the  brunt  of  the  ac- 
tivities this  year. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D., 

Chairman. 

REPORT  OF  CONSTITUTION  AND 
BY-LAWS  COMMITTEE 

C.  R.  Brott,  M.D.,  Chairman,  Beatrice:  R.  S.  Wycoff, 
M.D.,  Lexington  ; Roy  S.  Cram.  M.D.,  Burwell  ; Joseph  J. 
Borghoff,  M.D.,  Omaha;  R.  W.  Gillespie.  M.D.,  Lincoln;  Houtz 

G.  Steenburg,  M.D.,  Aurora. 

The  Constitution  and  By-Laws  Committee  has 
held  no  meetings.  No  communications  have  been 
received  and  no  business  brought  to  the  attention 
of  the  chairman.  No  recommendations  are  being 
submitted. 

Respectfully  submitted, 

C.  R.  BROTT,  M.D., 

Chairman. 

REPORT  OF  CIVIL  DEFENSE  AND 
DISASTER  COMMITTEE 

George  N.  Johnson,  M.D.,  Chairman,  Omaha  : Arnold 

Lempka,  M.D.,  Omaha  ; Isaiah  Lukens,  M.D.,  Tekamah ; Joe 
T.  Hanna,  M.D.,  Scottsbluff  ; John  G.  Wiedman,  M.D.,  Lincoln  ; 

H.  Dey  Myers,  M.D.,  Schuyler. 

The  Civil  Defense  and  Disaster  Committee  met 
on  April  10,  1961,  at  the  Omaha  Athletic  Club, 
Omaha,  Nebraska. 

Present  were  Drs.  George  N.  Johnson,  Chair- 
man, Omaha;  Arnold  Lempka,  Omaha;  Isaiah  Luk- 
ens, Tekamah;  Joe  T.  Hanna,  Scottsbluff;  Fritz 


Teal,  President,  Lincoln;  L.  I.  Grace,  Blair;  John 
Hansen,  Wahoo;  Richard  Svehla,  Omaha;  Russell 
Brauer,  Lincoln;  James  Dunlap,  Norfolk;  Louis 
Ericson,  West  Point;  and  Kenneth  Neff,  Executive 
Assistant,  Lincoln. 

Guests  present  were  Joseph  McKenna,  D.D.S., 
Omaha;  Howard  Yost,  D.D.S.,  Grand  Island;  Lt. 
Col.  Manrow,  Offutt  AFB;  Mr.  Austin  Bacon,  Lin- 
coln; Mr.  Thomas  Keleher,  Omaha;  Mr.  Norman 
Otto,  representing  Governor  Morrison. 

Dr.  Johnson  opened  the  meeting  by  discussing  the 
role  of  the  Civil  Defense  Committee  in  the  Civil 
Defense  program  in  the  state.  He  felt  that  the 
job  of  this  committee  was  to  coordinate  the  med- 
ical care  plans  as  they  relate  to  civil  defense  and 
this  he  said  would  entail  the  cooperation  of  the  al- 
lied health  groups. 

He  said  that  the  committee  would  like  to  have 
a representative  from  each  of  the  allied  health 
groups  to  serve  as  an  advisory  to  the  Civil  De- 
fense Committee  on  a continuing  basis. 

Dr.  Johnson  further  recommended  that  each 
County  Medical  Society  review  their  medical  dis- 
aster plan  at  least  once  a year  and  make  their  re- 
port to  the  Nebraska  State  Medical  Association. 

Dr.  Lukens  felt  that  there  was  a lack  of  utiliza- 
tion of  personnel  and  also  that  much  apathy  ex- 
isted among  the  professions  in  regard  to  Civil 
Defense.  He  felt  that  all  groups  on  the  health 
team  should  know  what  their  job  is  in  case  of  a 
disaster.  He  also  felt  that  county  medical  societies 
should  be  informed  as  to  what  plans  they  should 
make  for  their  own  area. 

Dr.  Yost,  representing  the  dental  profession, 
asked  as  to  what  duties  the  dentist  would  be  ex- 
pected to  assume  in  case  of  a disaster.  He  said 
the  dental  profession  would  be  happy  to  assist 
in  this  program  if  their  part  in  this  plan  is  de- 
fined. 

Dr.  Johnson  brought  to  the  attention  of  the  com- 
mittee a series  of  pamphlets  on  Civil  Defense  which 
he  felt  would  be  very  informational  to  the  profes- 
sions involved.  Mr.  Bacon  said  that  these  pamphlets 
were  available  in  quantity  and  that  he  would  be 
glad  to  supply  any  number  needed. 

Dr.  Johnson  asked  Col.  Manrow  for  his  comments. 
Col.  Manrow  discussed  material  which  his  base 
had  available  for  casualty  care  of  the  personnel  of 
the  base.  He  said  there  is  a desire  on  the  part 
of  the  Air  Force  to  disburse  this  material.  He  in- 
dicated that  this  material  was  primarily  for  the 
use  of  the  personnel  stationed  at  Offutt.  He  said 
the  base  would  be  most  willing  to  cooperate  with 
this  committee  in  any  way  possible.  Col.  Manrow 
was  asked  about  the  availability  of  this  material 
in  case  of  a civilian  disaster  in  the  area  where 
(this  material  might  be  stored.  He  said  the  ma- 
terial is  primarily  for  military  personnel  in  case 
of  nuclear  attack. 

Dr.  Teal  called  to  the  attention  of  the  commit- 
tee the  fine  plan  which  is  in  operation  in  Beatrice. 
He  felt  that  the  Civil  Defense  Committee  could 
use  this  as  a suggested  basic  plan  for  other  com- 
munities. 

Mr.  Bacon  said  that  he  had  received  a copy  of 
the  Beatrice  plan  and  would  send  it  to  the  state 
medical  association  so  that  it  might  be  sent  to 
the  county  medical  societies.  Dr.  Ericson  felt  that 
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training-  of  personnel  was  important  because  he  felt 
that  disaster  care  was  different  from  day  to  day 
care.  He  suggested  the  use  of  films  to  train  per- 
sonnel in  their  jobs. 

Dr.  Svehla  felt  that  the  small  towns  would  play 
a vital  part  in  a one  big  attack  on  prime  target 
areas.  He  felt  that  these  communities  would  re- 
spond. He  felt  that  the  big  problem  was  organiza- 
tion. He  suggested  that  personnel  be  sent  to  the 
mass  casualty  programs  which  are  put  on  at  sev- 
eral different  places  during  the  year. 

Dr.  McKenna  of  the  Omaha  Dental  Society  said 
that  they  would  carry  this  recommendation  back 
to  their  society. 

Dr.  Johnson  suggested  that  a demonstration  pro- 
gram on  the  mobile  hospitals  which  are  stored 
throughout  the  state  might  be  a good  teaching  aid 
to  personnel.  He  suggested  that  representatives 
of  medicine,  pharmacy,  dentistry,  nursing  and  any 
other  interested  be  invited  to  attend  a two-dav 
course  in  setting  up  one  of  the  emergency  hos- 
pitals. 

Dr.  Yost  said  the  dental  group  would  be  happy  to 
send  out  any  information  on  Civil  Defense  that  was 
furnished  to  them. 

Dr.  Dunlap  said  that  one  of  the  200  bed  emer- 
gency hospitals  has  been  received  in  Norfolk,  but 
he  did  not  know  what  to  do  with  it.  He  said  he 
had  received  no  pamphlets  or  instructions. 

Dr.  Johnson  expressed  the  need  for  commmunica- 
tion  between  all  groups  involved  and  hoped  that 
some  funds  would  be  made  available  for  secretarial 
service  so  that  a line  of  communication  could  be 
established.  Dr.  Johnson  will  write  a letter  to  all 
county  medical  societies  asking  them  for  their  dis- 
aster plans,  and  that  they  review  them  at  least 
once  a year.  This  letter  will  be  sent  out  by  the 
headquarters  office  along  with  a copy  of  the  Be- 
atrice plan  as  a suggested  format  for  each  county. 
Before  adjourning,  Dr.  Johnson  asked  the  repre- 
sentatives of  the  various  allied  health  groups  pres- 
ent to  send  him  the  name  of  their  permanent  rep- 
resentative on  the  advisory  committee. 

Consideration  for  the  State  Medical  Association 
to  set  in  motion  a program  whereby  all  county  med- 
ical societies  and  Hospital  staffs  throughout  the 
State  of  Nebraska  have  one  meeting  a year  re- 
viewing their  medical  disaster  planning. 

Meeting  adjourned. 

During  the  past  year,  January  1961  to  January 
1962,  the  following  new  200-bed  Federal  Civil  De- 
fense Hospitals  have  been  acquired  and  stored  in 
the  following  communities:  North  Platte,  Nebras- 
ka— Director:  Dr.  Max  M.  Raines;  Broken  Bow,  Ne- 
braska— Director:  Di\  R.  B.  Koefoot;  St.  Paul,  Ne- 
braska— Director:  Dr.  Maurice  Mathews;  and  Kear- 
ney, Nebraska — Director:  Dr.  Kenneth  Kimball. 

Dr.  George  N.  Johnson,  Chairman  of  the  Nebras- 
ka State  Medical  Association  Civil  Defense  and  Dis- 
aster Committee  was  appointed  to  the  American 
Medical  Association,  Council  on  National  Security, 
Committee  on  Disaster  Medical  Care  on  December 
6,  1960. 

Dr.  George  N.  Johnson  attended  the  Regional 
Meeting  of  the  Committee  on  Disaster  Medical  Care, 
American  Medical  Association,  on  April  14-16,  1961 
in  Boston,  Mass.,  and  also  attended  the  Regional 
meeting  of  the  Committee  on  Disaster  Medical 


Care,  American  Medical  Association,  on  September 
16-17,  1961  at  Denver,  Colorado. 

Dr.  George  N.  Johnson  and  Dr.  Arnold  W.  Lemp- 
ka  participated  in  a panel  discussion  regarding  the 
Role  of  the  Small  and  Large  Communities  in 
Civil  Defense  and  Disaster  at  the  29th  Annual 
Clinical  Assembly  of  the  Omaha  Mid-West  Clinical 
Society,  October  31,  1961. 

Dr.  R.  Russell  Best,  Medical  Director  of  Omaha- 
Douglas  County  Civil  Defense  and  Disaster  Con- 
trol, attended  the  National  Conference  on  Disaster 
Medical  Care,  sponsored  by  the  American  Medical 
Association  in  New  York  City  on  June  24,  1961, 
representing  the  State  of  Nebraska.  His  report 
is  as  follows: 

“The  program  for  the  9th  Annual  National 
Conference  on  Disaster  Medical  Care  was  pre- 
sented by  the  United  States  Air  Force  Medical 
Service.  The  title  was  “Defense  Training  for 
All  — A Resource  for  National  Defense.” 
This  one  day  program  was  devoted  to  the  prob- 
lem of  training  and  preparing  for  disaster  and 
ways  to  overcome  the  many  obstacles  with  em- 
phasis centered  on  emergency  medical  care. 
This  was  an  excellent  program,  attended  by 
500  physicians  and  allied  health  and  medical 
personnel  from  45  states. 

It  is  my  recommendation  that  at  least  two 
members  of  our  association  attend  this  na- 
tional conference  which  is  usually  on  the  Sat- 
urday or  Sunday  just  preceding  the  annual 
session  of  the  A.M.A.  It  is  also  my  recom- 
mendation that  the  Nebraska  State  Medical  As- 
sociation be  represented  at  the  County  Medical 
Societies  Conference  on  Disaster  Medical  Care 
which  is  usually  held  during  November  of  each 
year.  This  latter  meeting  is  always  held  in 
Chicago.  Also  our  larger  county  medical  so- 
cities  should  be  represented  at  this  meeting.” 

The  following  are  a few  notes  regarding  a meet- 
ing on  12-29-61  held  at  Dr.  E.  A.  Rogers  office, 
Lincoln,  Nebraska,  of  the  Joint  Advisory  Commit- 
tee for  the  Medical  Self-Help  Training  Program. 
The  Advisory  Committee  consisted  of  Dr.  George  N. 
Johnson,  Chairman  of  the  Nebraska  State  Medical 
Association,  Civil  Defense  and  Disaster  Committee; 
Dr.  John  G.  Wiedman,  Committee  member  of  the 
Nebraska  State  Medical  Association,  Civil  Defense 
and  Disaster  Committee;  Major  General  Lyle  A. 
Welch,  Adjutant  General,  State  Civil  Defense 
Agency;  Mr.  Ely  Feistner,  Coordinator  of  Adult 
Education-Civil  Defense,  State  Department  of  Edu- 
cation; Dr.  E.  A.  Rogers,  Director  of  Health,  Ne- 
braska State  Health  Department;  and  Mr.  Russell 
Wallace,  Public  Relations  Office  for  State  Civil  De- 
fense. 

Dr.  John  G.  Wiedman  was  elected  as  chairman 
of  this  committee  for  the  Medical  Self-Help  train- 
ing program.  He  will  use  the  facilities  of  the  State 
Civil  Defense  Agency  for  dissemination  of  the  ma- 
terial regarding  the  Medical  Self-Help  Training 
program. 

It  was  recommended  that  the  first  demonstration 
and  series  be  instituted  in  the  communities  that 
have  the  prepositioned  200-bed  Federal  Civil  De- 
fense Hospitals  throughout  the  State  of  Nebraska, 
and  that  the  medical  directors  of  these  hospitals 
implement  the  teaching  program  in  their  respec- 
tive communities. 
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A recommendation  was  made  that  this  kit  be 
demonstrated  by  Dr.  John  G.  Wiedman  at  the  din- 
ner hour  on  February  11,  1961  at  the  Nebraska 
State  Medical  Association  annual  mid-winter  meet- 
ing of  the  Board  of  Councilors.  Also,  that  the 
kit  be  demonstrated  with  a lecture  at  the  Ne- 
braska State  Medical  Association  meeting  in  May. 

The  Medical  Self-Help  Training  Program  is  a 
Civil  Defense  operation  with  the  Public  Health 
Services  of  the  state  to  receive,  account,  record, 
and  supply  the  necessary  material  and  kit. 

It  was  recommended  that  the  instructors  and  lec- 
turers for  the  medical  Self-Help  Training  Program 
include  the  following:  1.  Members  of  the  State 

Medical  Auxiliary  Society.  2.  Members  of  the  med- 
ical profession.  3.  Members  of  the  Continuous  Edu- 
cation section  of  the  University  of  Nebraska  Col- 
lege. 4.  Members  of  the  Adult  Education  Section 
of  the  Department  of  Health  and  Welfare,  the 
chairman  of  which  is  Mr.  Ely  Feinster. 

Recommendations:  1.  That  all  matters  pertain- 
ing to  Medical  Civil  Defense  and  Disaster  care  be 
forwarded  to  this  committee.  2.  That  all  members 
of  this  Committee  in  the  future  be  appointed  by 
the  president,  executive  board  of  the  State  Medical 
Civil  Defense  and  Disaster  Committee.  This  Com- 
mittee’s functions  are  increasing  and  active,  inter- 
ested, energetic,  hard-working  people  must  be  ap- 
pointed to  carry  out  the  necessary  activities  that 
will  be  required  in  the  near  future.  3.  That  all 
members  of  the  State  Medical  Association  should  be 
available  to  lecture  for  the  Medical  Self-Help 
Training  Program  to  the  civilian  population  in  the 
State  of  Nebraska  in  their  respective  local  com- 
munities. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  M.D., 

Chairman. 


REPORT  OF  UNIFORM  FEE  SCHEDULE 
AND  ADVISORY  TO  GOVERNMENTAL 
AGENCIES  COMMITTEE 

B.  R.  Bancroft,  M.D.,  Chairman,  Kearney  ; Paul  J.  Max- 
well, M.D.,  Lincoln  ; A.  J.  Schwedhelm,  M.D.,  Lincoln  ; H.  E. 
Mitchell,  M.D.,  Lincoln  ; J.  E.  Courtney,  M.D.,  Omaha ; Ralph 
Moore,  M.D.,  Omaha. 

Since  the  last  report  of  this  committee  one  year 
ago,  the  first  edition  of  the  Relative  Value  Study 
has  been  printed  and  distributed  to  the  members 
of  the  Nebraska  State  Medical  Association.  In  ad- 
dition to  this,  numerous  copies  have  been  sent  to 
other  State  Medical  Associations  to  assist  them 
in  a similar  study.  The  first  edition  of  the  Rela- 
tive Value  Study  has  been  found  to  be  remarkably 
free  from  errors.  Those  few  which  have  been 
found  will  be  corrected  and  new  procedures  added 
in  a forthcoming  second  printing  which  will  soon  be 
necessary. 

The  chairman  of  your  committee  attended  a work- 
shop on  Techniques  of  Relative  Value  Study  held 
in  Kansas  City  on  September  16,  1961.  This  meet- 
ing was  primarily  to  assist  the  medical  associations 
of  other  states  who  were  engaged  in  a similar  proj- 
ect. At  this  meeting  it  became  more  and  more 
apparent  that  your  committee  had  done  an  excellent 
job  under  the  able  chairmanship  of  Dr.  Paul  Max- 
well and  the  usual  fine  assistance  of  your  executive 
office. 


The  only  formal  meeting  of  this  committee  held 
this  year  was  on  November  9,  1961.  This  was 
necessitated  by  a communication  from  Frank  M. 
Woods,  Director  of  the  State  Division  of  Public 
Welfare,  in  which  he  stated  that  a drastic  reduc- 
tion in  the  conversion  factors  used  in  our  1961 
Relative  Value  Study  would  be  necessary  because  of 
the  reduction  of  the  welfare  budget  passed  by  the 
1961  State  Legislature.  Mr.  Woods  was  informed 
that  your  committee  did  not  have  the  power  to 
negotiate  this  problem  and  that  all  actions  on  this 
matter  should  have  the  approval  of  the  House  of 
Delegates.  It  was  further  agreed  that  the  original 
conversion  factor  should  remain  in  force  until  the 
matter  was  negotiated.  In  the  meantime  your  com- 
mittee has  asked  for  a directive  from  the  Policy 
Committee  to  study  this  matter  and  make  a report 
and  recommendation  to  the  House  of  Delegates  at 
the  Mid-Winter  Meeting.  This  meeting  has  been 
arranged  for  January  18,  1962,  at  which  a report 
will  be  formulated  for  the  House  of  Delegates  at 
the  Mid-Winter  Meeting. 

A similar  situation  was  presented  by  Fred  A. 
Novae,  Assistant  Commissioner  of  Rehabilitation 
Services  of  the  Department  of  Education  for  the 
State  of  Nebraska.  This  matter  will  be  considered 
along  with  the  problem  of  the  Welfare  Depart- 
ment. 

Your  Committee  feels  that  it  would  be  avisable 
to  avoid  the  use  of  the  term  “Fee  Schedule”  and 
recommends  that  the  name  of  your  committee  j)e 
changed  to  the  Relative  Value  Study  Committee. 

Respectfully  submitted, 

BURTON  R.  BANCROFT,  M.D., 

Chairman. 

REPORT  OF  TUBERCULOSIS 
COMMITTEE 

J.  Harry  Murphy,  M.D.,  Chairman,  Omaha ; Arthur  Ander- 
son, M.D.,  Lexington  ; John  Gardiner,  M.D.,  Omaha ; George 
E.  Lewis,  M.D.,  Lincoln;  William  E.  Nutzman,  M.D.,  Kearney; 
John  Clothier,  M...  Lincoln. 

1.  The  Arden  House  Report  was  further  ex- 
plored in  1961,  through  joint  meetings  (two)  with 
Public  Health  Committee. 

2.  Only  one  critical  observation  on  the  Arden 
House  Report  as  it  was  presented  in  February 
1961  was  made  by  the  Pathologists.  This  per- 
tained to  the  laboratory  facilities  that  were  men- 
tioned as  available  in  Nebraska.  However  there 
was  no  response  on  our  inquiry  which  was  made 
to  them  by  letter. 

3.  Twro  publications  pertaining  to  the  implemen- 
tation of  the  Arden  House  Conference  recommen- 
dations were  made. 

These  were  written  under  date  of  July  18,  1961 
and  appeared  in  the  Nebraska  State  Medical  Jour- 
nal viz  “Diagnosis  of  Tuberculosis”  and  “Anti- 
tuberculous Drugs  Available”  (p.  567,  Nov.  ’61). 
And  also  both  of  these  carried  in  the  Bulletin  of 
the  Omaha  Douglas  County  Medical  Society.  They 
are  as  follows: 

DIAGNOSIS  OF  TUBERCULOSIS 
(July  18,  1961) 

The  implementation  of  the  Nebraska  Arden 
House  Conference  on  Tuberculosis  places  weight  on 
diagnosis. 
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This  means  diagnosis  of  very  early  disease  and 
estimation  of  progress,  not  only  of  arrest,  but  of 
cure.  This  includes  history  with,  also,  history  of 
contacts,  physical  examination,  tuberculin  test, 
X ray,  and  sputum  examination,  and/or  other  ma- 
terial such  as  exudate. 

This  calls  for  investigation  in  several  fields. 
Assistance  is  available,  if  necessary,  in  laboratory 
differentiation  of  acid  fast  organisms,  that  is  to 
determine  whether  or  not  they  are  tubercle  bacilli 
or  organisms  simulating  them.  Also  demonstration 
of  other  agents  that  may  be  causing  pathological 
changes  that  simulate  tuberculosis. 

X-ray  examination  and  tuberculin  testing  should 
always  be  used.  Tuberculin  testing,  of  course,  is 
more  valuable  in  infants,  children,  and  adolescents, 
but  also  in  those  adults  who  may  be  exposed  to 
the  disease  such  as  students,  nurses,  technicians 
and  so  forth. 

Consultation  is  always  available.  And  along  this 
line,  discussion  with  Dr.  Rogers  and  Dr.  Xutzman 
has  assured  this  assistance  to  those  who  may  ask. 
Dr.  Xutzman  will  be  more  than  pleased  to  help  in 
your  problems  of  diagnosis,  laboratory  examina- 
tion and  X-ray  interpretation. 

There  is  a brochure  of  small  size  which  is  very 
accurate  and  concise,  compiled  by  the  American 
Thoracic  Society,  which  was  recently  known  as  the 
Trudeau  Society  and  which  is  a medical  branch  of 
the  Xational  Tuberculosis  Association.  This  can 
be  recommended  very  highly. 

Committee  on  Tuberculosis, 
Xebraska  State  Medical  Society, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 

ANTITUBERCULOSIS  DRUGS 
AVAILABLE 
(July  18,  1961) 

In  pursuance  of  the  recommendations  of  the  Xe- 
braska Arden  House  Conference  on  Tuberculosis 
which  was  presented  to  the  Xebraska  State  Medi- 
cal Society  in  February  1961,  these  are  some  points 
that  were  included  at  that  report. 

First,  the  objective  of  this  conference  is  elimina- 
tion of  tuberculosis  by  treatment. 

Second,  there  are  funds  that  are  just  now  made 
available  in  the  State  Department  of  Health  at 
Lincoln,  Xebraska,  for  the  private  physician  whose 
patient  would  be  unable  to  meet  the  cost  of  anti- 
tuberculous drugs;  and  these  are  available  as  well 
to  the  dispensaries  for  use  with  those  patients  who 
receive  them  in  their  treatment. 

Third,  these  drugs  will  be  sent  to  the  physicians, 
either  private  or  clinic  physicians,  on  application 
to  the  State  Health  Department. 

Fourth,  the  application  should  contain  the  pa- 
tient’s name,  diagnosis  with  stage  of  the  disease, 
tuberculin  test,  sputum  examination,  and  chest 
X-ray  report. 

There  is  a brochure  of  small  size  which  is  very 
accurate  and  concise,  that  has  been  compiled  by  the 
American  Throacic  Society,  recently  known  as 
the  Trudeau  Society,  which  is  a medical  branch  of 
the  Xational  Tuberculosis  Association.  This  can 


be  recommended  very  highly.  These  drugs  will  be 
available  for  treatment  of  acute  cases  and  also 
those  cases  wherein  treatment  may  have  been  dis- 
continued on  account  of  nonavailability  of  drugs. 
These  drags  will  be  available  also  for  prophylactic 
treatment,  for  example  in  those  cases  of  primary 
type  tuberculosis  in  which  treatment  is  elected. 

Fifth,  occasional  reports  of  progress  are  asked 
to  aid  in  keeping  the  Tuberculosis  Register  current. 

Committee  on  Tuberculosis, 

J.  HARRY  MURPHY,  M.D., 

Chairman. 

4.  The  antituberculosis  drags  above  mentioned 
are  available  to  Physicians  by  application  to  Dr. 
E.  A.  Rogers,  Director  of  Public  Health,  Lincoln. 
These  drags  may  be  obtained  for  those  patients 
who  are  not  able  to  provide  them  themselves.  These 
patients  may  be  private  patients,  patients  who  had 
been  discharged  from  Kearney  Hospital  or  patients 
at  the  dispensaries  or  the  University  of  Xebraska 
Medical  College  of  Creighton  University  School  of 
Medicine. 

Dr.  Rogers  reported  to  us  that  three  different 
patients  have  received  drags  and  one  of  these  had 
received  a second  order  of  drags. 

5.  The  diagnosis  of  Tuberculosis  constituted  the 
presentation  of  one  of  the  published  articles. 

A valuable  aid  to  diagnosis  and  case  findings 
especially  in  infants,  children  and  those  in  early 
adolescence  is  the  Tuberculin  test  together  with 
X rays  of  those  patients  with  positive  tuberculin 
reactions. 

The  intradermal  PPD  test  is  recommended.  An 
additional  means,  of  tuberculin  testing  is  the  Tine 
test  developed  by  Lederle. 

Drs.  Xutzman  and  Rogers  think  this  test  is 
worthy  of  serious  consideration.  The  undersigned 
(J.H.M.)  has  used  them  in  the  office.  They  are 
efficient,  practical  and  economical.  This  will  en- 
able the  physician  to  utilize  the  Tuberculin  test 
more  frequently. 

6.  Pertinent  to  problems  of  diagnosis,  the  new 
cases  of  Tuberculosis  reported  in  Xebraska  in  first 
eleven  months  of  1961  were  153,  while  in  the  same 
period  in  1960,  there  were  176  and  120  in  1959. 

In  Omaha  and  Douglas  County  there  were  80 
cases  reported  in  the  first  11  months  of  1961. 

The  importance  of  these  figures  is  two  fold,  i.e. 
there  is  still  a backlog  of  active  cases  in  this  area, 
and  secondly  this  emphasized  the  importance  of  the 
Tuberculin  test  in  detecting  tuberculosis  infection 
in  the  young  age  groups.  Chest  X ray  in  this  age 
period  is  not  adequate  without  the  tuberculin  test. 
X ray  of  chest  is  accurate  in  case  finding  in  adult 
members  of  population.  A symposium  on  Tuber- 
culin testing  was  presented  at  the  last  meeting  of 
the  Xational  Tuberculosis  Association,  and  Ameri- 
can Thoracic  Society. 

7.  Aid  to  research  in  Tuberculosis  and  pulmon- 
ary affections  has  been  afforded  by  funds  provided 
by  the  Xebraska  Tuberculosis  Association.  The 
committee  wishes  to  present  these  constructive 
plans  in  meeting  the  challenge  of  tuberculosis,  in 
two  projects  as  follows: 

1.  “Tuberculosis  Research  Foundation”  at  Den- 
ver, Colorado. 
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2.  “Special  Techniques  in  Pulmonary  Function 
Studies”  by  Dr.  A.  W.  Brodey,  Assistant  Pro- 
fessor of  Medicine  and  Head  of  Cardio-Pul- 
monary  Laboratory,  St.  Joseph’s  Hospital, 
Omaha. 

3.  Decision  on  a Research  project  proposed  by 
the  University  of  Nebraska  Medical  College 
is  still  pending  at  the  office  of  National  Tu- 
berculosis Association. 

8.  There  is  increasing  drug  resistance  in  new 
active  cases  of  Tuberculosis  to  the  usual  drug 
regime  that  has  been  in  use  in  recent  years,  viz 
I N H,  Streptomycin,  PAS. 

This  can  pose  a problem  in  treatment  and  also 
indicates  the  need  for  further  research  in  therapy. 
One  such  example  is  an  agent  to  aid  in  treatment 
of  Tuberculous  infections  under  treatment  that 
have  become  tolerant  to  those  agents,  ie.  Ethiona- 
mide. 

9.  Markedly  increased  interest  is  seen  in  the  last 
meetings  of  the  National  Tuberculosis  Association 
and  of  the  American  Thoracic  Society  in  Chronic 
Pulmonary  disabling  diseases.  Especially  Emphy- 
sema and  Chronic  Bronchitis. 

These  conditions  are  recognized  in  increased  fre- 
quency. And  they  must  be  differentiated  from  Tu- 
berculosis. 

These  are  considered  to  be  due  to  two  or  pos- 
sibly three  main  factors:  viz  — increasing  age  of 
population,  i.e.  over  45  years  of  age;  increased  ur- 
banization and  industrialization  with  atmospheric 
polution  by  smoke,  automobile  fumes,  etc  ; and  the 
incidence  of  smoking  especially  cigarette  smoking. 
It  is  stated  that  these  patients  frequently  present 
the  history  of  having  smoked  a package  of  cig- 
arettes daily  for  an  average  of  20  years. 

It  has  been  demonstrated  that  these  three  factors 
contribute  largely  to  the  increased  incidence  of 
Emphysema  and  chronic  bronchitis. 

Pertinent  to  these  points  the  Nebraska  Tubercu- 
losis Association  will  underwrite  the  expenses  of 
a speaker  (Dr.  Roger  Mitchell  of  Denver,  Assistant 
Professor  of  Medicine,  University  of  Colorado), 
who  will  speak  in  Omaha  as  a function  of  the  Ne- 
braska Tuberculosis  Association  Research  and  Edu- 
cation activity. 

10.  What  is  the  future  of  the  Nebraska  Hos- 
pital for  Tuberculosis  at  Kearney? 

This  Committee  recommends  that  this  Hospital  be 
continued. 

The  Committee  has  written  to  the  Governor  and 
to  Mr.  George  Morris,  Director  of  Institutions, 
along  these  lines. 

It  is  also  recommended  that  other  pulmonary 
cases  in  addition  to  Tuberculous  infections  be  ad- 
mitted. These  are  cases  which  may  require  special 
diagnostic  and  therapeutic  measures.  They  may 
be  carried  both  as  out-patient  and  in-patient  status. 

The  present  staff  and  plant  facilities  are  espe- 
cially qualified  to  fulfill  these  specialized  functions. 
The  chronic  disabling  pulmonary  affections  men- 
tioned above  viz  Emphysema  and  Chronic  Bron- 
chitis may  well  be  considered. 

11.  The  Committee  on  Tuberculosis  and  the  Pub- 
lic Health  Committee  are  contributing,  to  investi- 
gation of  the  compulsory  isolation  of  patients  with 
active  cases  of  Tuberculosis,  who  have  been  recalci- 


trant in  following  active  definitive  treatment  in 
Hospital. 

These  patients  are  open  cases  and  constitute  a 
definite  public  health  menace,  in  so  far  as  they 
absent  themselves  from  Hospital  and  do  not  prose- 
cute treatment  thus  aggravating  their  own  infection 
and  disseminating  it  among  others. 

This  study  is  based  on  legislation  enacted  in 
other  states,  and  is  intended  to  recommend  pro- 
posed legislation  in  the  cases  of  open  active  Tuber- 
culosis in  Nebraska  who  have  been  recalcitrant 
and  antagonistic  to  treatment  on  more  than  one 
occasion.  There  have  been  patients  who  have  left 
and  returned  many  times. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 

REPORT  OF  HOSPITAL  AND 

PROFESSIONAL  RELATIONS  COMMITTEE 

J.  R.  Schenken,  M.D.,  Chairman.  Omaha  ; Frank  Cole,  M.D.. 
Lincoln  ; R.  R.  Andersen,  M.D.,  Nehawka  ; Howard  B.  Hunt, 
M.D..  Omaha;  E.  G.  Brillhart,  M.D.,  Columbus;  Stanley 
Pederson,  M.D.,  Omaha. 

We  have  had  no  problems  presented  to  us  al- 
though several  inquiries  have  been  made.  One  in- 
volves the  appointment  of  a pathologist  by  admin- 
istration without  consultation  with  the  medical 
staff.  The  staff,  however,  has  not  yet  asked  us 
to  investigate. 

Respectfully  submitted, 

J.  R.  SCHENKEN,  M.D., 
Chairman. 

REPORT  OF  MATERNAL  AND 
CHILD  HEALTH  COMMITTEE 

Warren  Bosley.  M.D.,  Chairman,  Grand  Island  ; Harold  E. 
Harvey,  M.D.,  Lincoln  ; T.  J.  Lempke,  M.D.,  Columbus ; Ivan 
French,  M.D.,  Wahoo ; B.  B.  Oberst,  M.D.,  Omaha;  Arthur  W. 
Abts,  M.D.,  Omaha. 

The  Maternal  and  Child  Health  Committee  met 
on  Thursday,  December  14,  1961,  at  the  Comhusker 
Hotel,  Lincoln. 

Present  were  Drs.  Warren  Bosley,  Chairman, 
Grand  Island;  Harold  E.  Harvey,  Lincoln;  T.  J. 
Lempke,  Columbus;  Mary  Bitner,  Lincoln;  H.  S. 
Morgan,  Lincoln;  and  Ken  Neff,  Executive  Assist- 
ant, Lincoln. 

The  Chairman  stated  the  meeting  had  been  called 
to  discuss  the  revision  of  the  form  for  investigat- 
ing maternal  deaths.  He  asked  the  committee’s 
feeling  on  how  maternal  deaths  should  be  evaluat- 
ed — by  personal  visit  or  by  information  form. 
The  committee  felt  that  a reasonably  simple  form 
could  be  used  and  evaluated.  In  discussing  these 
forms  the  committee  felt  that  the  top  part  of 
the  form  which  contains  the  names  of  the  patient 
and  physician  should  be  removable.  This  portion 
would  be  torn  off  and  retained  as  confidential  in- 
formation by  the  chairman  of  the  Maternal  and 
Child  Health  Committee. 

Several  forms  presently  in  use  by  other  6tates 
were  reviewed  and  it  was  felt  that  the  form  used 
in  Mississippi  could  best  be  adapted  to  our  purpose. 
A copy  of  this  form  follows  this  report.  Complete 
anonymity  was  stressed  throughout  the  discussion. 
The  ultimate  use  of  these  reports  would  be  in  teach- 


April,  1962 


223 


ing:  in  the  two  medical  schools  in  Nebraska  and 
in  the  form  of  periodic  reports  and  case  presenta- 
tions in  the  Journal  of  the  Nebraska  State  Medical 
Association.  The  committee  feels  that  from  time 
to  time  consultants  in  various  specialties  should  be 
available  to  evaluate  these  reports  and  assist  in 
making  comments  and  presentations. 

Until  the  adoption  of  this  new  form  Dr.  Bitner 
was  asked  to  continue  using  the  current  question- 
naire which  she  has  been  sending  out. 

Although  there  were  only  seven  maternal  deaths 
in  1960  and  the  maternal  death  rate  per  one  thou- 
sand live  births  has  dropped  from  .53  to  .21  since 
1956,  the  committee  feels  that  further  efforts  to 
reduce  this  can  and  should  be  made.  The  revised 
questionnaire  should  make  the  collection  of  infor- 
mation simpler  and  should  not  impose  too  much  on 
the  physician  who  is  asked  to  complete  the  form. 

The  committee  further  recommends  to  all  physi- 
cians in  the  state  that  if  a death  occurs  during 
pregnancy  this  condition  be  indicated  on  the  death 
certificate  when  it  is  completed.  This  will  greatly 
assist  Dr.  Bitners’  department  in  identifying  ma- 
ternal deaths  and  in  collecting  information  about 
them. 

The  committee  feels  that  real  progress  has  been 
made  in  the  last  year.  There  is  now  a law  in 
Nebraska  permitting  the  deliberations  and  consid- 
erations of  investigative  committees  to  remain  con- 
fidential and  be  used  for  educational  purposes. 
These  reports  and  investigations  may  not  be  used 
in  legal  procedures.  The  committee  feels  that  this 
protection  will  greatly  facilitate  and  promote 
medical  education  in  Nebraska. 

Respectfully  submitted, 

WARREN  BOSLEY,  M.D., 

Chairman. 


REPORT  OF  ADVISORY  COMMITTEE 
TO  M.C.H. 

L.  S.  McNeill,  M.D.,  Chairman,  Campbell ; R.  C.  Reeder. 
M.D.,  Fremont;  W.  L.  Lowell.  M.D.,  Hyannis  ; Lee  Heywood 
M.D.,  Omaha  ; A.  B.  Anderson,  M.D.,  Pawnee  City ; H.  A. 
McConahay,  M.D.,  Holdrege. 

The  Advisory  Committee  to  the  Maternal  and 
Child  Health  Committee  of  the  Nebraska  State 
Medical  Association  has  held  no  meetings  during 
the  past  year.  The  chairman  of  the  standing  Com- 
mittee on  Maternal  and  Child  Health,  advised  me 
last  spring,  that  his  committee  was  holding  a meet- 
ing in  the  State  Association  offices  in  Lincoln  prior 
to  a meeting  with  the  Public  Health  Committee  of 
the  Nebraska  State  Unicameral.  The  purpose  of 
this  meeting  was  to  formulate  a legislative  bill  to 
be  presented  to  the  Nebraska  Unicameral  which 
bill  in  substance  was  to  provide  legal  immunity  to 
physicians  and  hospitals  supplying  any  information 
which  was  to  be  used  for  educational  or  scientific 
purposes.  I was  invited  to  attend  this  meeting 
and  had  made  plans  to  do  so.  Unfortunately,  this 
meeting  was  postponed  to  a later  date,  a date  at 
which  time  it  was  not  possible  for  me  to  attend. 
Therefore,  our  Advisory  Committee  was  not  repre- 
sented but  a copy  of  the  proposed  bill  was  sent 
to  me  for  my  reading  and  suggestions. 

I thought  the  bill  adequate  and  a good  one  so 
I made  no  further  recommendations.  As  you  know, 


this  bill  was  passed  by  the  Unicameral  and  as  far 
as  I know  is  now  a law. 

Thus  the  Committee  on  Maternal  and  Child 
Health  has,  in  accordance  with  this  Advisory  Com- 
mittee’s original  suggestion,  complete  the  first  leg 
of  their  job  in  planning  for  the  reporting  of  Ma- 
ternal Deaths  in  this  state.  The  task  still  remains 
for  both  our  committees  to  compile  an  acceptable 
form  for  reporting  maternal  deaths  and  to  formu- 
late an  acceptable  and  workable  plan  for  utilizing 
such  information.  Such  a plan  must  then  be  pre- 
sented to  the  House  of  Delegates  for  final  ac- 
ceptance or  rejection. 

It  is  my  hope  that  further  work  will  now  progress 
along  these  lines  and  that  a final  drafting  of  the 
combined  efforts  of  these  committees  can  be  pre- 
sented to  the  House  of  Delegates  in  the  near  fu- 
ture. This  committee  stands  ready  to  assist  the 
standing  committee  whenever  they  see  fit  to  call 
us  and  whenever  our  services  might  be  needed. 

Respectfully  submitted, 

L.  S.  McNEILL,  M D., 

Chairman. 


REPORT  OF  CANCER  COMMITTEE 


Harry  H.  McCarthy,  M.D.,  Chairman,  Omaha;  J.  M.  Neely, 
M.D.  Lincoln;  T.  T.  Smith,  M.D.,  Omaha;  T.  D.  Fitzgerald, 
M.D.,  Alliance:  Francis  Martin,  M.D.,  Norfolk;  Max  Raines, 
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The  report  for  the  Cancer  Committee  is  short  in 
as  much  as  very  little  business  has  been  trans- 
acted; however,  we  do  have  some  suggestions  to 
make. 

1.  The  Nebraska  Division  of  the  Cancer  Society 
with  the  help  of  the  Cancer  Committee  invited  and 
paid  the  expenses  and  honorarium  to  Doctor  Richard 
Overholt  and  Doctor  Donald  Mosser.  Dr.  Richard 
Overholt  of  Boston  spoke  on  “Cancer  of  the  Lung,” 
and  Dr.  Donald  Mosser  of  the  University  of  Minne- 
sota spoke  on  ‘Treatment  of  Malignant  Lesions  of 
the  Head  and  Neck.”  These  talks  were  directed 
to  a wide  range  of  students  — from  medical  stu- 
dents to  interns  and  residents  and  the  members  of 
the  Omaha-Douglas  County  Medical  Society. 

2.  The  Nebraska  Division  of  the  American  Cancer 
Society  placed  an  exhibit  on  Cancer  during  the  Ne- 
braska State  Medical  meetings,  1961. 

3.  Pertaining  to  the  request  for  suggestions  for 
the  Cancer  Committee  activities,  I would  like  to 
make  the  following: 

The  Activities  of  the  Cancer  Committee  of  the 
State  Medical  Association  and  American  Cancer 
Society  should  be  closely  co-ordinated.  This  should 
be  so  for  many  reasons,  the  main  one  being  the 
fact  that  there  should  be  closer  co-operation  be- 
tween the  two  since  the  practicing  physician  should 
have  more  to  say  and  take  greater  part  in  the  ac- 
tivities of  the  National  Society  as  a whole  and  par- 
ticularly in  the  Nebraska  Division.  It  is  also 
obvious  that  the  American  Cancer  Society  needs 
the  support  of  the  medical  profession.  There  is  so 
much  that  pertains  to  the  distribution  of  educa- 
tional material,  research,  and  service  to  the  pa- 
tients that  the  medical  profession  should  be  brought 
directly  into  the  picture.  This  is  exemplified  in 
the  excellent  co-ordination  and  co-operation  be- 
tween the  Cancer  Committee  of  the  Omaha-Douglas 
County  Medical  Society  and  the  Cancer  Committee 
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of  the  different  hospitals,  medical  schools,  and  the 
Nebraska  Division  of  the  Society.  It  is,  therefore, 
my  suggestion  that  the  present  type  of  committee 
be  encouraged  and  that  wherever  possible  the  presi- 
dent of  the  Nebraska  Division  be  appointed  as 
Chairman  of  the  Committee  so  as  to  fully  imple- 
ment the  suggestions  just  made. 

Respectfully  submitted, 

HARRY  H.  MCCARTHY,  M.D., 

Chairman. 


REPORT  OF  OCCUPATIONAL 
INDUSTRIAL  HEALTH  COMMITTEE 

G.  P.  McArdle,  M.D.,  Chairman.  Omaha;  Robert  A.  Hillyer, 
M.D.,  Lincoln  ; S.  M.  Bach,  M.D.,  Omaha ; F.  W.  Karrer, 
M.D.,  McCook ; R.  Sievers,  M.D.,  Blair. 

The  Occupational  and  Industrial  Health  Commit- 
tee has  not  had  any  formal  meetings  up  to  this 
date,  for  the  one  problem  which  we  have  and  that) 
is  of  Industrial  Health  Services  within  the  State 
Department  of  Health  proper  cannot  be  pushed  to- 
ward a true  formulation  because  the  legislature  is 
not  in  session;  however,  having  been  instructed  to 
see  if  this  could  not  be  made  a reality  the  Health 
Committee  will  be  called  into  session  either  in  the 
late  winter  or  early  spring  for  a more  comprehen- 
sive thinking  by  all  members  concerned. 

The  Chairman  attended  the  joint  meeting  of  all 
State  Committee  Chairmen  and  the  Council  of  Oc- 
cupational Health  of  the  American  Medical  Asso- 
ciation which  was  held  in  Denver  in  October  of  this 
year.  The  above  problem,  regarding  health  services 
within  the  State  Department,  were  discussed  with 
many  of  the  other  men  and  they  all  felt  this 
was  a very  worthwhile  program  for  industry. 

Other  timely  topics  discussed  were  those  of 
earlier  return  to  work  following  surgical  opera- 
tions, question  of  second  injuries,  choice  of  physi- 
cian and  fee  schedules,  medical  advisory  commit- 
tees, the  assessing  of  impairment  and  disability, 
workmen’s  compensation  problems,  the  confidential- 
ity of  Industrial  Medical  records  and  community 
relations  of  the  plant  physician  with  the  family 
physician. 

It  was  definitely  the  consensus  of  the  State  Chair- 
man and  the  Council  that  the  average  practitioner 
really  does  more  industrial  medicine  than  he  realizes 
and  better  liaison  should  be  had  between  the  in- 
dustrial physician  and  the  family  physician.  This 
problem  will  have  to  be  considered  in  our  own  state 
before  too  long  with  the  continued  increased  flow  of 
industry  into  the  State  of  Nebraska. 

Respectfully  submitted, 

G.  P.  McARDLE,  M.D.. 

Chairman. 


REPORT  OF  THE  CONTINUING 
COMMITTEE  ON  MEDICAL  PRACTICE 

R.  F.  Sievers,  M.D.,  Chairman,  Blair;  Charles  M.  Murphy, 
M.D.,  Omaha  ; E.  E.  Yaw,  M.D.,  Imperial  ; Kenneth  D.  Rose, 
M.D.,  Lincoln  ; Joseph  J.  Borghoff,  M.D..  Omaha  ; Theo.  A. 
Peterson,  M.D.,  Holdrege. 

The  duties  of  this  Committee,  as  provided  by  the 
Constitution  and  By-laws  of  this  Society  were  re- 
viewed at  our  meeting. 

The  past  and  present  preceptorship  program  in 


General  Practice  at  the  University  of  Nebraska 
College  of  Medicine  was  discussed.  The  lack  of  ex- 
posure of  medical  students  to  General  Practice  was 
considered  a definite  handicap. 

The  shortage  of  physicians  in  rural  Nebraska  is 
well  recognized.  It  was  generally  agreed  by  the 
Committee  that  increased  restrictions  imposed  on 
the  General  Practitioner  in  many  hospitals  and 
heavy  emphasis  on  the  specialty  fields  in  creating 
problems  within  the  medical  profession.  It  is  the 
opinion  of  this  Committee  that  this  trend  is  not 
good  for  the  patient  or  for  organized  medicine. 
It  was  deemed  pertinent  to  call  the  attention  of 
our  society  to  this  problem  in  the  form  of  resolu- 
tions. 

WHEREAS,  the  Continuing  Committee  on 
Medical  Practice  recognizes  that  there  is  as 
great  a need  as  ever  for  General  Practitioners 
throughout  the  State  of  Nebraska,  and 

WHEREAS,  the  former  preceptorship  pro- 
gram for  General  Practice  in  the  University 
of  Nebraska  College  of  Medicine  stimulated 
much  interest  in  General  Practice  because  all 
senior  medical  students  participated  in  t he 
program,  and 

WHEREAS,  the  present  program  is  on  a 
voluntary  basis  and  restricted  to  the  summer 
months,  it  greatly  reduces  the  number  of  stu- 
dents exposed  to  General  Practice, 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  reconf- 
mend  to  the  University  of  Nebraska  College 
of  Medicine  faculty  that  every  consideration 
be  given  to  re-establish  the  preceptorship  pro- 
gram on  a compulsory  full-time  basis. 

WHEREAS,  it  is  desirable  that  medical  stu- 
dents have  a realistic  concept  of  general  prac- 
tice, 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  recommend  to  the  University 
of  Nebraska  College  of  Medicine  that  a General 
Practice  Section  be  established  in  the  Univer- 
sity Clinics,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
Creighton  Medical  College  be  encouraged  to 
develop  similar  program  to  interest  future 
graduates  in  the  field  of  General  Practice. 

WHEREAS,  there  continues  to  be  pressure 
for  further  restrictions  placed  upon  General 
Practitioners, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  use  its 
full  influence  to  discourage  any  arbitrary  re- 
strictions by  hospitals  against  general  practi- 
tioners as  a group,  or  as  individuals. 

Respectfully  submitted, 

R.  F.  SIEVERS,  M.D., 

Chairman. 

REPORT  OF  ALLIED  PROFESSIONS 
COMMITTEE 

Otis  W.  Miller,  M.D.,  Chairman,  Ord  ; Richard  Miller,  M.D., 
Lincoln  : Kenneth  R.  Dalton,  M.D.,  Genoa ; R.  C.  Therien, 
M.D.,  Omaha ; Bryce  G.  Shopp,  M.D.,  Imperial  ; Carol  R. 
Angrie,  M.D.,  Omaha. 

This  Committe  has  had  a very  active  year. 

On  May  18,  1961,  the  committee  met  with  the 
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Inter-Professional  Committee  of  the  Nebraska 
State  Veterinarian  Association  at  Columbus,  Ne- 
braska. Those  present  from  our  committee  were 
Dr.  Otis  W.  Miller,  Chairman,  and  Dr.  K.  R.  Dal- 
ton. 

Some  very  interesting  discussions  were  carried 
out  and  several  points  were  brought  up.  The  two 
professions  should  work  closer  on  State  Health  De- 
partment matters.  The  possibilities  of  the  State 
Veterinarian  Health  under  the  State  Health  De- 
partment instead  of  the  Stockman’s  and  Agricul- 
tural Department.  The  interchange  of  speakers  be- 
tween the  two  groups  on  state  and  county  levels. 

The  group  decided  to  invite  the  State’s  Dental 
and  Pharmacy  groups  to  meet  and  attempt  to  form 
an  Inter-Professional  Council. 

The  Allied  Committee  met  November  19,  1961 
with  representatives  of  the  State  Dental,  Pharma- 
ceutical, and  Veterinary  Medical  Associations  and 
this  group  laid  the  groundwork  for  an  Inter-Profes- 
sional Council  and  will  meet  January  25,  1962  to 
draw  up  a constitution  and  By-Laws  for  approval 
of  all  the  Societies.  The  Nurses  Association  has 
also  been  invited.  I hope  to  have  a supplemental 
report  and  even  the  drafted  forms  to  present  to  the 
council  and  House  of  Delegates,  if  all  goes  well. 

Last,  but  not  least,  as  far  as  my  personal  experi- 
ence was  concerned,  was  an  invitation  to  speak 
before  the  Nebraska  State  Veterinary  Medical  As- 
sociation on  December  5,  1961,  on  “Inter-Profes- 
sional Relationships.”  Some  of  the  main  points  of 
my  speech,  were  to  bring  out  the  need  for  cooper- 
ation on  a local,  state  and  national  level  of  the 
related  professions,  particularly  in  aiding  and  in- 
forming each  other  in  legislative,  health  and  educa- 
tional subject.  The  need  for  more  social  inter- 
mingling on  the  local  level,  the  need  for  exchange 
of  speakers  and  finally  the  joining  of  forces 
against  the  creeping  socialistic  trends  in  our  govern- 
ment. 

The  State  level  need  for  an  Inter-Professional 
Council  is  urgent.  (1)  We  feel  there  is  a common 
and  related  need  for  improved  state  health  work, 
particularly  in  our  health  department  for  rabies 
laboratory  testing,  and  studies,  and  in  research  in 
the  diseases  common  to  both  our  professions.  (2) 
The  need  for  inviting  the  Allied  Professional  men 
to  any  programs  that  are  in  any  related  fields. 

(3)  The  need  for  an  exchange  of  speakers  from  all 
allied  professions  at  state,  district  and  county  levels. 

(4)  The  need  to  start  a program  to  interest  high 
school  men  and  women  in  our  professions.  (5)  The 
need  to  make  available  literature,  and  speakers 
for  high  schools  in  all  areas  of  the  state.  (6)  The 
closer  co-operation  by  our  related  professions  in 
the  state  legislative  laws  and  rules  in  order  to 
understand  and  direct  our  combined  efforts  in 
legislative  matters  that  affect  one  or  all  of  us, 
and  the  need  to  consolidate  our  public  informa- 
tion in  order  to  keep  the  professions  in  a better 
image  before  the  public,  on  a National  level.  We 
can  definitely  work  together.  The  main  threat  is 
the  invasion  by  the  Federal  government  of  the 
rights  to  practice  our  profession  as  free  profes- 
sional men  and  to  live  and  work  in  a continued 
free  enterprise  system.  I pointed  out  the  in- 
creased federal  control  of  fanning,  veterans  ad- 
ministrations, medicines,  federal  welfare,  match- 
ing funds  for  old  age  and  welfare  patients. 


The  threatened  passage  of  the  King-Anderson 
bill,  the  Estes  Kefauver  bill  (Bill  S-1552)  spon- 
sored to  shorten  the  exclusion  rights  in  drug  pat- 
ents from  17  to  3 years,  compelling  licensing  after 
three  years,  fixed  royalty  charges  and  amendments 
to  the  food  and  drug  act  so  as  to  institute  sweep- 
ing controls  of  drug  manufacturers  would  all  elim- 
inate and  destroy  the  free  enterprise  drug  indus- 
tries as  we  know  them  today.  This  would  eliminate 
most  research  and  allow  the  government  to  enter 
the  drug  market  and  buy  cheap  drugs  from  foreign 
countries  where  the  testing  of  drugs  is  inadequate. 

I pointed  out  the  failure  in  Colorado  of  aged  hos- 
pital programs  patterned  after  our  national  pro- 
posed bills. 

Lastly,  the  third  party  medicine  whether  it  be 
closed  panel,  labor,  clinical  medicine,  or  govern- 
ment socialized  medicine,  is  definitely  not  high 
quality  medicine.  Citizens  must  understand  that 
the  high  type  of  medical  care  they  ai’e  receiving  in 
both  fields  comes  through  free  enterprise.  Our 
politicians  must  be  made  to  understand  that  this 
country  cannot  afford  to  make  the  same  mistakes 
in  socialistic  schemes  as  in  England  and  other 
countries.  They  could  afford  to  experiment  be- 
cause our  support  helped  bail  them  out,  but  we  have 
no  Uncle  to  bail  us  out. 

Respectfully  submitted, 

OTIS  W.  MILLER,  M.D., 

Chairman. 


MEDICAL  SELF-HELP  TRAINING 
PROGRAM 


( A report  to  the  Board  of  Councilors  and  House  of 
Delegates  and  Nebraska  State  Medical  Association) 

(A  report  to  the  Board  of  Councilors  and 
House  of  Delegates  and  Nebraska 
State  Medical  Association) 


The  Medical  Self-Help  Training  Program  is  a 
new  program  developed  by  the  United  States  Pub- 
lic Health  Seiwice,  and  the  office  of  Civil  and  De- 
fense Mobilization  in  cooperation  with  the  Ameri- 
can Medical  Association’s  Council  on  National  Se- 
curity and  Committee  on  Disaster  Medical  Care. 
The  original  stimulus  for  the  development  of  this 
program  came  from  the  American  Medical  Asso- 
ciation’s Council  on  National  Security.  In  this  re- 
port on  national  emergency  medical  care,  the  Amer- 
ican Medical  Association  recommended  that  steps 
be  taken  to  provide  a competency  within  the  Amer- 
ican public  to  meet  their  immediate  health  needs 
in  the  event  of  a national  disaster.  This  recom- 
mendation was  predicated  on  the  fact  that  people 
may  be  isolated  for  extended  periods  of  time  in 
the  event  of  a nuclear  attack  on  this  country.  Also 
the  physician  population  may  be  reduced  to  Y2  its 
present  size  and  normal  medical  and  hospital  care 
delayed  for  days  or  weeks.  Every  family  in  the 
United  States,  as  a potential  survivor  of  such  an 
attack,  should  be  prepared  to  exist  for  an  extended 
period  of  time  isolated  from  outside  assistance. 
During  this  time  when  the  sendees  of  a physician 
are  not  available,  the  family  must  be  prepared  to 
take  care  of  its  own  health  needs  and  preferably 
all  members,  but  at  least  one  member  of  each 
family  group  should  be  trained  in  medical  self-help. 
The  training  program  stresses  the  fact  that  self- 
care  is  not  a substitute  for  adequate  medical  care 
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by  a qualified  physician  when  available.  It  can  be 
seen  that  in  addition  to  the  lack  of  hospitalization 
and  medical  care  immediately  following  a national 
disaster  that  organized  health  services  may  be 
delayed  by  radioactive  fallout  for  days  or  weeks 
in  many  communities.  Also  the  requirements  for 
professional  services  and  other  resources  by  casual- 
ty and  non-casualty  survivors  may  exceed  many 
times  the  capacity  for  providing  these  services. 
Under  such  circumstances,  large  groups  who  would 
normally  be  given  professional  care  would  have  to 
care  for  themselves.  The  American  Medical  Asso- 
ciation has  recognized  the  need  for  a training  pro- 
gram and  medical  self-help  and  has  endorsed  the 
development  of  the  training  aids  to  be  described 
later  in  the  report. 

The  American  Medical  Association  assisted  close- 
ly in  the  development  of  the  plans  and  implementa- 
tion of  the  nationwide  self-help  training  program. 
The  American  Medical  Association  has  written  to 
all  state  medical  societies  indicating  their  endorse- 
ment of  this  program  and  recommending  their  sup- 
port of  the  medical  profession  in  each  state.  The 
American  Medical  Association’s  Council  on  Na- 
tional Security  has  agreed  to  encourage  the  sup- 
port of  state  and  local  medical  societies  and  more 
specifically,  their  disaster  medicine  committees,  to 
sponsor  and  provide  professional  leadership  within 
their  states.  They  have  also  agreed  to  actively  and 
continuously  promote  the  program.  The  Associa- 
tion of  State  and  Territorial  Health  Officers  has 
endorsed  the  program  and  it  is  anticipated  that 
their  role  will  be  to  encourage  each  state  health 
department  having  responsibilities  in  the  state’s 
civil  defense  to  assist  in  organizing  and  co-ordinat- 
ing the  training  program  in  each  state.  The  Unit- 
ed States  Public  Health  Service  will  promote  the 
application  of  the  Self-Help  Training  Program  by 
the  states  using  health  channels  with  professional 
health  personnel  as  sponsors.  They  will  see  that 
the  Medical  Self-Help  Training  Kits  are  distributed 
and  will  help  in  informational  and  promotional 
programs.  In  collaboration  with  the  Department 
of  Defense,  they  will  present  three  regional  work- 
shops to  provide  selected  state  representatives  of 
the  medical  societies,  health  departments,  civil  de- 
fense organizations  and  state  educational  offices 
with  an  opportunity  to  become  acquainted  with 
Medical  Self-Help  Kits  and  their  contents  and  to 
stimulate  the  development  of  plans  for  each  state. 
The  last  of  these  workshops  was  held  in  Battle 
Creek,  Michigan,  December  4th  to  December  7th, 
1961,  and  was  the  one  which  I attended.  The  De- 
partment of  Defense  will  promote  the  implemen- 
tation of  the  Medical  Self-Help  Program  by  use 
of  its  established  civil  defense  channels.  They  will 
provide  assistance  and  support  to  the  program  oper- 
ations within  the  states,  enlist  the  suppoit  of  the 
civil  defense  organizations,  and  inform  state  civil 
defense  directors  and  enlist  and  encourage  their 
active  support  in  the  development  of  the  program. 
The  State  Civil  Defense  Agency  has  the  primary 
administrative  responsibility  for  implementing  the 
program  within  the  state.  The  State  Health  De- 
partment will  provide  a staff  function  in  furnish- 
ing program  direction  and  assistance  to  the  State 
Civil  Defense  Agency  for  all  aspects  of  the  entire 
program.  The  State  Medical  Society  and  the  State 
Department  of  Education  will  actively  participate 
in  the  development  of  the  state  plan  under  which 


the  program  will  be  implemented.  In  addition,  the 
State  and  Local  Medical  Societies  as  well  as  the 
individual  practicing  physician  must  provide  the  pro- 
fessional leadership  and  guidance  necessary  in  order 
that  the  highest  quality  of  instruction  be  provided. 

The  Medical  Self-Help  Training  Program  is 
composed  of  two  parts.  Part  number  one  is  the 
Family  Guide  Emergency  Health  Care  Manual. 
This  manual  contains  instructions  for  the  survival 
and  emergency  health  care  for  the  American  fam- 
ily if  a physician  or  organized  health  service  is 
not  available  for  days  or  weeks.  It  was  developed 
by  the  United  States  Public  Health  Service  under 
contract  with  the  Office  of  Civil  Defense  Mobiliza- 
tion. The  Committee  on  Disaster  Medical  Care  of 
the  American  Medical  Association’s  Council  on 
National  Security,  assisted  and  advised  continu- 
ously through  its  development.  The  Family  Guide 
Emergency  Health  Care  Manual  covers  much  the 
same  general  topics  as  are  contained  in  the  Medical 
Self-Help  Training  Course.  Great  care  has  been 
taken  in  the  manual  to  present  all  the  material  in 
simple,  non-technical  terms  which  are  readily  un- 
derstandable. The  second  part  of  the  Medical  Self- 
Help  Program  is  the  Medical  Self-Help  Training 
Course.  This  is  divided  into  12  lessons  which  are 
to  be  taught  in  a 16-hour  period. 

The  list  of  lessons  include: 

1.  Radioactive  fallout  and  shelter 

2.  Hygiene,  sanitation  and  vermin  control 

3.  Water  and  food 

4.  Shock 

5.  Bleeding  and  bandaging 

6.  Artificial  respiration 

7.  Fractures  and  splinting 

8.  Transportation  of  the  injured 

9.  Burns 

10.  Nursing  care  of  the  sick  and  injured 

11.  Infant  and  child  care 

12.  Emergency  childbirth 

This  last  lesson  covers  the  fundamental  techniques 
to  be  followed  in  assisting  at  a normal  delivery  in 
an  emergency  situation.  The  lesson  was  deliber- 
ately placed  last  to  permit  its  deletion  if  it  seemed 
inappropriate  for  the  particular  class.  To  conduct 
the  above  lessons,  a kit  was  designed  and  pro- 
duced which  contains  everything  an  instructor  would 
need  to  teach  the  course.  It  is  contained  in  a heavy 
duty  moisture  proof  box  that  serves  as  its  own 
shipping  case  and  weighs  approximately  20  pounds. 

The  kit  contains: 

1.  An  instructor’s  guide. 

2.  Instructor’s  lesson  folders. 

3.  Family  Guide  Emergency  Health  Care  Manu- 
als. (These  are  furnished  to  the  graduates 
of  the  course). 

4.  Color  film  strips.  (These  are  used  to  illus- 
trate high  points  of  the  course). 

5.  Student  hand  books. 

6.  Projector  and  screen. 

7.  Lamp  and  pointer. 

8.  Examination  question  booklet  and  answer 
sheets,  grading  templates,  and  marking  pen- 
cils. 

9.  Graduation  certificates. 
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The  program  goals  are  such  that  it  is  hoped 
that  each  state  can  institute  local  training  early 
in  1962.  The  Public  Health  Service  intends  to  main- 
tain close  liaison  with  the  states  in  order  to  bene- 
fit by  their  evaluation  of  the  professional  content 
of  the  kit  as  well  as  the  methods  of  instruction. 
A constant  process  of  revision  of  content  will  be 
instituted  as  local  experience  dictates.  By  the 
end  of  the  year,  it  is  hoped  that  the  states  will  have 
trained  at  least  one  member  in  Medical  Self-Help 
in  each  three  hundred  thousand  families.  In  1963, 
it  is  hoped  that  the  problems  of  instruction  and  ad- 
ministration will  be  ironed  out  so  that  an  addi- 
tional three  million  families  will  have  had  at  least 
one  member  trained  in  Medical  Self-Help.  By  the 
end  of  1964,  it  is  hoped  that  an  additional  five  mil- 
lion people  be  trained  in  the  fundamentals  of  sur- 
vival under  disaster  conditions.  It  is  the  purpose 
of  this  report  to  provide  the  Board  of  Councilors 
and  the  Board  of  Delegates  with  enough  informa- 
tion  about  the  program  so  that  the  proposed  reso- 
lution may  be  acted  upon  and  the  program  started. 
For  it  to  succeed,  the  support  and  leadership  of  the 
Nebraska  State  Medical  Association  is  vital.  Gov- 
ernor Frank  Morrison  has  appointed  a Nebraska- 
Joint  Policy  Committee  for  the  Medical  Self-Help 
Training  Program.  It  is  composed  of  Dr.  John  G. 
Wiedman,  Chairman,  Representative  of  the  Ne- 
brasa  State  Medical  Association,  Dr.  E.  A.  Rogers, 
State  Health  Director,  Major  General  Lyle  Welch, 
Director  of  State  Civil  Defense;  Ely  Feistner,  co- 
ordinator of  the  adult  civil  defense  education. 
This  committee  has  held  its  first  meeting  and  plans 
have  already  been  made  for  storage  and  distribution 
of  the  training  kits  when  they  arrive  in  the  state. 
The  over- a' 1 purpose  of  the  committee  is  to  see 
that  the  program  is  started  and  implemented  at 
an  early  date,  and  also  that  steps  are  taken  to 
evaluate  the  effectiveness  of  the  training  program 
and  to  maintain  records  in  regard  to  the  number 
of  people  trained,  and  to  function  as  a policy  mak- 
ing and  co-ordinating  committee.  Dr.  George  John- 
son, of  Omaha,  Nebraska,  Chairman  of  the  Disaster 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion and  Dr.  Offerman,  President  of  the  Nebraska 
State  Medical  Association,  both  attended  the  first 
meeting  of  the  policy  committee. 

It  is  anticipated  that  the  Disaster  Committee  of 
the  State  Medical  Association  will  work  closely 
with  the  Policy  Committee  and  the  various  govern- 
mental agencies,  so  that  the  full  support  of  the 
medical  profession  in  Nebraska  may  be  enlisted. 
Although  it  is  recognized  that  there  are  not  enough 
physicians  to  act  as  instructors  for  these  courses, 
it  is  hoped  that  by  their  occasional  presence  and 
supervision  and  guidance  within  the  community, 
the  medical  profession  will  provide  the  stimulus  and 
inspiration  for  making  this  program  a success.  It 
is  the  feeling  of  the  Joint  Policy  Committee  and 
the  Disaster  Committee  of  the  Nebraska  State 
Medical  Association  that  when  it  is  at  all  possible 
that  physicians  teach  the  few  specific  lessons  that 
deal  with  purely  medical  subjects.  It  actually  rep- 
resents a tremendous  opportunity  for  some  very 
good  public  relations.  The  Department  of  Educa- 
tion at  the  present  time  is  making  plans  with  the 
view  of  bringing  it  into  the  adult  educational  field. 

In  summary,  the  Medical  Self-Help  Training  Pro- 
gram is  a new  course  to  teach  American  families 
how  to  survive  under  a national  emergency  and 


meet  their  own  health  needs  if  deprived  of  a physi- 
cian’s services.  It  was  developed  by  the  United 
States  Public  Health  Service  in  cooperation  with 
the  American  Medical  Association’s  Council  on  Na- 
tional Security  and  Committee  on  Disaster  Medical 
Care.  It  is  being  administered  by  the  states  as  a 
cooperative  effort  of  medical,  health,  civil  defense 
and  educational  organizations. 

With  this  background  information  in  mind,  the 
following  resolution  is  proposed  for  approval  by  the 
Board  of  Councilors  and  passage  by  the  House  of 
Delegates:  “The  Nebraska  State  Medical  Associa- 
tion will  actively  and  continuously  promote  the 
Medical  Self-Help  Training  Program,  and  will  en- 
courage professional  guidance  and  leadership  for 
the  training  program  in  the  state  during  its  con- 
tinuation. Through  the  disaster  committee  of  the 
Nebraska  State  Medical  Association,  guidance  and 
support  will  be  given  to  the  State  Civil  Defense 
Agency  w-hich  has  the  primary  administrative  re- 
sponsibility for  implementing  this  program  within 
the  state.”  If  the  program  is  to  succeed,  Medical 
Self-Help  Training  must  be  applied  in  an  organized 
manner  under  the  direction  of  the  state  and  local 
medical  societies  and  individual  practicing  physi- 
cians. 

Respectfully  submitted, 

JOHN  G.  WIEDMAN,  M.D. 

REPORT  OF  POLICY  COMMITTEE 

Arthur  J.  Offerman,  M.D.,  Chairman,  Omaha ; Frit!  Teal, 
M.D.,  Lincoln ; O.  A.  Kostal,  M.D.,  Hastings ; Fay  Smith, 
M.D.,  Imperial ; R.  Russell  Best,  M.D.,  Omaha. 

The  Policy  Committee  met  four  times  during  the 
year,  April  20,  July  12,  November  8,  1961,  and 
January  24,  1962. 

The  adjudication  of  30  Medicare  cases  was  ac- 
complished in  a very  satisfactory  manner  at  these 
four  meetings. 

At  the  July  12,  1961  meeting,  the  Blue  Shield 
Series  60  was  approved  as  the  high  level  service 
benefit  program  for  the  Federal  Employees  Na- 
tional Account  Agreement. 

At  the  January  24,  1962  meeting,  the  three  new 
Blue  Shield  National  Account  Agreements  were 
approved  at  three  levels  of  income: 


Income  Levels — 


Nat’l 

Nat’l 

Nat’l 

1 

2 

3 

Single 

$2,500 

$4,000 

$5,000 

Family 

4,000 

6,000 

7,500 

The  National  Blue  Shield  Program  for  the  Aged 
will  follow  the  Number  1 National  Blue  Shield 
Contract  generally  with  some  changes  in  the  medi- 
cal care  portion  of  the  contract.  X-ray  therapy 
will  be  limited  to  the  treatment  of  malignancies. 

This  National  Blue  Shield  Program  for  the  Aged 
has  been  approved  by  the  Board  of  Trustees  of 
the  American  Medical  Association  on  January  12, 
1962. 

I wish  to  thank  the  members  of  the  Policy  Com- 
mittee for  their  faithful  attendance  at  Committee 
meetings  and  their  judicious  handling  of  items  on 
the  agenda. 

Respectfully  submitted, 

ARTHUR  J.  OFFERMAN,  M.D., 

Chairman. 
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SUPPLEMENTARY  REPORT  OF  THE 
COMMITTEE  ON  UNIFORM  FEE  SCHEDULE 
AND  ADVISORY  TO  GOVERNMENTAL 
AGENCIES  TO  THE  BOARD  OF 
COUNCILORS  AND  HOUSE  OF  DELEGATES 
At  the  Interim  Session  1962. 

Subject:  Negotiation  between  the  State  Division 

of  Public  Welfare  and  the  Nebraska  State  Med- 
ical Association  with  regard  to  a Fee  Schedule. 

This  negotiation  was  directed  by  your  Policy 
Committee  as  a result  of  a communication  from 
Mr.  Frank  M.  Woods,  Director  of  the  State  Division 
of  Public  Welfare,  dated  October  26,  1961,  stating: 
“Using  the  1961  Relative  Value  Study  released  by 
the  Nebraska  State  Medical  Association  in  March 
of  1961,  the  State  Department  of  Public  Welfare 
will  approve  the  use  of  conversion  factors  up  to  the 
following: 

Medical  Section $1.00  — a reduction  of  50% 


Surgery  3 50  — a reduction  of  30% 

Radiology  1.50  — a reduction  of  40% 

Pathology  3.00  — a reduction  of  25% 


It  was  felt  by  your  president  and  this  committee 
that  this  attitude  was  dictatorial  and  that  satisfac- 
tory conversion  factors  should  be  arrived  at  by 
agreements  between  the  parties  concerned  rather 
than  by  a unilateral  directive. 

Consequently,  your  committee  met  with  Mr. 
Woods  on  November  9,  1961,  and  Mr.  Woods  was 
asked  to  discuss  his  problem.  He  stated  that  his 
division  had  been  given  two  million  dollars  less 
than  was  needed  necessitating  curtailment  of 
services  and  a reduction  in  fees.  He  said  that  he 
was  currently  overdrawing  his  appropriation  and 
he  would  probably  have  to  ask  for  an  emergency 
appropriation  when  the  1963  Legislature  convened. 

Mr.  Woods  was  informed  that  this  committee  did 
not  have  the  authority  to  negotiate  on  behalf  of 
the  Association,  but  that  this  meeting  had  been 
called  merely  to  gather  information  and  make  rec- 
ommendations. He  was  asked  if  he  would  continue 
on  the  program  then  in  effect  using  fees  based  on 
the  1955  Uniform  Fee  Schedule  until  this  matter 
could  be  presented  to  the  House  of  Delegates  at 
the  Mid-Winter  Meeting.  Mr.  Woods  agreed  and 
said  that  he  would  notify  the  various  County  Wel- 
fare Departments  of  this  decision. 

Your  executive  secretary  was  then  asked  to  in- 
form the  Policy  Committee  on  this  matter  and  ask 
them  to  direct  this  committee  to  pursue  the  mat- 
ter further  and  prepare  a report  and  recommenda- 
tions to  be  presented  to  the  House  of  Delegates  at 
the  Mid-Winter  Meeting. 

It  was  recognized  by  the  members  of  your  com- 
mittee that  some  reduction  in  the  conversion  factor 
was  not  only  necessary  but  was  conducive  to  good 
public  relations  which  we  all  know  is  essential  at 
this  point.  With  this  in  mind  Dr.  Offerman,  utiliz- 
ing the  facilities  of  Blue  Shield,  prepared  a work- 
sheet of  comparative  fees  as  follows: 


Medicine reduced  from  2 to  1.5 

(a  reduction  of  25%) 

Surgery reduced  from  5 to  3.5 

(a  reduction  of  30%) 


Anesthesiology reduced  from  5 to  3.5 

(a  reduction  of  30%) 


Pathology reduced  from  4 to  3.25 

(a  reduction  of  19%) 

Radiology reduced  from  2.5  to  2 

(a  reduction  of  20%) 


Representatives  of  the  various  specialties  were 
consulted  concerning  these  reductions  and  they  were 
acceptable.  Copies  of  the  worksheet  of  comparative 
fees  were  prepared  and  mailed  to  the  Councilors 
and  Delegates  prior  to  this  meeting. 

Your  Committee  again  met  on  January  18,  1962, 
and  after  further  discussion  unanimously  agreed 
to  recommend  to  the  Board  of  Councilors  and  House 
of  Delegates  that  the  reduced  conversion  factors 
apply  to  fees  charged  for  Welfare  cases. 

This  committee  further  suggests  that  if  this 
schedule  is  approved  by  the  House  of  Delegates, 
that  they  direct  this  committee  to  negotiate  this 
schedule  with  the  State  Division  of  Public  Welfare. 
It  should  be  realized  that  this  schedule  will  con- 
stitute a maximum  allowance  and  further  negotia- 
tion will  be  between  component  societies  and  their 
County  Commissioners  and  the  Welfare  Depart- 
ment. 

The  Division  of  Rehabilitation  Services  of  the 
Department  of  Education  has  a similar  problem 
wdiich  was  brought  to  the  attention  of  this  com- 
mittee by  Fred  A.  Novae,  Assistant  Commissioner 
of  the  Rehabilitation  Services.  It  is  probable  that 
negotiation  with  this  agency  wTill  be  on  the  same 
basis. 

As  a result  of  these  meetings  vrith  representa- 
tives of  Welfare  Agencies  your  committee  felt  that 
certain  other  recommendations  might  be  made; 
that  more  frequent  meetings  of  this  committee 
with  representatives  of  the  Department  of  Public 
Welfare  or  the  Rehabilitation  Services  or  other 
concerned  governmental  agencies  might  be  bene- 
ficial to  both  parties;  that  perhaps  newrs  releases 
concerning  the  cost  of  medical  care  might  first  be 
examined  by  your  committee,  for  example,  the  doc- 
tors get  one  hundred  per  cent  of  the  blame  for 
the  high  cost  of  medical  care  but  in  reality  they 
receive  only  6 3 per  cent  of  the  funds  expended  in 
this  program;  your  committee  further  believes  that 
they  could  he  of  assistance  to  the  Division  of  Pub- 
lic Welfare  in  solving  some  of  its  problems  wrhich 
could  mean  a substantial  savings  in  its  expendi- 
tures, for  example,  that  drugs  be  dispensed  on  a 
cost  plus  basis  with  the  pharmacist  taking  a reduc- 
tion comparable  to  that  of  the  doctor.  10.1  per 
cent  of  the  Old  Age  goes  for  drugs  as  compared  to 
6.3  per  cent  for  doctor’s  fees. 

The  matter  of  vender  payment  wras  discussed 
and  it  was  generally  felt  that  at  the  1963  Legis- 
lature it  should  be  proposed  that  the  physician  be 
paid  directly  for  his  service  to  welfare  patients  by 
the  Welfare  Division. 

Your  committee  is  of  the  opinion  that  it  would 
be  advisable  to  avoid  the  use  of  the  term  “Fee 
Schedule”  and  recommends  that  the  name  of  your 
committee  be  changed  to  the  Relative  Value  Study 
Committee. 

Respectfully  submitted, 

BURTON  R.  BANCROFT,  M.D., 

Chairman. 


April,  1962 
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REPORT  OF  PSYCHIATRY  COMMITTEE 

J.  Whitney  Kelley,  Chairman,  Omaha  : Robert  J.  Stein. 
Lincoln ; Charles  G.  Ingham.  Norfolk : Chester  H.  Farrell, 
Omaha : Floyd  O.  Ring.  Omaha : Bulent  Tunaken,  Omaha. 

The  Neuro-psychiatric  Committee  held  one  meet- 
ing on  June  15,  1961.  The  consensus  at  this  par- 
ticular meeting  was  that  there  was  very  definitely 
a problem  involved  in  the  admission  and  discharge 
of  patients  from  the  state  hospitals  as  well  as  pri- 
vate institutions.  The  question  of  rights  of  a pa- 
tient in  being  dismissed,  being  returned  and  the 
delegation  of  proper  authority  to  patients  who 
were  discharged  as  uncui’ed  also  came  up  and  is  to 
be  discussed  at  a meeting  which  is  being  held  on 
the  31st  of  January  this  year. 

At  the  present  moment  I have  in  my  possesion 
some  of  the  Congressional  records  and  have  writ- 
ten to  the  company  producing  the  book  written  by 
the  Bar  Association  on  malrights  and  will  have  a 
copy  of  it  for  our  meeting. 

I have  a few  answers  from  superintendents  of 
various  institutions  whom  I have  written  asking 
for  information  but  unfortunately  have  not  heard 
from  all  of  them. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 

Chairman. 

No  reports  were  made  by  the  following  commit- 
tees: 

Insurance 
Planning 
Rehabilitation 
Veterans  Committee 
Voluntary  Health  Agency 


PROCEEDINGS 
HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 

February  18,  1962 

The  annual  midwinter  meeting  of  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Associa- 
tion was  held  at  the  Hotel  Cornhusker,  Lincoln 
Nebraska,  February  18,  1962.  The  meeting  was 
called  to  order  bv  the  Speaker,  J.  B.  Christensen, 
MD. 

It  was  announced  that  at  the  opening  of  the  ses- 
sion there  were  26  Delegates  present. 

It  was  moved  by  Dr.  Morrow,  and  duly  seconded, 
that  the  minutes  of  the  last  session,  published  :n 
the  April,  1962,  Nebraska  State  Medical  Journal, 
be  approved.  Motion  carried. 

The  report  of  Dr.  Leininger,  Chairman  of  rhs 
State  Board  of  Health  was  read. 

The  supplemental  report  of  the  Allied  Professions 
Committee  was  read  by  the  Speaker. 

Various  resolutions  and  recommendations  were 
presented  and  assigned  to  the  proper  Reference 
Committees  for  study  and  report. 

The  Speaker  announced  the  final  appointments 
to  the  various  Reference  Committees,  and  their  as- 
signments. 


Dr.  K.  S.  J.  Hohlen  presented  his  oral  report 
on  the  Council  on  Professional  Ethics. 

The  Speaker  recognized  Dr.  Peyton  Pratt,  who 
reported  and  explained  AMPAC,  and  urged  the 
members  to  participate  in  the  program.  He  ex- 
plained the  financial  needs  of  the  project  for  riie 
future,  and  what  the  money  could  be  used  for.  He 
also  urged  the  members  to  contact  their  Congress- 
men and  Representatives  immediately. 

The  Speaker  announced  that  Frank  Wooley,  Field 
Representative,  A.M.A.,  who  was  to  be  the  guest 
speaker,  had  been  grounded  in  Chicago,  and  was 
therefore  unable  to  be  present. 

The  Speaker  announced  that  the  meeting  would 
be  adjourned  for  committee  meetings,  and  lunch, 
and  would  reconvene  at  2:15. 

At  2:15  p.m.  the  meeting  was  resumed,  and  Dr. 
Rogers  was  called  upon  to  explain  his  display  of 
the  Medical  Self-Help  Training  Kit.  Dr.  Rogers 
gave  a very  interesting  and  thorough  explanation 
of  the  Kit,  and  of  the  program  of  Civil  Defense, 
and  urged  the  member’s  to  take  an  active  interest 
in  and  back  up  the  program. 

Reports  of  Reference  Committees 

The  Speaker  called  the  meeting  to  order  at  2:30 
p.m. 

The  Report  of  Reference  Committee  No.  1,  Offi- 
cers, was  called  for. 

It  was  moved  by  Dr.  Frazer,  Chairman,  and  duly 
seconded,  that  the  report  of  the  Delegate  to  the 
North  Central  Conference  be  received  as  submit- 
ted. Motion  earned. 

It  was  moved  by  Dr.  Frazer,  and  duly  seconded, 
that  the  report  of  the  Editor  be  received  as  print- 
ed, and  that  the  House  of  Delegates  recommend  to 
the  Board  of  Trustees  favorable  consideration  to 
the  publication  of  a Centennial  Issue  of  the  State 
Medical  Journal.  Motion  earned. 

It  was  moved  by  Dr.  Frazer,  and  duly  seconded, 
that  the  report  of  the  Executive  Secretary  be 
adopted  as  submitted,  and  that  the  House  of  Dele- 
gates instruct  the  President  to  express  its  thanks 
and  sincere  appreciation  for  the  faithful  and  ef- 
fective services  generously  given  by  Mr.  M.  C. 
Smith  to  the  Association.  Motion  earned. 

It  was  moved  by  Dr.  Frazer,  and  duly  second- 
ed, that  the  oral  report  of  the  Council  on  Profes- 
sional Ethics  be  approved  as  given.  Motion  carried. 

Dr.  Frazer  announced  that  there  were  no  reports 
from  the  Medical  Services  Committee  or  the  Medico- 
legal Advice  Committee,  submitted. 

Dr.  Frazer  read  a Resolution  submitted  by  the 
Adams  County  Medical  Society,  as  follows: 

“WHEREAS:  The  House  of  Delegates  of  the 
American  Medical  Association  is  on  record  as 
opposing  the  division  of  medical  practice  into 
so-called  technical  and  professional  factions; 
and, 

“WHEREAS:  The  American  Medical  Asso- 
ciation defined  certain  specific  medical  disci- 
plines to  be  the  practice  of  medicine;  and 

“WHEREAS:  The  House  of  Delegates  of 
the  American  Medical  Association  adopted  the 
June  1960,  Report  of  the  Committee  to  Study 
the  Relationship  of  Medicine  to  All  Health 
Professions  and  Services  which  specifically 
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states  in  regard  to  licensure  and  certification 
that,  ‘such  statutes  relating  to  services  which 
involve  diagnosis  and  treatment  of  nervous, 
mental  or  physical  illness  or  disorders  of  indi- 
vidual patients  should  require  such  services 
to  be  performed  under  the  direct  supervision  or 
in  genuine  collaboration  with  a qualified  physi- 
cian; and 

“WHEREAS:  The  Amei'ican  Psychiatric  As- 
sociation has  resolved  that  psychiatry  is  a med- 
ical specialty,  that  psychotherapy  is  a form 
of  medical  treatment  and  that  it  does  not  form 
the  basis  for  a separate  profession;  and 

“WHEREAS:  The  Nebraska  Medical  Prac- 
tice Act  defines  the  practice  of  medicine  and 
surgery  as  follows:  ‘For  the  purpose  of  this 
act,  the  following  classes  of  persons  shall  be 
deemed  to  be  engaged  in  the  practice  of  medi- 
cine and  surgery:  (1)  Persons  who  publicly 
profess  to  be  physicians,  surgeons  or  obstetri- 
cians, or  publicly  profess  to  assume  the  duties 
incident  to  the  practice  of  medicine,  surgery 
or  obstetrics,  or  any  of  their  branches;  (2) 
persons  who  prescribe  and  furnish  medicine  for 
some  illness,  or  treat  the  same  by  surgery;  (3) 
persons  holding  themselves  out  to  the  public 
as  being  engaged  in  the  diagnosis  or  treat- 
ment of  diseases,  ailments  or  injuries  of  human 
beings;  (4)  persons  who  suggest,  recommend  or 
prescribe  any  form  of  treatment  for  the  in- 
tended palliation,  relief  or  cui’e  of  any  physical 
or  mental  ailment  of  any  person;  (5)  persons 
who  maintain  an  office  for  the  examination  or 
treatment  of  persons  afflicted  with  ailments, 
diseases  or  injuries  of  the  human  mind  or 
body;  and  (6)  persons  who  attach  to  their  name 
the  title  M.D.,  surgeon,  physician,  physician 
and  surgeon,  doctor,  or  any  word  or  abbrevia- 
tion indicating  that  they  ai-e  engaged  in  the 
treatment  or  diagnosis  of  ailments,  diseases  or 
injuries  of  human  beings,’  and, 

“WHEREAS:  The  practice  of  Clinical  Path- 
ology and  of  Psychiatry  is  engaged  in  the 
United  States  and  in  the  State  of  Nebraska  by 
individuals  who  are  neither  licensed  in  the 
practice  of  medicine  nor  in  the  other  limited 
special  healing  arts  fields  nor  under  genuine 
supervision  of  licensed,  qualified  physicians; 
and, 

“WHEREAS:  Such  unsupervised  practice 

leads  to  detriment  to  both  the  profession  and 
to  the  patient;  and, 

“WHEREAS:  The  physician,  alone,  by  virtue 
of  his  training,  is  qualified  to  diagnose,  treat 
and  prescribe,  and  he,  alone,  has  the  ultimate 
legal  and  moral  responsibility  for  patient  care: 

“NOW,  THEREFORE,  BE  IT  RESOLVED: 
That  the  Nebraska  State  Medical  Association 
go  on  record  as  in  agreement  with  the  Ameri- 
can Medical  Association  and  the  American  Psy- 
ciatric  Association  opposing  such  unsupervised 
practice  of  the  healing  arts:  and, 

“BE  IT  FURTHER  RESOLVED:  That  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  request  the  Committees  on 
Psychiatry  and  on  Allied  Professions  to  consid- 
er thoroughly  the  problems  delineated  and 
make  specific  recommendations  for  solution  and 


to  pursue  appropriate  action  for  such  solution; 
and, 

“BE  IT  FURTHER  RESOLVED:  That  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  require  a final  report  from 
the  said  Committees  not  later  than  the  meet- 
ing of  the  said  House  during  the  1962  Annual 
Meeting  of  the  Nebraska  State  Medical  Asso- 
ciation.” 

Following  discussion,  it  was  moved  by  Dr.  Frazer, 
and  duly  seconded,  that  the  foregoing  Resolution  be 
adopted,  together  with  the  recommendations  con- 
tained therein. 

After  further  discussion,  it  was  moved  by  Dr. 
Schenken,  and  duly  seconded,  that  the  Motion  be 
amended  to  endorse  the  Resolution  and  refer  it  for 
further  study.  Amended  motion  canned. 

Following  further  discussion,  the  original  motion 
made  by  Dr.  Frazer  was  carried. 

Dr.  Frazer  read  the  following  resolution: 

“WHEREAS:  There  are  constant  efforts  by 
the  present  administration  in  Washington, 
D.C.,  to  foster  greater  governmental  control 
over  all  segments  of  the  economy;  and, 

“WHEREAS:  There  are  also  proposed  pro- 
grams, which  constitute  an  ever-growing  threat 
to  our  free  enterprise  system;  and, 

“WHEREAS:  Increased  spending  programs 
by  the  administration  do  not  provide  for  a 
sound  fiscal  program;  therefore 

“BE  IT  RESOLVED  that  thef  Nebraska 
State  Medical  Association  express  its  appre- 
ciation to  the  Nebraska  Congressional  Delega- 
tion of  Senators  Roman  Hruska,  and  Carl 
Curtiss;  Representatives  (1)  Glen  Cunningham, 
(2)  Phil  Weaver,  (3)  Ralph  Beerman,  and  (4) 
Dave  Martin,  for  their  staunch  opposition  to 
these  policies;  and, 

“BE  IT  FURTHER  RESOLVED  that  these 
outstanding  gentlemen  be  commended  for  their 
continued  support  of  fiscal  responsibility;  their 
efforts  to  promote  the  continuation  of  the 
free  enteprise  system;  and  their  past  support 
of  the  medical  profession’s  efforts  to  preserve 
the  private  practice  of  medicine  and  its  future 
preservation  from  governmental  control;  and 
“BE  IT  RESOLVED:  That  a copy  of  this 
resolution  be  sent  to  each  of  the  above  named 
gentlemen,  the  Nebraska  State  Republican  Com- 
mittee, and  the  National  Republican  Committee 
and  each  County  Republican  Committee  con- 
cerned.” 

It  wTas  moved  by  Dr.  Frazer,  and  duly  seconded, 
that  the  foregoing  Resolution  be  adopted.  Motion 
carried. 

Dr.  Frazer  discussed  a group  of  letters  from  Dr. 
Pleiss  of  Omaha,  having  to  do  with  the  problem  of 
over-utilization  of  hospital  beds  for  the  purpose  of 
collecting  health  insurance  via  Blue  Cross  and  Blue 
Shield,  or  any  others.  He  said  that  since  a com- 
mittee had  been  formed  to  study  this  matter  in 
the  State  of  Nebraska,  made  up  of  representatives 
from  the  State  Medical  Association,  the  Blue  Cross 
and  Blue  Shield  Boards,  and  the  State  Hospital  As- 
sociation, the  committee  recommended  that  this 
matter  be  referred  to  that  joint  committee.  It  Was 
then  moved  by  Dr.  Frazer,  and  duly  seconded,  that 
such  motion  be  approved.  Motion  carried. 
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It  was  moved  by  Dr.  Frazer,  and  duly  seconded, 
that  the  report  of  Reference  Committee  No.  1, 
Officers,  be  accepted.  Motion  canned. 

The  report  of  Reference  Committee  No.  2,  Coun- 
cil, was  called  for. 

Dr.  Weekes  read  the  following  Resolution  from 
the  Omaha  Douglas  County  Medical  Society: 

“WHEREAS,  the  American  Medical  Associa- 
tion House  of  Delegates  meeting  in  Denver, 
Colorado,  November  27-29  endorsed  and  ap- 
proved the  formation  of  AMPAC  (American 
Medical  Political  Action  Committee);  and, 
“WHEREAS,  the  principle  of  AMPAC  was 
endorsed  and  approved  by  the  Executive  Board 
of  the  Omaha  Douglas  County  Medical  Society 
at  their  meeting  December  11;  and, 

“WTHEREAS,  AMPAC  has  been  established 
in  this  state  by  the  Medical  profession;  and 
be  it 

“RESOLVED  that  every  individual  physi- 
cian give  his  wholehearted  support  to  the  Ne- 
braska AMPAC;  and, 

“BE  IT  FURTHER  RESOLVED  that  the 
Nebraska  State  Medical  Association  endorse 
and  approve  the  AMPAC  Committee  at  vhe 
state  level.” 

Dr.  Weekes  reported  that  Reference  Committee 
No.  2 recommended  the  present  policy  of  individual 
contributions  to  individual  medical  schools  as  has 
been  done  in  the  past,  but  that  the  committee  was 
opposed  to  an  AMEF  in  view  of  the  establish- 
ment of  AMPAC.  He  said  this  would  mean  an  in- 
crease in  dues,  and  that  it  would  cut  down  contri- 
butions to  Medical  Schools. 

It  was  then  moved  by  Dr.  Weekes,  and  duly 
seconded,  that  Recommendation  No.  2 of  the  Dele- 
gate’s Report  not  be  approved.  Following  discus- 
sion, the  motion  was  carried. 

Dr.  Weekes  reported  that  Refei’ence  Committee 
No.  2 endorsed  Recommendations  No.  3,  4,  5,  6, 
7 and  8 of  the  Delegate’s  Report. 

Following  discussion,  it  was  moved  by  Dr.  Weekes, 
and  duly  seconded,  that  the  report,  as  read,  be 
approved.  Motion  canned. 

Dr.  Weekes  reported  that  Reference  Committee 
No.  2 opposed  the  effort  of  the  A.M.A.  to  suspend 
or  revoke  memberships  in  the  A.M.A.  without  ac- 
tion taken  at  the  local  or  state  society  level,  and 
requested  that  the  President  send  a letter  to  that 
effect  to  A.M.A. 

It  was  moved  by  Dr.  Schenken,  and  duly  sec- 
onded, that  such  recommendation  be  approved.  Mo- 
tion carried. 

It  was  moved  by  Dr.  Weekes,  and  duly  seconded, 
that  the  following  list  of  50-year  Practitioners  and 
Life  Memberships  be  approved.  Motion  carried. 

50-Year  Practitioners,  1962 

Adams  County — 

Smith,  J.  J.,  Heartwell,  Nebr. 

Wegmann,  Wm.  M.,  Bladen,  Nebr. 

Butler  County — 

McNally,  James  M.,  Bellwood,  Nebr. 

Five  County — 

Coe,  C.  B.,  Wakefield,  Nebr. 

Knox  County — 

Swift,  C.  H.,  Sr.,  Crofton,  Nebr. 


Lancaster  County — 

Conwell,  P.  L.,  Panama,  Nebr. 

Des  Jardien,  G.  A.,  Lincoln,  Nebr. 

Reynolds,  R.  W.,  Lincoln,  Nebr. 

Taylor,  J.  D.,  Lincoln,  Nebr. 

Lincoln  County — 

Dent,  George  B.,  North  Platte,  Nebr. 

Madison  County — 

Johnson,  L.  A,  Norfolk,  Nebr. 

Northwest  Nebraska — 

Griot,  A.  J.,  Chadron,  Nebr. 

Omaha-Douglas  County — 

Akers,  W’m.  0.,  Omaha,  Nebr. 

Davis,  Edwin,  Omaha,  Nebr. 

Gleeson,  John  J.,  Omaha,  Nebr. 

Heumann,  J.  M.  F.,  Omaha,  Nebr. 

McCrann,  W.  J.,  Omaha,  Nebr. 

Maxwell,  J.  T.,  Omaha,  Nebr. 

O’Neill,  Owen  S.,  Omaha,  Nebr. 

Strickland,  W.  R.,  Omaha,  Nebr. 

Waters,  Chester,  Omaha,  Nebr. 

Otoe  County — 

Gritzka,  C.  T.,  Talmage,  Nebr. 

Pierce  County — 

Devers,  W.  I.,  Pierce,  Nebr. 

York  County — 

Townsend,  O.  S.,  Yrork,  Nebr. 

Life  Members 

Lincoln  County — 

Redfield,  J.  B.,  North  Platte,  Nebr. 

Nemaha  County — 

Cline,  Edgar.,  Auburn,  Nebr. 

Irvin,  I.  W.,  Auburn,  Nebr. 

Omaha-Douglas  County — 

Bantin,  E.  W.,  Omaha,  Nebr. 

Simonds,  Francis  L.,  Omaha,  Nebr. 
Thompson,  Chester  Q.,  Omaha,  Nebr. 
Thompson,  Warren,  Omaha,  Nebr. 

Lancaster  County — 

Munger,  Arbor  D.,  Allenspark,  Colo. 

It  was  moved  by  Dr.  Weekes,  and  duly  seconded, 
that  the  report  of  the  Board  of  Trustees  be  ap- 
proved. Motion  carried. 

It  was  moved  by  Dr.  Weekes,  and  duly  seconded, 
that  the  report  of  the  Committee  on  Hospital  and 
Professional  Relations  be  approved.  Motion  car- 
ried. 

It  was  moved  by  Dr.  Weekes,  and  duly  seconded, 
that  the  Audit  be  approved.  Motion  carried. 

The  following  Resolution  from  the  Omaha-Doug- 
las County  Medical  Society  was  read: 

“WHEREAS,  the  American  Medical  Asso- 
ciation House  of  Delegates  meeting  in  Denver, 
Colorado,  November  27-29  endorsed  and  ap- 
proved the  formation  of  AMPAC  (American 
Medical  Political  Action  Committee);  and, 
“WHEREAS,  the  principle  of  AMPAC  was 
endorsed  and  approved  by  the  Executive  Board 
of  the  Omaha  Douglas  County  Medical  Society 
at  their  meeting  December  11;  and, 

“WHEREAS,  AMPAC  has  been  established 
in  this  state  by  the  Medical  profession;  and 
therefore 

“BE  IT  RESOLVED  that  every  individual 
physician  give  his  wholehearted  support  to  the 
Nebraska  AMPAC;  and 

“BE  IT  FURTHER  RESOLVED  that  the 
Nebraska  State  Medical  Association  endoi’se 
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and  approve  the  AMPAC  Committee  at  the 
state  level.” 

Following  discussion,  it  was  moved  by  Dr. 
Weekes,  and  duly  seconded,  that  the  foregoing 
resolution  be  adopted.  Motion  carried. 

It  was  moved  by  Dr.  Weekes,  and  duly  seconded, 
that  the  entire  report  of  Reference  Committee  No. 
2 be  approved.  Motion  carried. 

The  report  of  Reference  Committee  No.  4 was 
called  for. 

It  was  moved  by  Dr.  Borghoff,  and  duly  second- 
ed, that  the  report  of  the  Medical  Education  Com- 
mittee be  approved.  Motion  carried. 

It  was  moved  by  Dr.  Borghoff,  and  duly  second- 
ed, that  the  report  of  the  Board  of  Trustees  be  ap- 
proved. Motion  carried. 

The  report  and  supplemental  report  of  the  Uni- 
form Fee  Schedule  and  Advisory  to  Governmental 
Agencies  Committee  was  next  considered. 

Dr.  Borghoff  announced  that  during  the  time 
this  matter  was  being  discussed  in  committee,  dele- 
gates from  Lancaster  County  Medical  Society  pre- 
sented a matter  which  was  likewise  considered, 
and  the  members  of  the  Committee,  along  with 
the  representatives  of  Lancaster  County  Medical  So- 
ciety, moved  that  the  following  suggestions  be  sub- 
mitted to  the  Negotiating  Committee: 

“Since  the  smallest  per  cent  of  the  Depart- 
ment of  Welfare  expenditures  is  for  doctors’ 
fees,  and  the  Department  of  Welfare  asked 
for  further  reductions  in  th  doctors’  fees,  it 
was  the  feeling  of  the  representatives  of  Lan- 
caster County,  and  the  Committee,  that  those 
people  administering  the  program,  and  provid- 
ing services  and  goods,  take  a similar  reduc- 
tion in  remuneration.” 

Following  considerable  discussion,  it  was  moved 
by  Dr.  Loeffel,  and  duly  seconded,  that  the  forego- 
ing resolution  be  tabled  indefinitely.  A show  of 
hands  was  called  for,  and  there  being  16  votes  for 
the  motion,  and  10  against,  the  motion  was  carried. 

Following  further  discussion,  it  was  moved  by 
Dr.  Nuss,  and  duly  seconded,  that  the  rules  be  sus- 
pended, and  reconsideration  given  to  the  motion 
to  table  the  resolution.  Motion  canned. 

Following  further  discussion,  it  was  moved  by 
Dr.  Loeffel,  and  duly  seconded,  that  the  amend- 
ment to  the  original  and  supplemental  report  be 
disapproved.  Motion  carried. 

It  was  then  moved  by  Dr.  Borghoff,  and  duly 
seconded,  that  the  report  and  supplemental  report 
of  the  Uniform  Fee  Schedule  and  Advisory  to  Gov- 
ernmental Agencies  Committee,  as  published,  be 
approved.  Motion  carried. 

It  was  moved  by  Dr.  Borghoff,  and  duly  seconded, 
that  the  report  of  the  Prepayment  Medical  Care 
Committee  be  adopted,  with  the  following  change 
in  the  last  sentence  of  the  report,  as  follows: 

“Our  committee  has  endorsed  and  approved 
the  actions  of  the  Board  of  Directors  of  the 
Blue  Shield  for  the  past  year.” 

Motion  carried. 

It  was  moved  by  Di\  Borghoff,  and  duly  sec- 
onded, that  the  report  of  the  Medical  Education. 
Committee  be  accepted.  Motion  earned. 

It  was  moved  by  Dr.  Borghoff,  and  duly  second- 


ed, that  the  following  resolution  from  the  Cass 
County  Medical  Society  be  approved: 

“WHEREAS,  the  1962  Manual  of  the  Ne- 
braska Division  of  Public  Welfare  states  they 
will  not  participate  in  the  expenditure  for 
drugs  dispensed  by  a physician,  where  a phar- 
macy is  available,  and 

“WHEREAS,  some  localities  have  a phar- 
macy, but  services  of  which  are  not  available 
on  a 24-hour  basis;  and 

“WHEREAS,  inadequate  coverage  by  a phar- 
macy would  necessitate  the  physician  to  dis- 
pense substitute  medication  at  hand,  which 
would  not  be  to  the  best  interest  of  medicine; 
and 

“WHEREAS,  it  would  be  unfair  and  unjust 
to  expect  a physician  to  carry  on  hand,  a full 
stock  of  drugs  which  would  be  dispensed  only 
when  the  pharmacy  was  not  available;  and 
“WHEREAS,  many  physicians  have  main- 
tained adequate  stocks  of  drugs  of  his  choice 
for  considerable  periods  of  time,  up  to  the 
present.  Such  a ruling  is  unquestionably  an 
encroachment  upon  the  free  enterprise  of  the 
individual  physician;  and 

“WHEREAS,  there  is  no  evidence  being  of- 
fered to  indicate  that  there  will  be  any  finan- 
cial saving  to  the  Public  Welfare  Department 
by  adopting  this  ruling;  now  therefore 

“BE  IT  RESOLVED,  that  the  House  ,of 
Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation reject  such  ruling,  and  that  the  Nebras- 
ka Division  of  Public  Welfare  be  so  advised.” 
Following  discussion,  the  motion  was  earned. 

It  was  moved  by  Dr.  Borghoff,  and  duly  second- 
ed, that  the  following  resolution  from  the  Omaha 
Douglas  County  Medical  Society  be  approved: 

“WHEREAS:  Voluntary  Health  Insurance  is 
the  most  important  topic,  in  the  field  of  med- 
ical social-economics;  and, 

“WHEREAS:  The  adequacy  of  Health  Care 
Contracts  is  vitally  important  to  the  subscriber 
and  to  the  medical  profession;  and 

“WHEREAS:  The  Nebraska  State  Medical 
Association  in  previous  years  had  prepared  and 
published  an  Annual  Report  entitled  “Criteria 
Points  for  Good  Voluntary  Health  Insurance, 
and  Statistical  Data  on  the  Health  and  Acci- 
dent Insurance  Business  in  Nebraska;”  and, 
“WHEREAS:  Many  members  of  the  Nebras- 
ka State  Medical  Association  have  requested 
that  this  Annual  Report  be  again  prepared  and 
distributed  to  them;  now,  therefore 

“BE  IT  RESOLVED:  That  this  House  of 
Delegates  is  in  favor  of  publishing  the  above 
described  Annual  Report  of  the  Nebraska  State 
Medical  Association,  and  that  the  office  of  the 
Nebraska  State  Medical  Association  have  the 
Report  prepared,  printed  and  distributed  to 
the  members  of  the  Nebraska  State  Medical 
Association  each  year.  The  Report  will  include 
only  those  companies  whose  gross  premium  in- 
come is  $100,000.00  or  more  annually.” 
Following  discussion,  the  motion  was  carried. 

It  was  moved  by  Dr.  Borghoff,  and  duly  seconded, 
that  the  following  Resolution  from  the  Omaha 
Douglas  County  Medical  Society  be  approved: 
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“WHEREAS,  there  has  been  introduced  into 
the  Congress  of  the  United  States  H.R.  4222 
whose  puipose  is  to  provied  a compulsory  Fed- 
eral program  of  health  care  for  the  aged 
through  the  Social  Security  system;  and 

“WHEREAS,  these  measures  would  institute 
a system  of  compulsory  insurance  and  compel 
the  employed  person  to  give  at  least  9%  of  his 
earned  income  in  Social  Security  taxes  in  the 
years  ahead;  and 

“WHEREAS,  passage  of  this  legislation 
would  lower  the  quality  of  health  care,  with 
remote  and  impersonal  bureaucratic  control 
replacing  the  confidence  and  closeness  of  the 
doctor-natient  relationship;  and 

“WHEREAS,  it  would  lead  to  the  decline,  if 
not  the  end,  of  voluntary  health  insurance  pro- 
grams, replacing  them  with  vast  new  bureau- 
cratic task  forces  so  centralized  as  to  be  un- 
familiar with  local,  individual  needs;  and 

“WHEREAS,  the  Kerr-Mills  Law  already  is 
capable  of  administering  a program  of  medical 
aid  for  the  aged  sensibly  designed  to  help 
those  who  need  help,  coupled  with  the  medical 
profession’s  longstanding  policy  of  providing 
competent  medical  care  regardless  of  ability  to 
pay;  now,  therefore 

“BE  IT  RESOLVED  that  the  members  of  the 
Nebraska  State  Medical  Association  affirm 
their  opposition  to  H.R.  4222  and  other  present 
and  future  bills  embodying  the  compulsory 
health  insurance  principles,  and  that  the  Ne- 
braska Senators  and  Representatives  now  in 
the  Congress  of  the  United  States  be  respect- 
fully requested  to  employ  every  effort  and 
persuasion  to  prevent  the  enactment  of  such 
legislation.” 

Following  discussion,  the  motion  was  canned. 

It  was  moved  by  Dr.  Borghoff,  and  duly  second- 
ed, that  the  entire  report  of  Reference  Committee 
No.  4,  as  amended,  be  approved.  Motion  carried. 

Following  discussion,  it  was  moved  by  Dr. 
Schenken,  and  duly  seconded,  that  the  House  of 
Delegates  transmit  to  the  Uniform  Fee  Schedule 
and  Advisory  to  Governmental  Agencies  Commit- 
tee, the  feeling  that  the  present  proposed  nego- 
tiating schedule  of  the  State  Department  of  Pub- 
lic Welfare,  is  “at  cost”  to  the  physician;  that 
further  reductions  would  be  below  cost.  Motion 
carried. 

The  report  of  Reference  Committee  No.  5 was 
called. 

It  was  moved  by  Dr.  Munger,  and  duly  seconded, 
that  the  report  of  the  Committee  on  Aging  be  ap- 
proved. Motion  canned. 

It  was  moved  by  Dr.  Munger,  and  duly  seconded, 
that  the  report  of  the  Allied  Professions  Committee 
be  approved.  Motion  earned. 

It  was  moved  by  Dr.  Munger,  and  duly  seconded, 
that  the  report  of  the  Public  Relations  Committee 
be  approved.  Motion  canied. 

It  was  moved  by  Dr.  Munger,  and  duly  seconded, 
that  the  report  of  the  Maternal  and  Child  Health 
Committee  be  approved,  but  that  no  resolution  con- 
cerning adoption  of  the  reporting  form  be  approved 
until  joint  approval  of  the  two  committees  con- 
cerned has  been  achieved.  Motion  carried. 

Dr.  Munger  announced  that  the  resolution  from 


the  Florida  State  Medical  Association  regarding 
laboratory  work  in  hospitals  was  not  germane  to 
hospitals  in  Nebraska,  and  therefore  the  committee 
made  no  recommendation,  and  moved  for  approval 
of  the  committee’s  action.  Motion  was  duly  sec- 
onded, and  earned. 

Dr.  Munger  announced  that  the  resolution  from 
the  Washington  State  Medical  Association,  oppos- 
ing the  King-Anderson  Bill,  had  already  been  tak- 
en care  of,  and  therefore  no  action  was  taken. 

Dr.  Munger  submitted  the  following  resolution 
from  the  Medical  Association  of  Georgia: 

“INASMUCH  as  numerous  efforts  by  certain 
political  opponents  of  the  American  Medical 
Association  have  been  made  in  recent  months 
in  the  press  and  other  media  to  discredit  the 
American  Medical  Association  by  insinuating 
(or  by  stating  outright)  that  the  Association 
does  not  have  the  support  of  the  majority  of 
practicing  physicians  in  this  country  and  does 
not  represent  the  will  of  the  majority  of  prac- 
ticing physicians  in  this  country;  therefore 
“BE  IT  RESOLVED  that  the  various  county 
medical  societies  of  the  Nebraska  State  Medi- 
cal Association  go  on  public  record  (by  naid 
advertisement,  if  necessary)  as  stating  emphat- 
ically that  the  American  Medical  Association 
does,  indeed,  represent  their  will  and  desire 
and  that  the  present  leadership  of  the  American 
Medical  Association  enjoys  the  full  confidence 
and  support  of  the  entire  membership  of  the 
Nebraska  State  Medical  Association,  and 
“BE  IT  FURTHER  RESOLVED,  that  other 
state  medical  associations  be  encouraged  to  do 
likewise  in  an  effort  to  squelch,  at  least,  this 
bit  of  misinformation  currently  circulating 
through  the  mass  media.” 

Following  discussion,  it  was  moved  by  Dr.  Mun- 
ger, and  duly  seconded,  that  the  foregoing  resolu- 
tion be  accepted.  Motion  carried. 

Dr.  Munger  announced  that  the  committee  felt 
the  resolution  from  the  Hudson  County  Medical 
Society  needed  no  action;  that  the  resolution  from 
the  New  Mexico  State  Medical  Association  needed 
no  action;  and  that  the  resolution  from  the  State 
of  Alabama,  concerning  the  King-Anderson  Bill 
had  already  been  taken  care  of. 

It  was  moved  by  Dr.  Munger,  and  duly  second- 
ed, that  the  resolution  concerning  the  A.M.A.  and 
Nebraska  State  Nurses  Association,  be  approved. 
Motion  earned. 

Dr.  Munger  submitted  the  following  resolution 
from  the  Lancaster  County  Medical  Society: 

“The  members  of  the  House  of  Delegates 
from  Lancaster  County  strongly  urge  the  House 
of  Delegates  to  state,  for  the  purpose  of  over- 
coming any  miss-impression  that  the  policy  of 
the  Nebraska  State  Medical  Association  is,  and 
will  continue  to  be  one  of  non-preferential  co- 
operation and  encouragement  of  all  types  of 
voluntary  health  insurers;  and 

“BE  IT  FURTHER  RESOLVED  that  a copy 
of  this  resolution  be  sent  to  all  health  insur- 
ance carriers  by  way  of  the  Health  Insurance 
Council,  and  all  state  medical  associations.” 

Following  discussion,  it  was  moved  by  Dr. 
Schenken  that  the  first  paragraph  of  the  foregoing 
resolution  be  amended  to  read: 
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“The  members  of  the  House  of  Delegates 
from  Lancaster  County  strongly  urge  the  House 
of  Delegates  to  state,  for  the  purpose  of  over- 
coming any  miss-impression  that  the  policy 
of  the  Nebraska  State  Medical  Association  is, 
and  will  continue  to  be  one  of  cooperation  and 
encouragement  of  all  types  of  reputable  volun- 
tary health  insurers.” 

Following  further  discussion,  it  was  moved  by  Dr. 
Schenken,  and  duly  seconded,  that  the  resolution, 
as  amended,  be  approved.  Motion  carried. 

It  was  moved  by  Dr.  Munger,  and  duly  seconded, 
that  the  Reference  Committee  No.  5 report,  in 
whole,  be  approved.  Motion  carried. 

The  report  of  Reference  Committee  No.  6 was 
called  for. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Public  Health  Committee  be 
accepted.  Motion  carried. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Diabetes  Committee  be  ac- 
cepted. Motion  carried. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Occupational  Industrial 
Health  Committee  be  accepted.  Motion  carried. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Joint  Commission  for  the 
Improvement  of  the  Care  of  the  Patient,  be  ac- 
cepted. Motion  carried. 

Dr.  Nuss  reported  that  the  resolution  regarding 
the  dispensing  of  drugs  had  been  taken  up  by 
Reference  Committee  No.  4,  and  therefore  no  action 
was  taken. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Committee  on  Blood  and 
Blood  Products  be  approved.  Motion  carried. 

Dr.  McFadden  read  the  report  of  the  Tuberculosis 
Committee  as  printed. 

Dr.  McFadden  reported  the  following  recommen- 
dation of  the  Committee: 

That  the  last  sentence  in  the  second  paragraph, 
“However,  there  was  no  response  on  our  inquiry 
which  was  made  to  them  by  letter,”  be  deleted. 

Following  discussion,  it  was  moved  by  Dr.  Nuss, 
and  duly  seconded,  that  the  report  of  the  Tuber- 
culosis Committee,  be  accepted  as  amended.  Motion 
carried. 

It  was  moved  by  Dr.  Nuss,  and  duly  seconded, 
that  the  entire  report  of  Reference  Committee  No. 
6 be  accepted.  Motion  carried. 

The  report  of  Reference  Committee  No.  7 was 
called  for. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  report  of  the  Committee,  on  Advisory 
to  Auxiliary  be  adopted.  Motion  earned. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  report  of  the  Traffic  Safety  Committee 
be  adopted.  Motion  earned. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  report  of  the  Constitution  and  By-Laws 
Committee  be  adopted.  Motion  carried. 

Dr.  Schenken  moved  the  adoption  of  the  report 
of  the  Civil  Defense  and  Disaster  Committee,  with 
the  following  amendment:  Recommendation  No.  2 

to  read  as  follows: 

“That  all  members  of  this  committee  in  the 
future  be  appointed  by  the  President-Elect  of 


the  Nebraska  State  Medical  Association,  in 
consultation  with  the  Executive  Board  of  the 
State  Medical  Civil  Defense  and  Disaster  Com- 
mittee.” 

Following  discussion,  the  motion  was  duly  sec- 
onded, and  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  report  of  the  Cancer  Committee  be 
adopted.  Motion  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  sec- 
onded, that  the  second  sentence  in  the  third  para- 
graph of  the  report  of  the  Continuing  Committee 
on  Medical  Practice,  be  amended  to  read  as  fol- 
lows: 

“It  was  generally  agreed  by  the  Committee 
that  increased  restrictions  imposed  on  the  gen- 
eral practitioner  in  many  hospitals  ( deleting 
’and  heavy  emphasis  on  the  SDecialty  fields’)  is 
creating  problems  in  the  medical  profession.” 

Following  discusion,  the  motion  was  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  sec- 
onded, that  the  first  resolution  presented  hy  the 
Continuing  Committee  on  Medical  Practice,  be 
amended  to  read  as  follows: 

“THEREFORE  BE  IT  RESOLVED  that  the 
Nebraska  State  Medical  Association  recommend 
to  the  University  of  Nebraska  College  of  Medi- 
cine faculty  that  every  consideration  be  given 
to  re-establish  the  preceptorship  program  on  a 
compulsory  basis.”  (Deleting  the  word  “fyll- 
time.”). 

Motion  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  second  resolution  presented  by  the 
Continuing  Committee  on  Medical  Practice,  be 
adopted.  Motion  carried 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  Third  resolution  presented  by  the  Con- 
tinuing Committee  on  Medical  Practice  be  amend- 
ed to  read  as  follows: 

“THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  use  its 
full  influence  to  discourage  any  arbitrary  re- 
strictions by  hospitals  against  general  practi- 
tioners as  a group,  or-  as  individuals.  (Add- 
ing) 

“BE  IT  FURTHER  RESOLVED  that  the 
Speaker  of  the  House  of  Delegates  appoint  a 
committee  for  the  purpose  of  studying  methods 
which  would  prevent  arbitrary  restrictions,  and 
that  said  committee  report  its  recommendations 
to  this  House  of  Delegates  of  the  Nebraska 
State  Medical  Association,  at  its  next  interim 
session.” 

Following  discussion,  the  motion  was  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  sec- 
onded. that  the  report  of  the  Medical  Self-Help 
Training  Program  be  accepted,  with  the  following 
amendment: 

“That  the  two  medical  schools  in  Nebraska 
should  be  utilized  as  needed  to  fulfill  the  ob- 
jectives of  this  program.” 

Following  discussion,  the  motion  was  carried. 

It  was  moved  by  Dr.  Schenken,  and  duly  second- 
ed, that  the  repoi-t  of  Reference  Committee  No.  7, 
as  a whole,  be  adopted.  Motion  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned  at  4:50  pm. 
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THINGS  YOU  SHOULD  KNOW 

REGISTRATION — Mezzanine,  Hotel  Cornhusker,  3 
p.m.,  Monday,  May  1,  1962  and  8:30  a.m.  each 
day  thereafter. 

BOWLING — Parkway  Lanes,  Monday,  April  30, 
1:00  p.m.  Contact  R.  L.  Grothy,  M.D.,  Chair- 
man. 

GOLF  TOURNAMENT— Hillcrest  Country  Club, 
Monday,  April  30,  1:00  p.m.,  Jack  G.  Wiedman, 
M.D.,  Lincoln.  Green  fees  $5.00. 

TRAP  SHOOT — Monday,  April  30,  1:00  p.m.,  Lin- 
coln Gun  Club;  Harry  Flansburg,  Ml).,  Chair- 
man. 

SPORTSMAN’S  DINNER— Hillcrest  Country  Club, 
Monday,  April  30,  7 :00  p.m.  Dinner  $5.00  per 
person;  Jack  Wiedman,  M.D.,  Lincoln,  Chair- 
man. 

FUN  NIGHT— To  be  held  at  the  Officers  Club,  Lin- 
coln Air  Force  Base,  Tuesday,  May  1,  begin- 
ning at  6:30  p.m.  There  will  be  dining,  dancing, 
and  entertainment  which  was  recently  booked 
in  Las  Vegas.  A gala  evening  is  assured.  Tick- 
ets will  be  available  at  the  Registration  booth 
at  $6.00  per  person.  J.  W.  Ballew,  M.D.,  is  the 
chairman. 

GENERAL  SESSIONS — Ballroom  and  State  Suite 
1 and  2. 

PAST  PRESIDENT’S  BREAKFAST— Wednesday, 
8:00  a.m.,  May  2,  State  Suite  3. 

SOCIAL  HOUR — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliary.  State 
Suite,  Hotel  Cornhusker,  6:00  p.m  , Wednes- 
day, May  2,  1962. 

BANQUET — Ballroom,  Hotel  Cornhusker,  7:00  p.m., 
Wednesday,  May  2,  1962.  Presentation  of  50- 
year  pins;  Madrigal  Singers.  Guest  speaker, 
Nicholas  Dallis,  M.D.,  Scottsdale,  Arizona,  Cre- 
ator of  “Rex  Morgan,  M.D.”  — “Judge  Park- 
er” — “Apai-tment  3-G.” 

ANNUAL  BUSINESS  MEETING  — Nebraska 
Chapter,  American  College  of  Surgeons,  12:30 
p.m.,  Thursday,  May  3,  1962,  State  Suites. 

LUNCHEON  MEETING— Nebraska  State  Obstet- 
rics & Gynecology  Society,  Wednesday,  May  2, 
12:30  p.m.,  Room  901. 

ALUMNI  LUNCHEON  — University  of  Nebraska 
College  of  Medicine,  Thursday,  May  3,  1962, 
12:30  p.m.,  Lancaster  Room 


Guest  Speakers 


ARTHUR  J.  OFFERMAN,  M.D. 
President  1961-1962 


O.  A.  KOSTAL,  M.D. 
President  1962-1963 


Ralph  C.  Benson,  M.D. 

Portland,  Oregon 

Received  M.D.  degree  from 
Johns  Hopkins  University  in 
1936  ; Professor  and  Chairman. 
Department  of  Obstetrics  and 
Gynecology,  University  of  Ore- 
gon Medical  School  Hospitals 
and  Clinics ; Diplomat,  Ameri- 
can Board  Obstetrics  and  Gyne- 
cology ; Fellow.  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists : American  Gynecolog- 
ical Society  ; U.S.  Navy  Medical 
Corp,  1942-1946  ; Publications, 
Gynecological  Cancer,  peri- 
natal mortality  and  morbidity  : 
Handbook  of  Obstetrics  and 
Gynecology  (in  press)  : 56  ar- 
ticles in  medical  literature ; 
Avocations,  fishing  and  golf. 


Clayton  T.  Beecbam,  M.D. 

Philadelphia,  Pennsylvania 

Graduated  from  the  University 
of  Minnesota  School  of  Medi- 
cine in  1933  ; Professor  of  Clin- 
ical Obstetrics  and  Gynecology, 
Chief  of  the  Gynecologic  Tumor 
Service,  Temple  University 
Medical  Center;  Assistant  Sec- 
retary’, American  Association 
of  Obstetricians  and  Gynecolo- 
gists ; Vice-Chairman.  District 
III,  American  College  of  Ob- 
stetricians and  Gynecologists  ; 
Co-author  of  a textbook  on  Ob- 
stetrics and  Gynecology  ; In- 
terests and  writings  have  large- 
ly been  on  postpartum  hemor- 
rhage, endometriosis,  and  vari- 
ous phases  of  pelvic  cancer ; 
hobbies,  fly  fishing  and  fly  ty- 
ing. 


Horace  E.  Campbell,  M.D. 

Denver,  Colorado 

Graduated  from  the  University’ 
of  Nebraska  College  of  Medi- 
cine in  1922  ; Member  of  the 
medical  staff  of  Presbyterian 
Hospital,  Denver ; Fellow, 
American  College  of  Surgeons ; 
Diplomat,  American  Board  of 
Surgery  ; Chairman.  Automo- 
tive Safety  Committee.  Colo- 
rado Medical  Society  ; Member. 
Committee  on  Alcohol  and 
Drugs.  National  Safety  Coun- 
cil : Formerly  Vice-chairman. 

Commission  on  Automobile 
Crash  Deaths  and  Injuries, 
American  Medical  Association  ; 
Research  on  Schistosomiasis, 
Sparganosis,  Splenomegaly,  and 
Wound  Healing  ; Papers  on 
Malignancy  of  Undescended 
Testicle.  Medical  Statistics,  and 
Automotive  Safety  : Avocations, 
automotive  safety,  ceramics. 
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Robert  C.  Donaldson,  M.D. 

St.  Louis,  Missouri 


Aldo  A.  Luisada,  M.D, 

Chicago,  Illinois 


Guest  Speakers 


Received  M.D.  degree  from 
Washington  University  School 
of  Medicine  in  1944  : Instruc- 
tor in  Surgery.  Washington 
University  School  of  Medicine ; 
Chief  of  Surgery,  Veterans 
Administration  Hospital,  St. 
Louis,  Missouri  : American 

Board  of  Surgery  ; St.  Louis 
Surgical  Society  ; Member,  Vet- 
erans Administration  Surgery 
Adjuvant  Cancer  Chemotherapy 
Cooperative  Study  Group  : 
Served  in  U.S.  Army.  1945- 
1947  ; Publications,  “Surgical 
Treatment  of  Cancer  of  the 
Mouth  and  Pharynx”  (to  be 
published  in  American  Sur- 
geon i : “Effects  of  Storage  on 
Enzyme  Activity  and  Viability 
of  Skin  Avocations,  golf. 


Received  M.D.  degree  from 
Florence  University  Medical 
School.  Italy,  1924  ; Professor 
and  Director,  Division  of  Car- 
diovascular Research  and  Pro- 
fessor of  Medicine.  The  Chica- 
go Medical  School  ; Attending 
Cardiologist  at  Mount  Sinai 
Hospital.  Chicago ; Former  lec- 
turer of  Medicine  and  instruc- 
tor of  Physiology,  Tufts  Col- 
lege Medical  School  ; Also  for- 
mer Professor  of  Medicine 
University  of  Ferrara,  Italy 
Medical  School  ; Author  of  4 
books  and  226  publications ; 
Fellow,  American  Physiological 
Society  : American  Association 

for  the  Advancement  of  Sci- 
ence : American  College  of 
Cardiology  and  the  American 
College  of  Angiology. 


George  M.  Fister,  M.D. 

Ogden,  Utah 

Graduated  from  the  Rush  Med- 
ical College : Will  assume  of- 
fice as  the  116th  president  of 
the  American  Medical  Associa- 
tion in  June,  1962;  Took  post- 
graduate work  in  urology*  in 
London  and  Vienna  ; Past  pres- 
ident of  Western  Section  of 
American  Urological  Associa- 
tion ; Clinical  lecturer  in  sur- 
gery at  University  of  Utah 
College  of  Medicine ; He  has 
written  a number  of  scientific 
papers  on  various  types  of 
genitourinary  tract  diseases 
which  have  appeared  in  na- 
tional publications  : Holds  posi- 
tions as  director  and  member 
of  the  Utah  Division  of  the 
American  Cancer  Society.  Na- 
tional Association  of  Blue 
Shield  Plans.  National  Affairs 
Committee  of  the  Ogden  Cham- 
ber of  Commerce. 


Russell  Meyers,  M.D. 

Icwa  City,  Iowa 

Graduated  from  Cornell  Uni- 
versity Medical  School  in 
1932  ; Professor  of  S urgery. 
Chairman.  Division  of  Neuro- 
surgery ; Senior  Consultant  in 
Neurosurgery*,  Veterans  Ad- 
ministration Hospital,  Iowa 
City  : U.  S.  Arm  y Medical 

Corps  1942-1946  : President-elect 
American  Academy  Cerebral 
Palsy  ; President.  Institute  Gen- 
eral Semantics  ; Past  president. 
International  Society  of  Gen- 
eral Semantics  ; 125  plus  pub- 
lications. 


Clifford  M.  Hardin 

Lincoln.  Nebraska 

Chancellor,  University  of  Ne- 
braska : Member  of  Council  on 
Arthritis  and  Metabolic  Dis- 
eases, National  Institutes  of 
Health. 


Frederic  Speer,  M.D. 

Kansas  City,  Missouri 

Graduated  from  the  University’ 
of  Kansas  Medical  School  in 
1934  ; Assistant  Clinical  Profes- 
sor of  Pediatrics,  University 
of  Kansas  Medical  Center ; Di- 
rector of  pediatric  allergy  clin- 
ics, University  of  Kansas  Med- 
ical Center  and  Children’s 
Mercy  Hospital  ; Member  of  the 
American  College  of  Allergists, 
American  Academy  of  Pedi- 
atrics ; Author  “The  Manage- 
ment of  Childhood  Asthma;” 
Interested  in  Boy  Scout  work. 
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Louis  E.  Ward,  M.D. 

Rochester,  Minnesota 


Orvar  Swenson,  M.D. 

Chicago,  Illinois 


Graduated  from  the  Harvard 
Medical  School  in  1943  ; Asso- 
ciate Professor  of  Medicine, 
University  of  Minnesota  Grad- 
uate School  (Mayo  Foundation) 
St.  Marys  and  Methodist  Hos- 
pitals, Rochester,  Minnesota ; 
Member  of,  and  on  various 
committees  of  American  Rheu- 
matism Association  ; Served  in 
the  Armed  Forces,  1944-1946  ; 
Special  interest  in  Rheumatol- 
ogy ; Various  publications  deal- 
ing with  Rheumatologic  sub- 
jects ; Avocations,  golf.  Civil 
War  history,  and  sailing. 


Graduated  from  the  Harvard 
Medical  School  in  1937  ; For- 
mer Professor  of  Pediatrics 
Surgery,  Tufts  University 
School  of  Medicine ; Currently 
Professor  of  Surgery,  North- 
western University  Medical 
School  ; Surgeon-in-chief,  The 
Children’s  Memorial  Hospital. 
Chicago  ; Member  of  Society  of 
University  of  Surgeons.  Fellow, 
American  College  of  Surgeons ; 
Associate  Member,  American 
Association  for  Thoracic  Sur- 
gery ; Affiliate  Fellow  in  Sur- 
gery, American  Academy  of 
Pediatrics  ; Associate  Member 
of  N.E.  Section  of  American 
Urological  Association  ; Author 
of  numerous  scientific  articles. 


Louis  T.  Palumbo,  M.D. 

Des  Moines,  Iowa 

Received  M.D.  degree  from 
Loyola  Medical  School  in  1934  ; 
Past  President,  Iowa  Academy 
of  Surgery ; Member  Central 
Surgical  Association  and  West- 
ern Surgical  Association.  Diplo- 
mat, American  Board  of  Sur- 
gery ; Fellow,  American  Col- 
lege of  Surgeons  ; Clinical  Pro- 
fessor of  Surgery,  State  Uni- 
versity of  Iowa  College  of 
Medicine  and  Chief,  Surgical 
Service.  Veterans  Administra- 
tion Hospital,  Des  Moines, 
Iowa  : Special  interests.  Gas- 

trointestinal surgery ; Auto- 
nomic Nervous  System  surgery  ; 
author  three  surgical  books 
and  125  surgical  articles  ; Re- 
search in  Peripheral  Vascular 
Diseases,  duodenal  ulcer,  hyper- 
tension, and  a variety  of  other 
fields  ; Served  in  the  Armed 
Forces  during  World  War  II  ; 
Avocations : stereophotography. 


James  R.  Cantrell,  M.D. 

Seattle,  Washington 

Received  M.D.  degree  £rom 
Johns  Hopkins  University 
School  of  Medicine  in  1946  ; 
Professor  of  Surgery,  Univer- 
sity of  Washington  School  of 
Medicine  ; Surgeon  - in  - Chief, 
King  County  Hospital  ; Con- 
sultant, Madigan  General  Hos- 
pital ; Attending  Surgeon,  Uni- 
versity Hospital  ; Board  ac- 
creditation in  the  American 
Board  of  Surgery  and  Ameri- 
can B o a r d of  Thoracic  Sur- 
gery ; Active  duty  in  the  Armed 
Forces  1948-1950  ; Author  of 
numerous  scientific  articles. 


W.  Clarke  Wescoe,  M.D. 

Lawrence,  Kansas 

Received  M.D.  degree  from 
Cornell  University  in  1944  ; 
Professor  of  Pharmacology, 
Kansas  University,  1951  ; Dean, 
School  of  Medicine,  Kansas 
University,  1952-1960  ; Chancel- 
lor, Kansas  University  at  the 
present  ; Vice-chairman,  Coun- 
cil on  Medical  Education  and 
Hospitals,  American  Medical 
Association  ; Fellow.  American 
College  of  Physicians  ; Served 
in  Medical  Corps,  A.U.S.,  1946- 
1948. 


Thomas  B.  Quigley,  M.D. 

Boston,  Massachusetts 

Graduated  from  Harvard  Med- 
ical School  in  1933  ; Served  in 
the  Armed  Forces  from  1942- 
1945 ; Consultant  in  Orthoped- 
ics, Nantuckett  Cottage  Hos- 
pital, Nantuckett  Island.  1957  ; 
Consultant  in  Orthopedics,  God- 
dard Hospital.  Brockton,  Mas- 
sachusetts ; Assistant  Clinical 
Professor  of  Surgery,  Harvard 
Medical  School  ; Surgeon.  Peter 
Brigham  Hospital  ; Surgeon, 
Harvard  University  Health 
Services  ; Consultant  in  Ortho- 
pedics. St.  John’s  Hospital. 
Lowell.  Massachusetts  ; Member 
of  Committee  on  Medical  As- 
pects of  Sports.  American  Med- 
ical Association  ; Member,  Edi- 
torial Board,  American  Journal 
of  Surgery  : Member,  Commit- 
tee on  Trauma,  American  Col- 
lege of  Surgeons  : Author  of  50 
publications. 
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J.  A.  del  Regato,  M.D. 

Colorado  Springs,  Colorado 

Diploma  of  Doctor  of  Medicine. 
University  of  Paris,  1937  ; Di- 
plomat, American  Board  of 
Radiology  : Director  of  the 

Penrose  Cancer  Hospital.  Colo- 
rado Springs,  Colorado  : Asso- 
ciate Professor  of  Clinical  Ra- 
diology, University  of  Colo- 
rado ; Consultant,  Los  Alamos 
Medical  Center.  Los  Alamos, 
New  Mexico;  Member.  Clinical 
Studies  Panel.  National  Cancer 
Chemotherapy  Center ; Presi- 
dent, Section  on  Radiotherapy, 
Pan  American  Medical  Asso- 
ciation ; Vice  -president.  Radio- 
logical Society  of  North  Amer- 
ica. 1959-1960  ; Carman  Lec- 
turer. St.  Louis  University 
Medical  School,  October  1958  : 
Presented  Laureat  (Silver  Med- 
al). Faculty  of  Medicine,  Uni- 
versity of  Paris.  1937. 


Alvin  B.  Hayles,  M.D. 

Rochester,  Minnesota 

Received  M.D.  degree  from 
Washington  University  School 
of  Medicine  in  1941  ; Assistant 
Professor  of  Pediatrics,  Gradu- 
ate School,  University  of  Min- 
nesota ; Consultant  in  Pedi- 
atrics. Mayo  Clinic  ; Staff  mem- 
ber of  St.  Marys  Hospital  and 
Methodist  Hospital,  Rochester ; 
President,  Zumbro  Valley  Med- 
ical Society : Member,  Ameri- 

can Association  for  Study  of 
Goiter  ; American  Endocrine  So- 
ciety ; American  Academy  of 
Pediatrics ; Served  in  the  U.S. 
Navy  1941-1946  ; Interested  in 
Endocrinology  and  Metabolic 
Disease ; Research  projects  in 
Pediatrics  and  Endocrinology : 
Some  45  publications  on  pedi- 
atric subjects.  Avocations,  gar- 
dening and  painting. 


Edward  R.  Annis,  M.D. 

Miami,  Florida 

Received  M.D.  degree  from 
the  Marquette  University,  Col- 
lege of  Medicine  in  1938  ; At- 
tending surgeon  at  Mercy  Hos- 
pital, Miami  ; North  Shore  Hos- 
pital, Miami  : Served  as  Chief 
of  the  Department  of  General 
Surgery  at  Merch  Hospital  for 
10  years  : Awarded  the  Brother- 
hood Medal  in  1958  by  the 
National  Conference  of  Chris- 
tians and  Jews ; The  South 
Florida  Chapter  of  the  Young 
Americans  for  Freedom  pre- 
sented to  him  its  "Outstand- 
ing Citizen  Award  for  Con- 
tributions to  Resisting  Fed- 
eral Control  of  Medicine” 
1961  : The  Florida  State  Medi- 
cal Association  in  1961  pre- 
sented him  with  the  first  An- 
nual A.  H.  Robins  Co.  Award 
for  "Outstanding  Community 
Service  by  a Physician  He 
is  Editor-at-Large  for  Medical 
Economics  Magazine ; He  is 
chairman  of  the  Speakers  Bu- 
reau of  the  American  Medical 
Association  ; He  has  engaged 
in  television  debate?  with  many 
Congressional  leaders  and  lead- 
ers for  labor  organizations. 


Ernest  B.  Howard,  M.D. 

Chicago,  Illinois 

Graduated  from  Boston  Univer- 
sity Medical  School  in  1936  ; 
received  Master  of  Public 
Health  degree  from  Harvard 
School  of  Public  Health  in 

1941  ; Served  as  director  of  the 
Division  of  Venereal  Disease 
Control,  Massachusetts  Depart- 
ment of  Public  Health.  1940- 

1942  : Served  in  the  U.S.  Army, 
1942-1945  : Served  as  chief  of 
the  United  States  Department 
of  State  health  mission  to 
Peru,  1946-1947,  in  recognition 
of  his  service,  received  Peru’s 
highest  decoration,  the  Order  of 
the  Sol  ; Served  as  assistant 
executive  vice  president  of  the 
American  Medical  Association 
since  1948. 


Darrell  A.  Campbell,  M.D. 

Ann  Arbor,  Michigan 

Received  M.D.  degree  from 
the  University  of  Nebraska 
College  of  Medicine  in  1936 ; 
Instructor  in  Surgery,  Univer- 
sity of  Michigan  : Surgeon,  St. 
Joseph  Mercy  Hospital,  Ann 
Arbor,  Michigan  : Consultant, 

Wayne  County  General  Hos- 
pital. Eloise.  Michigan  ; Served 
in  the  Armed  Forces,  1942- 
1946  ; Avocations,  golf. 


Francis  L.  Land,  M.D. 

Ft.  Wayne,  Indiana 

Received  M.D.  degree  from 
Indiana  University  School  of 
Medicine  in  1950  : member  of 
Executive  Committee  Lutheran 
Hospital,  attending  privileges, 
St.  Joseph  and  Parkview  Hos- 
pitals, Fort  Wayne:  President, 
Indiana  Academy  of  General 
Practice ; Member  Commission 
on  Education,  American  Acad- 
emy of  General  Practice ; 
Chairman.  Residency  Review 
Committee.  American  Medical 
Association  : Member,  Advisory 
Committee  Graduate  Medical 
Education,  American  Medical 
Association  ; Active  duty  with 
the  U.S.  Air  Force,  eight  years. 
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Guest  Speakers 


Henry  M.  Lemon,  M.D. 

Omaha,  Nebraska 

Graduated  from  Harvard  Med- 
ical School  in  1940  ; Professor 
of  Internal  Medicine,  Univer- 
sity of  Nebraska  College  of 
Medicine ; Director  Eugene  C. 
Eppley  Institute  for  Research 
in  Cancer  and  Allied  Disease ; 
Member,  Nebraska  Division, 
American  Cancer  Society ; 
Member  Commission  on  Air 
Borne  Infection  1944-1945  ; 
Served  in  the  A.U.S.,  1943- 

1945  ; Author  of  approximately 
100  publications ; Avocations, 
photography,  sailing  and  camp- 
ing. 


Julian  M.  Ruffin,  M.D. 

Durham,  North  Carolina 

Received  M.D.  degree  from  the 
University  of  Virginia  in  1926  ; 
Professor  of  Medicine,  Duke 
University  Medical  Center,  Di- 
rector of  Medical  Out  Pa- 
tient Clinic;  President  of 
American  Gastroenterology  As- 
sociation ; Sub-Specialty  Boards 
of  Gastroenterology ; Editorial 
Board  of  Gastroenterology. 


Robert  E.  L.  Nesbitt,  M.D. 

Syracuse,  New  York 

Received  his  M.D.  degree  from 
Vanderbilt  University  in  1947  : 
Formerly  Assistant  Professor 
of  Obstetrics,  Johns  Hopkins 
Medical  School,  1954-1956  ; For- 
merly Professor  and  Chairman, 
Department  of  Obstetrics  and 
Gynecology,  Albany  Medical 
College  of  Union  University, 
Albany,  New  York  ; Currently 
Professor  and  Chairman  of 
Department  of  Obstetrics  and 
Gynecology,  State  University 
of  New  York,  Upstate  Medical 
Center,  Syracuse,  New  York  ; 
Obstetrician  and  Gynecologist- 
in-c  h i e f,  Syracuse  Memorial 
Hospital  ; Served  in  the  U.S. 
Army  Medical  Corps,  1952-1954  ; 
Avocations,  philatetlic,  oil 
painting  and  golf. 


John  J.  Modlin,  M.D. 

Columbia,  Missouri 

Graduated  from  the  University 
of  Nebraska  College  of  Medi- 
cine in  1938  ; Chief  Surgeon, 
Ellis  Fischel  Cancer  Hospital, 
Columbia,  Missouri,  1947-1952  ; 
Professor  and  Chairman,  De- 
partment of  Surgery,  Univer- 
sity of  Missouri  School  of  Medi- 
cine at  the  present  time  ; Chair- 
man, State  Cancer  Commission, 
1958  to  present ; Served  in  the 
U.S.  Army  Medical  Corps,  1942- 
1945  ; Author  of  a number  of 
articles  on  cancer ; Avocations, 
tennis,  squash  racquets,  flying, 
quail  hunting. 


Michael  J.  Brennan,  M.D. 

Detroit,  Michigan 

Graduated  from  Loyola  Univer- 
sity College  of  Medicine,  in 
1947  ; Associate,  Hematology 
Division.  Henry  Ford  Hospital, 
1951-1952  ; Chief,  Medical  Serv- 
ice and  Laboratory  Service, 
U.S.  Army  Hospital,  Fort  Mon- 
mouth. New  Jersey,  1952-1954  ; 
Physician-in-charge  Division  of 
Oncology,  Henry  Ford  Hos- 
pital ; Research  Associate,  De- 
troit Institute  of  Cancer  Re- 
search ; Member  of  Breast  Can- 
cer Study  Group,  Cancer  Chem- 
otherapy, National  Institutes 
of  Health  Executive  Committee, 
Breast  Cancer  Study  Group: 
Board  of  Directors,  American 
Cancer  Society  ; Chairman, 
Henry  Ford  Hospital  Interna- 
tional Symposium  on  Host  Tu- 
mor Interactions  ; Author  of 
numerous  scientific  articles. 


Nicholas  P.  Dallis,  M.D. 

Scottsdale,  Arizona 

Received  M.D.  degree  from 
Temple  University  Medical 
School  in  1938  ; Psychiatric 
residency  Henry  Ford  Hos- 
pital, 1941-1945  ; Private  prac- 
tice of  psychiatry  in  Toledo, 
Ohio  from  1945-1949  ; Creator 
of  “Rex  Morgan.  M.D.”  now 
appearing  as  a syndicated  car- 
toon in  newspapers  throughout 
the  country ; Other  cartoons 
now  appearing  in  syndication 
are  “Judge  Parker”  and 
“Apartment  3-G.”  Presently 
devoting  fulltime  to  writing 
these  three  strips  and  other 
fiction. 
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Officers 


President 

0.  A.  Kostal,  M.D. Hastings 

Vice  President 

R.  R.  Andersen,  M.D. Nehawka 

Secretary-Treasurer 

John  T.  McGreer,  Jr.,  M.D. Lincoln 

Executive  Secretary 

Kenneth  Neff  Lincoln 


PROGRAM 

Nebraska  State  Medical  Association 
94th  Annual  Session 

MONDAY,  APRIL  30,  1962 
Sportsman’s  Day  and  Banquet 

TUESDAY,  MAY  1,  1962 
8:30  Exhibits  Open 
8:30  Film 
9:00  Film 


Board  of  Councilors 

District  Term  Expires 

1.  Harold  Neu,  M.D.,  Omaha 1963 

2.  R.  E.  Garlinghouse,  M.D.,  Lincoln 1963 

3.  W.  W.  Waddell,  M.D.,  Beatrice 1963 

4.  George  Salter,  M.D.,  Norfolk 1963 

5.  R.  C.  Reeder,  M.D.,  Fremont 1964 

6.  C.  L.  Anderson,  M.D.,  Stromsburg 1964 

7.  H.  V.  Nuss,  M.D.,  Sutton 1964 

8.  Rex  Wilson,  M.D.,  Ainsworth 1964 

9.  R.  S.  Wycoff,  M.D.,  Lexington 19621 

10.  L.  S.  McNeil,  M.D.,  Campbell 1962 

11.  Max  Raines,  M.D.,  North  Platte 1962 

12.  R.  J.  Morgan,  M.D.,  Alliance 1962 

Chairman  of  Councilors 

Harold  Neu,  M.D. Omaha 

Speaker,  House  of  Delegates 
J.  B.  Christensen,  M.D.,  Omaha 1962 

Vice  Speaker,  House  of  Delegates 
Wm.  Nutzman,  M.D.,  Kearney 1962 

Delegates  A.M.A. 

J.  D.  McCarthy,  M.D.,  Omaha 1962 

Earl  F.  Leininger,  M.D.,  McCook 1963 

Alternate  Delegates  A.M.A. 

Harold  S.  Morgan,  M.D.,  Lincoln 1962 

W.  C.  Kenner,  M.D.,  Nebraska  City 1963 

Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Scottsbluff 1963 

J.  M.  Woodward,  M.D.,  Lincoln 1962 

M.  E.  Grier,  M.D.,  Omaha 1965 

A.  A.  Ashby,  M.D.,  Geneva 1964 

John  T.  McGreer,  M.D.,  Lincoln 


General  Session  — Ballroom 
Fritz  Teal,  M D.,  Lincoln,  Presiding 

9:30  Opening  Session 

— A.  J.  Offerman,  M.D.,  President,  Omaha 

9:35  Invocation 

— Dr.  Frank  Court,  St.  Paul  Methodist 
Church,  Lincoln  ■*- 

9:40  Presidential  Address 

— A.  J.  Offerman,  M.D.,  Omaha 

9:50  Installation  of  Incoming  President 

— O.  A.  Kostal,  M.D.,  Hastings 

10:00  Guest  Introductions 

— Ralph  Svoboda,  Omaha,  President,  Ne- 
braska Bar  Association 

— L.  D.  Arnot,  D.D.S.,  Lincoln,  President, 
Nebraska  State  Dental  Association 

10:10  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 

10:20  VIEW  THE  EXHIBITS 

10:50  Keynote  Speech  — “Who  Pays  What” 

— Edward  R.  Annis,  M.D.,  Miami,  Florida; 
Attending  Surgeon  at  Mercy  Hospital, 
Miami;  Editor-at-Large,  Medical  Econom- 
ics” 

12:00  Noon  Luncheon,  Ballroom 

— O.  A.  Kostal,  M.D.,  Hastings,  Presiding 

“Medicine  Can  Meet  the  Nation’s  Need  If” 

— George  M.  Fister,  M.D.,  Ogden,  Utah, 
President-elect,  American  Medical  Asso- 
ciation 

VIEW  THE  EXHIBITS 
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TUESDAY  AFTERNOON,  MAY  1,  1962 

SECTION  A 

Ballroom 

Obstetrics  and  Gynecology  Seminar 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Mod- 
erator 

“Perinatal  Mortality” 

2:00  “The  Ante-Natal  Period”  (Film,  Premier 
Showing) 

— Ralph  C.  Benson,  M.D.,  Professor  and 
Chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Oregon  Medical 
School 

2:20  “Obstetrical  Emergencies” 

— Clayton  T.  Beecham,  M.D.,  Professor  of 
Clinical  Obstetrics  and  Gynecology,  Tem- 
ple University  Medical  Center 

2:40  “Perinatal  Problems  of  the  Immediate  Post- 
natal Period” 

— Robert  R.  Nesbitt,  M.D.,  Syracuse,  New 
York,  Professor  and  Chairman,  Depart- 
ment of  Obstetrics  and  Gynecology,  State 
University  of  New  York,  Upstate  Medical 
Center,  Syracuse 

3:00  VIEW  THE  EXHIBITS 
Surgery  Seminar 

— Max  Raines,  M.D.,  North  Platte,  Moder- 
ator 

3:30  “The  Complications  of  Acute  Sigmoid  Di- 
verticulitis” 

— Darrell  A.  Campbell,  M.D.,  Ann  Arbor, 
Michigan,  Surgeon,  St.  Joseph  Mercy 
Hospital 

3:50  “What  Is  the  Current  Status  of  Surgery  for 
Duodenal  Ulcer?” 

— Louis  T.  Palumbo,  M.D.,  Chief,  Surgical 
Service,  Veterans  Administration  Center, 
Des  Moines,  Iowa 

4:10  “Diagnostic  Abdominal  Operations” 

— James  R.  Cantrell,  M.D.,  Professor  of 
Surgery,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington 

VIEW  THE  EXHIBITS 

4:30  Workshops 

Surgery  — State  Suite  1 
— Dwight  Cherry,  M D.,  Lincoln,  Moderator 
Obstetrics  and  Gynecology  — State  Suite  2 
— Russell  Gorthey,  M.D  , Lincoln,  Moderator 
Medicine  — State  Suite  3 
— H.  G.  Ahrens,  M.D.,  Lincoln,  Moderator 
Pediatrics  — Room  200 
— Paul  Bancroft,  M.D.,  Lincoln,  Moderator 

FUN  NIGHT 


TUESDAY  AFTERNOON,  MAY  1,  1962 

SECTION  B 
State  Suite 

Pediatrics  Seminar 

— Warren  Bosley,  M.D.,  Grand  Island,  Mod- 
erator 


2:00  “The  Modern  Treatment  of  Exstrophy  of 
the  Bladder” 

— Orvar  Swenson,  M.D.,  Chicago,  Illinois, 
Professor  Surgery,  Northwestern  Univer- 
sity Medical  School;  Surgeon-in-Chief,  The 
Children’s  Memorial  Hospital,  Chicago 

2:30  “Is  Eczema  An  Allergic  Disease?” 

—Frederic  Speer,  M.D.,  Kansas  City,  Kan- 
sas, Assistant  Clinical  Professor  of  Pedi- 
atrics, University  of  Kansas 

2:40  “Hypothyroidism  in  the  Child” 

— Alvin  B.  Hayles,  M.D.,  Rochester,  Minne- 
sota, Assistant  Professor  of  Pediatrics, 
Graduate  School,  University  of  Minne- 
sota; Consultant  in  Pediatrics,  Mayo  Clin- 
ic, Rochester 

3:00  VIEW  THE  EXHIBITS 
Medicine  Seminar 

— Harold  Neu,  M.D.,  Omaha,  Moderator 

3:30  “The  Successful  Management  of  Bleeding 
Ulcer” 

— Julian  M.  Ruffin,  M.D.,  Durham,  North 
Carolina,  Professor  of  Medicine,  Duke 
University  Medical  Center 

3:50  “The  Place  of  Phonocardiography  in  Clinical 
Medicine” 

— Aldo  A.  Luisada,  M.D.,  Chicago,  Illinois, 
Director,  Division  of  Cardiology,  The  Chi- 
cago Medical  School 

4:10  “Steroids  in  the  Treatment  of  Rheumatoid 
Arthritis” 

— Louis  E.  Ward,  M.D.,  Rochester,  Minnes- 
sota,  Associate  Professor  of  Medicine, 
University  of  Minnesota  Graduate  School 

VIEW  THE  EXHIBITS 

4:30  Workshops 

Surgery  — State  Suite  1 
— Dwight  Cherry,  M.D.,  Lincoln,  Moderator 
Obstetrics  and  Gynecology  — State  Suite  2 
— Russell  Gorthey,  M.D.,  Lincoln,  Moderator 
Medicine  — State  Suite  3 
— H.  G.  Ahrens,  M.D.,  Lincoln,  Moderator 
Pediatrics  — Room  200 
— Paul  Bancroft,  M.D.,  Lincoln,  Moderator 

FUN  NIGHT 
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PROGRAM 


WEDNESDAY  MORNING,  MAY  2,  1962 
General  Sessions 

SECTION  A 
Ballroom 


WEDNESDAY  MORNING,  MAY  2,  1962 
General  Sessions 

SECTION  B 

State  Suite 


8:30  Film 

8:30  Exhibits  Open 

9:00  Film 

9:30  Donald  B.  Steenburg,  M.D.,  Aurora,  Presid- 
ing 

Panel  Discussion 

“Medical  Education  and  Legislation” 

— Roy  Holly,  M.D.,  Lincoln,  Moderator 
Clifford  M.  Hardin,  Lincoln,  Nebraska, 
Chancellor,  University  of  Nebraska 
Ernest  B.  Howard,  M.D.,  Chicago,  Illinois, 
Assistant  Executive  Vice  President,  Amer- 
ican Medical  Association 
W.  Clarke  Wescoe,  M.D.,  Lawrence,  Kansas, 
Chancellor,  University  of  Kansas 


10:30  VIEW  THE  EXHIBITS 
Surgery  Seminar 

— John  Porter,  M.D.,  Beatrice,  Moderator 

11:00  “Observations  in  the  Management  of  Ad- 
vanced Mammary  Cancer” 

— Darrell  A.  Campbell,  M.D.,  Ann  Arbor, 
Michigan,  Surgeon,  St.  Joseph  Mercy  Hos- 
pital 


11:20  “Is  Sympathectomy  Valuable?” 

— Louis  T.  Palumbo,  M.D.,  Chief,  Surgical 
Service,  Veterans  Administration  Center, 
Des  Moines,  Iowa 


11:40  “The  Rational  Therapy  of  Spontaneous 
Pneumothorax” 

— James  R.  Cantrell,  M.D.,  Professor  of 
Surgery,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington 


VIEW  THE  EXHIBITS 

12:30  Noon  Luncheon 

— B.  F.  Wendt,  M.D.,  Lincoln,  Presiding 

“The  Future  of  Medical  Education  With 
Relationship  to  the  General  Practice  Resi- 
dency Programs” 

— Francis  L.  Land,  M.D.,  Member  of  Com- 
mission on  Education,  American  Academy 
of  General  Practice,  Fort  Wayne,  Indiana 


Please  Attend  Panel 
Discussion  in  Ballroom 


Medicine  Seminar 

— W.  W.  Waddell,  M.D.,  Beatrice,  Moderator 

11:00  “When  Should  a Cardiac  Patient  Be  Submit- 
ted to  Catheterization?” 

— Aldo  A.  Luisada,  M.D.,  Director,  Division 
of  Cardiology,  The  Chicago  Medical  School 


11:20  “Gout” 

— Emerson  Ward,  M.D.,  Associate  Professor 
of  M e d ic  i n e,  University  of  Minnesota 
Graduate  School,  Rochester 

11:40  “A  Clinical  Appraisal  of  Steroids  in  the 
Treatment  of  Ulcerative  Colitis” 

— Julian  M.  Ruffin,  M.D.,  Professor  of  Medi- 
cine, Duke  University  Medical  Center, 
Durham,  North  Carolina 

VIEW  THE  EXHIBITS 

12:30  Noon  Luncheon 

— B.  F.  Wendt,  M.D.,  Lincoln,  Presiding 

“The  Future  of  Medical  Education  with  Re- 
lationship to  the  General  Practice  Resi- 
dency Programs” 

— Francis  L.  Land,  M.D.,  Member  of  Com- 
mission on  Education,  American  Academy 
of  General  Practice,  Fort  Wayne,  Indiana 
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WEDNESDAY  AFTERNOON,  MAY  2,  1962 
General  Sessions 

SECTION  A 
Ballroom 

Obstetrics  and  Gynecology  Seminar 

— Albert  B.  Lorincz,  M.D.,  Omaha,  Moder- 
ator 

2:00  “Surgical  Curettage,  It’s  Value  in  Abnormal 
Uterine  Bleeding” 

— Ralph  C.  Benson,  M.D.,  Professor  and 
Chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Oregon  Medical 
School,  Portland 

2:20  “Office  Treatment  of  Endometriosis” 

— Clayton  T.  Beecham,  M.D.,  Professor  of 
Clinical  Obstetrics  and  Gynecology,  Tem- 
ple University  Medical  Center,  Philadel- 
phia 

2:40  T.B.A. 

— Robei-t  E.  L.  Nesbitt,  M.D.,  Professor  and 
Chairman,  Department  of  Obstetrics  and 
Gynecology,  State  University  of  N e w 
York,  Upstate  Medical  Center,  Syracuse 


3:00  VIEW  THE  EXHIBITS 
Pediatrics  Seminar 

— R.  J.  Morgan,  M.D.,  Alliance,  Moderator 

3:30  “Intersex” 

— Alvin  B.  Hayles,  M.D.,  Assistant  Profes- 
sor of  Pediatrics,  Graduate  School,  Uni- 
versity of  Minnesota,  Consultant  in  Pedi- 
atrics, Mayo  Clinic,  Rochester 

3:50  “Drugs  and  Allergy” 

— Frederic  Speer,  M.D.,  Assistant  Clinical 
Professor  of  Pediatrics,  University  of  Kan- 
sas, Kansas  City 

4:10  “Pediatric  Neurosurgery” 

— Russell  Meyers,  M D.,  Professor  of  Sur- 
gery, Chairman,  Division  of  Neurosurgery, 
State  University  of  Iowa,  Iowa  City 


VIEW  THE  EXHIBITS 
4:30  Workshops 

Surgical  Specialties  — State  Suite  1 
— L.  F.  Pfeifer,  M.D.,  Lincoln,  Moderator 
Trauma  — State  Suite  3 
— Frank  Stone,  M.D.,  Lincoln,  Moderator 

7:00  ANNUAL  BANQUET,  Ballroom 
Presentation  of  50-year  pins 
Madrigal  Singers 

Guest  Speaker:  Nicholas  P.  Dallis,  M.D., 

Scottsdale,  Arizona  — Creator  of  the 
strips  “Rex  Morgan,  M.D.;”  “Judge  Park- 
er,” and  “Apartment  3-G” 


WEDNESDAY  AFTERNOON,  MAY  2,  1962 
General  Sessions 

SECTION  B 

State  Suite 

Surgical  Specialties  Seminar 
— Clyde  Kleager,  M.D.,  Hastings,  Moderator 

2:00  “Neural  Mechanisms  Subserving  Sexual 
Drive  and  Potency” 

— Russell  Meyers,  M.D.,  Professor  of  Sur- 
gery,  Chairman,  Division  of  Neurosur- 
gery, State  University  of  Iowa  City 

2:20  “Surgical  Management  of  Cancer  of  the 
Mouth  and  Pharynx” 

— Robert  C.  Donaldson,  M.D.,  Chief  of  Sur- 
gery, Veterans  Administration  Hospital, 
St.  Louis 

2:40  “Immediate  and  Long-term  Results  of  Treat- 
ment of  Patients  with  Tracheo-Esophageal 
Fistula  and  Atresia  of  the  Esophagus” 

— Orvar  Swenson,  M D.,  Professor  of  Sur- 
ge ly,  Northwestern  University  Medical 
School,  Surgeon-in-Chief,  The  Children’s 
Memorial  Hospital,  Chicago 

3:00  VIEW  THE  EXHIBITS 
Trauma  Seminar 

— Robert  Gillespie,  M.D.,  Lincoln,  Moderator 

3:30  “New  Developments  in  the  Care  and  Preven- 
tion of  Athletic  Injuries” 

— Thomas  B.  Quigley,  M.D.,  Surgeon,  Peter 
Bent  Brigham  Hospital,  Boston 

3:50  “Management  of  Chronic  Bums” 

— Robert  C.  Donaldson,  M.D.,  Chief  of  Sur- 
gery, Veterans  Administration  Hospital, 
St.  Louis 

4:10  “Speed  Does  Not  Kill  — It  Is  Speed  Plus 
Deceleration” 

— Horace  E.  Campbell,  M.D.,  Denver,  former 
Vice-chairman,  Committee  on  Automobile 
Crash  Deaths  and  Injuries,  American  Med- 
ical Association 

VIEW  THE  EXHIBITS 

4:30  Workshops 

Surgical  Specialties  — State  Suite  1 
— L.  F.  Pfeifer,  M.D.,  Lincoln,  Moderator 
Trauma  — State  Suite  3 
— Frank  Stone,  M.D.,  Lincoln,  Moderator 

7 :C0  ANNUAL  BANQUET,  Ballroom 
Presentation  of  50-year  pins 
Madrigal  Singers 

Guest  Speaker:  Nicholas  P.  Dallis,  M.D., 

Scottsdale,  Arizona;  Creator  of  the  strips 
“Rex  Morgan,  M.D.;”  “Judge  Parker,” 
and  “Apartment  3-G” 
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9:00 

9:15 

9:30 

9:45 

10:30 

10:30 


12:00 


PROGRAM 

THURSDAY  MORNING,  MAY  3,  1962 
General  Sessions 
Ballroom 

R.  C.  Reeder,  M D.,  Fremont,  Presiding 

“The  Medical  Self  Help  Program” 

— J.  G.  Wiedman,  M.D.,  Lincoln 

“Radio  Telametering  of  Electrocardiograms 
of  Participating  Athletes” 

— Jack  Stemper,  M.D.,  Lincoln,  Nebraska 


“A  Community  Vaccination  Program” 

— E.  D.  Lyman,  M.D.,  Omaha,  Nebraska 


“Psychiatric  Help  for  the  Incompatible  Dur- 
able Marriage” 

— Edgar  M.  Cleaver,  M D.,  O m a h a,  Ne- 
braska 


VIEW  THE  EXHIBITS 


Symposium 

Symposium  on  Cancer 

“Total  Care  of  Cancer  Patients” 

Moderator  — Henry  M.  Lemon,  M.D.,  Pro- 
fessor of  Internal  Medicine,  Director,  Eu- 
gene C.  Eppley  Institute  for  Research  in 
Cancer  and  Allied  Disease,  University  of 
Nebraska  College  of  Medicine 

Participants — 

Michael  J.  Brennan,  M.D.,  Physician  in 
Charge,  Oncology  Division,  Henry  Ford 
Hospital,  Clinical  Research  Associate, 
Detroit  Institute  for  Cancer  Research, 
Detroit 

John  J.  Modlin,  M.D.,  Professor  and  Chair- 
man, Department  of  Surgery,  Univer- 
sity of  Missouri  School  of  Medicine, 
Columbia 

J.  A.  del  Regato,  M.D.,  Director,  Penrose 
Cancer  Hospital,  Associate  Professor 
Clinical  Radiology,  University  of  Colo- 
rado, Colorado  Springs 


Meeting  adjourned 


Scientific  Film  Program 

Room  901 

TUESDAY,  MAY  1,  1962 
Morning  Program 

8:30  “Radiation:  Physician  and  Patient” 
American  College  of  Radiology 

9:20  “The  Disability  Decision” 

10:50  “Current  Trends  in  Clinical  Management  of 
Diabetes” 

— Peter  H.  Forsham,  Henry  Dolgen,  Paul 
Dudley  White 

11:25  “Cerebral  Vascular  Disease  — The  Challenge 
of  Management” 

Afternoon  Program 

1 :30  “Carcinoma  of  the  Breast” 

— Cranston  W.  Holman,  M.D. 

2:00  “Complications  of  Acute  Appendicitis” 

— S.  W.  Moore,  M.D. 

2:30  “Acute  Head  Injury” 

— Joseph  P.  Evans,  M.D.,  and  Harold  R. 
Keegan,  M.D. 

3:30  “Cold  Knife  Conization  of  Uterine  Cervix 
With  Dilatation  and  Curettage” 

— Frederick  J.  Hofmeister,  M.D. 

3:40  “Modern  Obstetrical  Management” 

— Keith  P.  Russell,  M.D. 

3:55  “Transvaginal  Regional  Anesthesia  in  Ob- 
stetrics” 

— Max  S.  Sadove,  M.D. 

4:20  “Resuscitation  of  the  Newborn” 

— Carl  Goldmark,  Jr.,  M.D. 

WEDNESDAY,  MAY  2,  1962 
Morning  Program 

9:00  “Procedures  of  Choice  in  Duodenal  Ulcer 
Problems” 

— R.  Cameron  Harrison,  M.D. 

9:30  “Thyroidectomy:  A Safe  Operation” 

— David  H.  Poer,  M.D. 

10:00  “Regional  Enteritis” 

— Leon  Goldman 

11:00  “Cystic  Fibrosis” 

11:40  “Why  Johnny  Bleeds  — Diagnosis  of  a 
Hematologic  Problem” 

Afternoon  Program 

1 :30  “Office  Surgery” 

— Samuel  D.  Kron,  M.D. 

2:30  “Recurrence  in  Inguinal  Hernia” 

— William  L.  Estes,  Jr.,  M.D. 

3:30  “Ureteral  Injury” 

— Charles  C.  Higgins,  M.D. 

4:10  “Surgery  of  Cancer  of  the  Colon” 

— R.  B.  Turnbull,  Jr.,  M.D. 

4:35  “Large  Bowel  Obstruction” 

— Fraser  N.  Gurd,  M.D. 
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Woman's  Auxiliary 


Woman's  Auxiliary 


CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Frank  P.  Stone 

Social  Chairmen — 

Mrs.  Richard  E.  Garlinghouse 
Mrs.  Paul  Maxwell 
Mrs.  Robert  Stein 

Program  Chairmen  — Style  Show — 

Mrs.  Frederick  Webster 
Mrs.  Lee  Stover 


THIRTY-SEVENTH  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  the  Hotel 
Cornhusker  on  Monday,  April  30,  in  the  afternoon, 
all  day  Tuesday,  May  1st,  and  Wednesday,  May  2nd 
until  12:30  p.m. 


Registration — 

Mrs.  Paul  Goetowski 

Tickets  and  Finance — 

Mrs.  Harold  E.  Harvey 

Hospitality — 

Mi’s.  Fritz  Teal 

Flowers — 

Mrs.  J.  M.  Woodward 

Transportation — 

Mrs.  Maynard  Wood 

Reservations — 

Mrs.  M.  P.  Brolsma 
Mrs.  K.  S.  J.  Hohlen 

Publicity — 

Mrs.  Howard  Mitchell 

Hostess  Auxiliary — 

Lancaster  County  Medical  Auxiliary 


PROGRAM 


TUESDAY,  MAY  1,  1962 

8:30  Registration  and  Coffee 


8:45  Pre-Convention  Executive  Board  Meeting, 
State  Suite  1 and  2,  Cornhusker  Hotel 
Mrs.  Frank  H.  Tanner,  Presiding 
Reports  of  Officers  and  State  Chairmen 


12:00 


1:00 


Noon  Lunch,  Lancaster  Room 
Tickets  available  at  Registration  desk  and 
Lancaster  Room 

« 

Annual  Business  Meeting,  Lancaster  Room 
Mrs.  Frank  H.  Tanner,  Presiding 
Report  of  County  Presidents 
Installation  of  New  Officers 


6:00  FUN  NIGHT 


A cordial  invitation  is  extended  to  all  doctors’ 
wives  of  Nebraska  whether  or  not  you  are  an  Aux- 
iliary member. 

WEDNESDAY,  MAY  2,  1962 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association.  I will  sup- 
port its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals. 


WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state  or 
local  levels,  will  benefit  from  attending  the  ses- 
sions. 


Free  Morning 

12:30  Luncheon,  Lincoln  Country  Club 

Tickets  available  at  the  Registration  desk  at 
the  Cornhusker  Hotel 
Transportation  provided  if  I’equested 
Mrs.  David  W.  Boyer,  Director,  Woman’s 
Auxiliary  to  the  American  Medical  Asso- 
ciation 

Fashion  Show 
7:00  Banquet 


THURSDAY,  MAY  3,  1962 

9:00  Post  Convention  Executive  Board  Meeting, 
State  Suite  1 and  2 
Mrs.  John  Christlieb,  Presiding 
No  Host  Breakfast 
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Medicine  in  the  News 

From  the  Omaha  World-Herald — 

A school  for  cyto-technologists  will  be  es- 
tablished by  the  University  of  Nebraska 
College  of  Medicine. 

A 26-thousand-dollar  grant  fro  m the 
United  States  Public  Health  Service  will  fi- 
nance the  course.  Dr.  C.  A.  McWhorter, 
Professor  of  Pathology  and  Dr.  Milton  Sim- 
ons, Associate  Professor  of  Cytlogy,  will  di- 
rect the  school. 

Trainees  will  spend  six  months  at  the  col- 
lege and  six  months  apprenticeship  in  a 
pathology  laboratory. 

From  the  Dundee  Sun — 

Dr.  Gordon  E.  Gibbs  has  been  awarded  a 
$30,000  research  grant  by  the  National  In- 
stitutes of  Health,  Arthritic  and  Metabolic 
Diseases  section. 

Dr.  Gibbs  will  do  research  on  “Radio- 
autographv  of  Sweat  Glands  in  Cystic  Fi- 
brosis.” The  grant  covers  a three-year 
period. 

The  researchers  will  be  in  the  use  of  radio- 
active sulfur  and  radioactive  iodine  to 
visualize  microscopically  the  metabolic  pro- 
cesses in  the  sweat  gland  in  cystic  fibrosis. 


Human  Interest  Tales 

Dr.  John  R.  O’Neal,  Clarkson,  was  a guest 
speaker  at  the  January  meeting  of  the  Clark- 
son Woman’s  Club. 

Dr.  Jerome  Murphy,  Omaha,  was  a guest 
speaker  at  the  February  meeting  of  the  Elk- 
horn  Woman’s  Club. 

Dr.  Robert  Sorensen,  Fremont,  was  a 
guest  speaker  at  the  January  meeting  of  the 
Fremont  Nurses  Association. 

Dr.  A.  W.  Anderson,  West  Point,  was  a 
guest  speaker  at  the  January  meeting  of  the 
Catholic  Nurses  of  that  city. 

Dr.  John  S.  Latta,  Omaha,  attended  the 
meeting  of  the  American  Association  of 
Basic  Science  Boards  in  Chicago  in  Febru- 
ary. 

Dr.  Arthur  L.  Smith,  Sr.,  was  elected 
president  of  the  American  Society  of  Clin- 
ical Radiology  in  Phoenix,  Arizona,  January 
19,  1962. 


Dr.  L.  T.  Gathman,  South  Sioux  City,  was 
elected  president  of  the  Sioux  Valley  Medi- 
cal Association  at  its  annual  meeting  in 
Sioux  City. 

Drs.  Ralph  Moore  and  E.  Stanley  Peder- 
son, Omaha,  attended  the  February  meeting 
of  the  American  College  of  Radiology  in 
New  York  City. 

Dr.  John  McCammond,  Kearney,  present- 
ed a discussion  on  the  King-Anderson  bill  at 
the  February  meeting  of  the  Kearney  Reg- 
istered Nurses. 

Dr.  Peyton  T.  Pratt,  Omaha,  was  the  prin- 
cipal speaker  at  the  monthly  meeting  of  the 
Immanuel  Hospital  School  of  Nursing  Alum- 
nae Association. 

Dr.  James  J.  O’Neil,  Omaha,  presented 
a scientific  paper  at  the  meeting  of  the 
American  College  of  Surgeons  in  Los  An- 
geles, in  January. 

Dr.  Leo  T.  Heywood,  Omaha,  has  been 
elected  associate  secretary  and  treasurer  of 
the  Federation  of  State  Medical  Boards  of 
the  United  States. 

Dr.  A.  J.  Offerman,  Omaha,  was  elected 
for  the  19th  consecutive  year  as  president 
of  Nebraska  Blue  Shield  at  the  annual  meet- 
ing in  Omaha  in  January. 

The  pre-med  students  of  Chadron  State 
Teachers  College  were  special  guests  at  an 
annual  dinner  given  by  the  Northwest  Ne- 
braska Medical  Society  in  February. 

Dr.  B.  F.  Stewart,  Cambridge,  has  decided 
to  quit  driving  at  age  92.  In  his  47  years 
of  driving  he  has  had  no  major  accidents, 
no  broken  glass,  and  no  traffic  tickets. 

The  Southeast  Clinic  of  the  Nebraska 
Psychiatric  Institute  was  opened  on  an  ap- 
pointment basis  in  February.  The  clinic  is 
located  at  Bryan  Memorial  Hospital  in  Lin- 
coln. 

Dr.  Paul  F.  Hodgson,  formerly  on  the 
faculty  of  the  University  of  Michigan  Medi- 
cal School,  has  joined  the  University  of  Ne- 
braska College  of  Medicine  as  Professor  of 
Surgery. 

Dr.  Bruce  Claussen,  North  Platte,  was 
elected  a Fellow  in  the  American  Academy 
of  Orthopedic  Surgeons  during  the  annual 
meeting  of  the  organization  in  Chicago,  in 
February. 
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News  From  Our  Medical  Schools 

Hunt  at  Houston  Meeting — 

Howard  B.  Hunt,  M.D.,  professor  and 
chairman  of  the  department  of  radiology  at 
the  University  of  Nebraska  College  of  Medi- 
cine, will  represent  the  American  College  of 
Radiology  at  a Houston,  Texas  meeting.  He 
will  attend  the  American  Joint  Committee 
on  Cancer  Staging  meeting  and  the  Cancer 
Symposium  at  the  M.  D.  Anderson  Hos- 
pital, February  28  through  March  3. 

Awarded  a Part  Tuition  Scholarship — 

Charles  Anderson,  junior  medical  student 
at  the  University  of  Nebraska  College  of 
Medicine,  has  been  awarded  a part  tuition 
scholarship.  The  scholarship  is  made  avail- 
able each  year  from  a fund  provided  by 
alumni  of  the  University  of  Nebraska  Col- 
lege of  Medicine  who  are  members  of  Alpha 
Kappa  Kappa,  Medical  Fraternity. 

The  scholarship  fund  is  administered  by 
the  Nebraska  Medical  Education  Fund.  Inc. 

Continuation  Research  Grant — 

A $13,000  continuation  research  grant  has 
been  awarded  to  Robert  J.  Ellingson,  Ph.D., 
associate  professor  of  medical  psychology  at 
the  University  of  Nebraska  College  of  Medi- 
cine. Dr.  Ellingson  received  the  grant  from 
the  National  Institutes  of  Public  Health 
Service. 

He  will  use  the  grant  on  a project  entitled 
“EEG’s  and  Cortical  Evoked  Responses  of 
Human  Infants,”  a project  which  has  been 
under  study  for  seven  years.  This  grant 
marks  the  fifth  year  that  the  N.I.H.  has 
supported  the  project.  The  grant  period  is 
from  April  1,  1962  through  March  31,  1963. 

More  Continuation  Grants — 

Sol.  L.  Garfield,  Ph.D.,  professor  of  medi- 
cal psychology,  a n d Michael  J.  Carver, 
Ph.D.,  associate  professor  of  neurology  and 
psychiatry,  have  each  received  continuation 
grants  from  the  National  Institutes  of 
Health. 

Dr.  Garfield  will  use  his  $3,772  mental 
health  grant  in  his  research  project,  “Pa- 
tient-Therapist Interactions  and  Continua- 
tion in  Psychotherapy.” 

Dr.  Carver  will  use  the  $3,852  mental 
health  grant  awarded  him  for  continuation 


in  his  study  of  the  “Effects  of  Phenothen- 
ate-Deficiency.” 

Postgraduate  Course  on  Infectious  Diseases — 

A postgraduate  course  on  “Infectious  Dis- 
eases” will  be  conducted  at  the  University 
of  Nebraska  College  of  Medicine  bv  guest 
faculty  members  and  members  of  the  Col- 
lege’s Department  of  Internal  Medicine  on 
March  15-16. 

Guest  faculty  members  who  will  present 
sessions  at  the  two  - day  course  include 
George  G.  Jackson,  M.D.,  professor  of  medi- 
cine at  the  University  of  Illinois;  David  E. 
Rogers,  M.D.,  professor  and  chairman  of  the 
department  of  medicine  at  Vanderbilt  Uni- 
versity; and  Ellard  M.  Yow,  M.D.,  profes- 
sor of  medicine  at  Baylor  University. 

Topics  that  will  be  presented  at  the  post- 
graduate course  are  “Experimental  Observa- 
tions on  Factors  Relating  to  Virulance  of 
Staphylococci,”  “Treatment  of  Staphylo- 
coccal Infections  — The  New  Penicillins,” 
“Hospital  Acquired  Infections,”  “Path*}- 
genesis  of  Pyelonephritis,  and  Diagnosis  of 
Chronic  Urinary  Tract  Infections,”  “Lepto- 
spirosis,” “The  Etiology  of  Common  Respir- 
atory Disease ; The  Role  of  Immunity  in  the 
Common  Cold,”  “Cellular  Mechanisms  In- 
volved in  Control  of  Blood  Stream  Infec- 
tions,” “Chronic  Bronchitis,”  “Gram  Nega- 
tive Bacteremias,  Clinical  and  Experimental 
Aspects,”  “The  Management  of  Chronic 
Urinary  Tract  Infections.” 

J.  Calvin  Davis  III,  M.D.,  instructor  in 
Internal  Medicine  at  the  University  of  Ne- 
braska College  of  Medicine,  is  the  course 
coordinator.  The  course  will  be  given  in  the 
Conkling  Hall  Postgraduate  Conference 
room.  The  “Infectious  Diseases”  course  is 
worth  twelve  (12)  hours  of  Category  I cred- 
it with  the  A.A.G.P. 

Career  Research  Award  to  Dr.  W.  T.  Niemer — 

Dr.  William  T.  Niemer,  Professor  and 
Vice-Chairman  of  the  Department  of  Anato- 
my at  the  Creighton  University  School  of 
Medicine,  has  been  named  recipient  of  a 
Career  Research  Award. 

The  award  is  granted  by  the  National  In- 
stitutes of  Health  on  the  basis  of  nationwide 
competition.  Its  purpose  is  to  support  ex- 
perienced research  investigators  in  medical 
schools  throughout  the  country. 
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Dr.  Niemer’s  studies  of  the  anatomy  and 
function  of  the  brain  have  resulted  in  nu- 
merous published  reports  and  presentations 
at  scientific  meetings.  Other  publications 
have  also  included  research  on  the  anatomy 
and  physiology  underlying  epilepsy. 

Recently  the  award  recipient,  jointly  with 
Dr.  Raymond  S.  Snider  of  Northwestern 
University,  published  a technical  book,  “A 
Steriotaxic  Atlas  of  the  Cat  Brain,”  which 
provides  a guide  for  research  workers  who 
study  the  structure  and  function  deep  within 
the  brain. 

Dr.  Niemer  joined  the  Creighton  faculty 
in  1950  as  assistant  professor  of  anatomy. 
He  began  his  teaching  and  research  career 
at  the  University  of  Cincinnati  Medical 
School  where  he  received  a Master  of  Sci- 
ence Degree  in  Anatomy.  He  was  awarded 
a doctorate  from  Cornell  University  in  1944. 

Since  1955  Dr.  Niemer  has  also  been  di- 
rector of  medical  photography  at  the  Creigh- 
ton University  School  of  Medicine. 

He  is  a member  of  the  American  Associa- 
tion of  Anatomists,  American  Physiological 
Society,  American  Academy  of  Neurology, 
Sigma  Xi,  and  he  is  an  affiliate  member  of 
the  American  Medical  Association. 

Postgraduate  Course  in  Pediatrics  at 
University  of  Nebraska — 

There  follows  the  projected  program  of  a 
course  in  pediatrics  to  be  presented  at  the 
University  of  Nebraska  College  of  Medicine 
on  April  16  and  17,  1962: 

PEDIATRIC  HEMATOLOGY 
Conkling  Hall  Postgraduate 
Conference  Room 

Gordon  E.  Gibbs,  M.D.,  Course  Moderator 
George  E.  Robertson,  M.D.,  Chairman 

Monday,  April  16 

8 :00  Registration,  Conkling  Hall  Lobby 
8:30  Welcome,  Dean  J.  P.  Tollman 
8:35  Blood  Types  of  Clinical  Importance 
in  Infants,  Dr.  Kulesh 
9 :00  Indications  for  Exchange  Transfu- 
fusion,  Dr.  Oberst 

9 :30  Neurological  Manifestations  of  Ker- 
nicterus,  Dr.  Thomas 
10:00  Coffee,  Conkling  Hall  Lounge 
10:30  Anemias  of  Infancy  and  Childhood, 
Dr.  Miller 


11:30  Metabolism  of  Bilirubin  in  Jaundice 
of  Newborn,  Dr.  Bosley 
12:00  Uses  of  Gamma  Globulin,  Dr.  Cro- 
foot 

12 :30  Luncheon,  University  Hospital  Staff 
Dining  Room 

1 :30  Identification  of  Hematological  Mal- 
ignancies, Dr.  Larsen 

2 :00  Recent  Advances  in  Drug  Chemo- 
therapy of  Leukemia,  Dr.  Pratt 
2 :30  Purpura  in  Childhood,  Dr.  Miller 
3 :30  Case  Presentations  — University  of 
Nebraska  Hospital.  Dr.  Smith  and 
Dr.  Mejia 

3 :00  Coffee,  Conkling  Hall  Lounge 
6 :00  Nebraska  Pediatric  Society  Dinner 
Meeting  — Hotel  Blackstone;  In- 
formal Discussion  with  Drs.  Miller 
and  Rapoport;  All  Registrants 
and  Faculty  Are  Welcome. 

This  course  is  co-sponsored  by  the  De- 
partment of  Pediatrics  and  the  Division  of 
Maternal  and  Child  Health,  Nebraska  State 
Health  Department. 

PEDIATRIC  UROLOGY 
Tuesday,  April  17 
John  L.  Gedgoud,  M.D.,  Chairman 
7 :45  Registration,  Conkling  Hall  Lobby 
8:00  Amino-acidurias,  Dr.  Wiltse 
8:30  Renal  Function  Tests,  Dr.  Angle 
9:00  Voiding  Urethrograms,  Dr.  Bunting 
9 :30  Surgical  Pediatric  Urolog  y,  Dr. 
Kammandel 

10:00  Coffee,  Conkling  Hall  Lounge 
10:30  Nephrotic  Syndrome,  Dr.  Rapoport 
11:30  Acute  Nephritis  in  the  Child,  Dr. 
Schreiner 

12 :00  Chronic  Renal  Insufficiency,  Dr. 
Rath 

12:30  Luncheon,  University  Hospital  Staff 
Dining  Room 

1 :30  Treatment  of  Acute  Renal  Shut- 
down, Dr.  Loomis 

2 :00  Pyelonephritis,  Dr.  Rapoport 
3 :00  Coffee,  Conkling  Hall  Lounge 

3 :30  Case  Presentations  — Childrens  Me- 

morial Hospital,  Dr.  Angle  and 
Dr.  Turner 

In  addition  to  members  of  the  teaching 
staff  of  the  University  of  Nebraska  College 
of  Medicine,  there  will  be  Guest  Faculty  con- 
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sisting  of  widely  known  pediatricians  from 
other  schools  — University  of  Rochester, 
University  of  Pennsylvania,  and  Children’s 
Hospital  of  Philadelphia. 


News  and  Views 

Easter  Seal  Society  Reports — 

Two  and  a half  million  Americans  today 
need  rehabilitation  services  and  their  num- 
ber continues  to  grow,  the  National  Society 
for  Crippled  Children  and  Adults  has  an- 
nounced. 

The  Society  pointed  out  that  the  total 
number  of  8*4  million  persons  in  this  coun- 
try with  substantial  disabilities  is  the  larg- 
est in  history  despite  rapid  strides  made  by 
medical  science,  research  and  the  rehabili- 
tation treatment  methods  developed  by  medi- 
cal and  para-medical  professions  in  the  past 
40  years. 

These  figures  were  presented  in  the  Na- 
tional Society’s  1961  Annual  Report  “Per- 
spective,” summarizing  its  fortieth  anniver- 
sary and  issued  in  Chicago  recently. 

Dean  W.  Roberts,  M.D.,  executive  direc- 
tor, pointed  out  that  the  problem  of  crip- 
pling, paradoxically  enough,  looms  even 
larger  than  it  did  40  years  ago  when  the 
National  Society  for  Crippled  Children  and 
Adults  was  founded. 

He  said:  “Despite  undeniable  and  indeed 
phenomenal  progress,  there  are  good  reasons 
why  the  problem  has  been  substantially  mag- 
nified. 

“First,  there  are  many  times  the  number 
of  crippled  today  that  there  were  40  years 
ago.  For,  as  our  population  has  increased, 
so  proportionately,  has  the  number  of  crip- 
pled children  born  each  year.  At  the  same 
time,  increasing  mechanization  has  resulted 
in  vastly  greater  numbers  of  accidental  in- 
juries; medical  science  has  discovered  ways 
of  saving  victims  of  crippling  diseases  from 
death  but  not  yet  from  crippling  after-ef- 
fects; and  the  life  span  of  Americans  has 
been  extended,  thus  multiplying  the  numbers 
of  those  suffering  from  the  various  physical 
disabilities  identified  with  aging. 

“Furthermore,  the  stigma  once  attached  to 
a family  with  a crippled  child  now  has  been 
largely  removed  and  case  finding  methods 


are  efficient.  Thus  the  crippled  are  more 
easily  discovered  and  are  usually  routinely 
brought  forward  for  treatment.” 

Dr.  Roberts  reported  recently  that  243,023 
crippled  children  and  adults  are  under  direct 
care  of  2,970  Easter  Seal  professional  staff 
members  alone.  More  than  1,000  Easter 
Seal  centers,  facilities  and  programs  are 
sponsored  by  1375  Easter  Seal  state  and 
local  affiliated  societies  in  every  state  in  the 
United  States. 

He  emphasized  that  new  facilities,  new 
treatment  programs,  greater  funds  of  the 
Easter  Seal  Societies  worked  to  meet  in- 
creased demands,  but  still  more  centers  and 
many  more  professionally  trained  persons 
will  be  needed  to  restore  crippled  children 
and  adults  to  a vital  place  in  society. 

Copies  of  the  Annual  Report  are  available 
on  request  from  the  National  Society  for 
Crippled  Children  and  Adults,  2023  West 
Ogden  Ave.,  Chicago  12,  111. 

What  Is  An  Optician?  — 

Due  to  the  wide  variety  and  sometimes 
confusing  array  of  definitions  of  an  opti- 
cian, the  Guild  of  Prescription  Opticians  of 
America,  Inc.,  has  selected  an  explanation 
which  lends  itself  to  a fuller  understanding 
of  what  to  expect  when  a prescription  for 
eyeglasses  is  filled. 

Found  in  the  Dictionary  of  Occupational 
Titles  of  the  United  States  Employment 
Service,  the  dispensing  optician  is  defined 
as  one  who  “Fills  precriptions  for  eyeglasses 
in  a retail  optical  goods  establishment,  in- 
terprets prescription  of  oculist  or  optome- 
trist to  determine  lens  specifications.  Meas- 
ures facial  contours  of  wearers  to  determine 
size  and  shape  of  frames  and  lenses  best 
suited  to  wearer’s  needs.  Prepares  and  de- 
livers work  order  specification  to  workers 
engaged  in  grinding  and  mounting  lenses. 
Receives  finished  spectacles  a n d makes 
necessary  adjustments  to  fit  wearer.” 
(D.O.T.  7-08.041). 

Drug  Hearings  Over;  Results  March  On — 

Although  Chairman  Kefauver  of  the  Sen- 
ate Antitrust  and  Monopoly  Subcommittee 
has  formally  and  officially  laid  to  rest  his 
investigation  of  ethical  drug  manufacturers, 
the  industry  has  not  heard  the  last  of  him. 
In  a statement  closing  the  hearings  on  Fe- 
ruary  7,  Kefauver  emphasized  that  he  and 
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his  staff  are  rewriting  his  drug  control  bill 
(S.  1552)  to  include  some  recommendations 
of  witnesses.  He  also  made  it  clear  that 
he  has  not  abandoned  the  bill’s  patent  pro- 
visions. Also,  the  subcommittee  will  con- 
tinue, but  on  a more  academic  level,  its  study 
of  administered  prices.  “In  the  very  near 
future,”  Kefauver  said,  “the  subcommittee 
hopes  to  hear  a number  of  legal  and  eco- 
nomic experts  who  will  have  had  a chance 
to  study  the  testimony  brought  out  in  the 
previous  industry-by-industry  pricing  hear- 
ings.” These  and  other  subcommittee 
plans  are  discussed  in  detail  in  a report 
to  the  parent  committee  (S.  1139)  which 
shows  that  the  subcommittee  is  asking  $450,- 
000  for  the  fiscal  year  that  started  February 
1.  This  is  the  same  amount  voted  the  sub- 
committee for  the  last  several  years. 

Medical  Students  to  Foreign  Countries 
For  Clinical  Experience — 

Fellowships  to  provide  a group  of  young 
Americans  clinical  medical  experience  in  un- 
derdeveloped countries  have  been  given  to  33 
junior  and  senior  medical  students,  the  As- 
sociation of  American  Medical  Colleges  an- 
nounced in  Evanston,  111.,  recently. 

The  scholarships  are  made  possible  by  a 
$60,000  yearly  grant  from  Smith  Kline  & 
French  Laboratories,  Philadelphia  pharma- 
ceutical firm.  With  the  current  selection, 
the  Association  in  three  years  has  awarded 
a total  of  92  fellowships  for  study  in  33 
countries. 

This  year’s  winning  students  will  travel 
to  Thailand,  Pakistan,  the  Philippines,  Li- 
beria, India,  Tanganyika,  Nigeria,  Burma, 
Ethiopia,  Peru,  Uganda,  Borneo,  Madagas- 
car, Haiti,  Cameroun,  Ecuador,  Viet  Nam, 
and  Southern  Rhodesia.  They  will  work  in 
mission  hospitals  and  outpost  medical  facili- 
ties while  studying  and  combating  diseases 
not  commonly  seen  in  the  United  States. 

Although  the  fellowships  are  primarily  to 
provide  valuable  clinical  experience  to 
American  medical  students,  the  students 
themselves  help  to  bring  modern  American 
medical  procedures  to  the  areas  in  which 
they  serve.  At  the  same  time,  they  gain 
“grass  roots”  experience  with  other  cultures 
and  their  problems. 

Phillip  G.  Young,  a student  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  was 
one  of  the  chosen  this  year.  He  will  go  to 
Thailand. 


Deaths 

RYERSON  — Edwin  R.  Ryerson,  M.D., 
Lincoln.  Doctor  Edwin  R.  Ryerson  died 
February  15,  1962  in  Lincoln  at  the  age  of 
83.  Born  in  Dorchester  in  1878  Doctor  Ry- 
erson graduated  from  the  Lincoln  Medical 
College  in  1911.  He  practiced  in  Lincoln  for 
50  years  until  about  six  months  ago  when 
he  became  ill. 


The  Woman's  Auxiliary 

Madison  Six-County  Medical  Auxiliary — 

The  Madison  Six-Countv  Medical  Auxili- 
ary met  on  Thursday,  Februarv  1st.  and 
after  having  had  dinner  with  their  doctor 
husbands,  they  completed  the  arrangements 
for  the  benefit  bridge  party  which  was  to 
be  held  at  7 :30  p.m.,  February  15th,  at  Ho- 
tel Madison.  Approximately  175  persons  at- 
tended the  Auxiliary  benefit  bridge  party, 
under  the  direction  of  Mrs.  George  Salter 
and  Mrs.  G.  D.  Conwell.  The  newspapers 
gave  us  excellent  advance  publicity,  includ- 
ing a picture  of  Auxiliary  members  taken 
while  they  were  working  on  arrangements 
for  the  benefit  bridge  party,  plus  a good  ac- 
count of  the  success  of  the  party  in  the  Nor- 
folk Daily  News.  It  was  a tremendous  suc- 
cess— the  public  was  invited  and  certainly 
took  advantage  of  the  invitation  — and 
with  the  help  and  cooperation  of  all  Aux- 
iliary members,  it  was  so  successful  that  no 
doubt  it  will  be  an  annual  affair.  The  pro- 
ceeds from  this  benefit  bridge  party  will  go 
to  the  Norfolk  Opportunity  Center  and  the 
American  Medical  Education  Foundation. 

Alice  N.  Salter, 
President,  Madison 
Six-Co.  Med.  Aux. 

Mid-Year  Executive  Board  Meeting — 

The  Mid-Year  Executive  Board  Meeting 
of  the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  was  held  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska,  on 
Sunday,  February  18th,  at  9:30  a.m. 

We  were  fortunate  to  have  Dr.  Paul  Read, 
Chairman  of  our  Advisory  Board,  address 
us.  Doctor  Offerman,  as  always,  took  time 
from  his  busy  schedule  to  talk  to  us  and  re- 
iterated the  importance  of  everyone  writing 
letters  to  their  Congressmen  and  Senators 
informing  them  of  our  stand  on  the  King- 
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Anderson  bill.  Dr.  Peyton  Pratt  explained 
the  purpose  of  AMPAC  (American  Medical 
Political  Action  Committee)  and  how  it  will 
operate,  and  Mr.  Neff,  Executive  Secretary 
of  the  Nebraska  State  Medical  Association, 
spoke  to  us  on  legislation — he  said  that 
packets  would  be  mailed  to  all  County  Aux- 
iliary Presidents  outlining  the  legislative 
plan  of  the  doctors  in  Nebraska.  I want 
to  take  this  opportunity  to  thank  all  four  of 
these  gentlemen  for  their  time  on  our  behalf. 

It  was  decided,  after  much  discussion,  that 
the  Auxiliary  would  participate  in  Senior 
Medical  Day  by  entertaining  the  wives  of 
Senior  Medical  Students  of  both  medical 
schools  in  Nebraska. 

All  of  the  Board  members  commented  on 
the  generosity  of  the  Editor  of  the  Nebras- 
ka State  Medical  Journal  for  making  it  pos- 
sible for  the  Auxiliary  to  have  a page  in  the 
February  State  Medical  Journal  — May  I 
also  say  “thank  you”  — we  all  appreciated 
the  opportunity  given  us. 

Ruth  M.  Tanner, 
President. 

Lancaster  County  Medical  Auxiliary — 

Lancaster  County  Medical  Auxiliary  mem- 
bers held  their  annual  dinner  dance  at  the 
Lincoln  Country  Club,  Saturday,  February 
17th.  Twisting  at  the  Peppermint  Lounge 
provided  the  theme  for  the  party.  Nine 
ninth  grade  girls  (doctors’  daughters)  dem- 
onstrated the  Twist.  The  high  point  of  the 
evening  was  when  the  girls  invited  their 
fathers  to  join  them. 

Honored  guests  of  the  evening  were  Mr. 
and  Mrs.  Merrill  Smith.  Internes  and  resi- 
dents of  the  Lincoln  hospitals,  and  their 
wives,  were  guests  of  the  County  Medical 
Society. 

Dawson  County — 

The  Dawson  County  Medical  Auxiliary 
held  its  January  meeting  in  Gothenburg  at 
the  home  of  Dr.  and  Mrs.  B.  W.  Pyle,  fol- 
lowing dinner  with  members  of  the  Dawson 
County  Medical  Society.  A coffee  hour 
there  followed  the  business  meeting  of  both 
groups. 

Dawson  County — 

The  Dawson  County  Medical  Auxiliary 
was  delighted  to  have  State  President  Mrs. 


Frank  Tanner  as  its  guest  of  honor  at  the 
February  meeting  in  Lexington. 

Mrs.  Victor  D.  Norall,  county  president, 
introduced  Mrs.  Tanner  who  stressed  na- 
tional and  local  auxiliary  goals,  the  need  for 
A.M.E.F.  and  N.M.F.  support,  Civil  Defense, 
and  the  auxiliary  role  in  combatting  the 
King-Anderson  Bill. 

Mrs.  D.  A.  McGee  reported  on  the  Civil 
Defense  program  held  in  November  at  the 
home  of  Mrs.  E.  A.  Watson,  Lexington. 

Mrs.  Norall  urged  members  to  continue 
distribution  of  the  “Operation  Coffee  Cup” 
recording  which  had  been  auditioned  last 
spring  at  the  meeting  with  Mrs.  Charles 
Hranac,  Cozad.  The  record  has  been  heard 
by  many  county  organizations. 

fKnow  Your 

Blue  Shield  Plan 

News  Media  Reaction  Excellent  to  A.M.A.; 

Blue  Shield  Senior  Citizen’s  Program — 

It  appears  that  the  American  Medical  As- 
sociation and  the  National  Association  of 
Blue  Shield  Plans  have  hit  some  sort  of 
jackpot  with  their  joint  announcement,  on 
January  17,  of  a nationwide  Blue  Shield 
medical  care  prepayment  program  for  per- 
sons 65  years  or  more. 

The  uniformly  favorable  newspaper  re- 
sponse to  the  original  announcement  — 
manifested  both  in  the  prominence  accorded 
the  news  story  and  in  editorial  and  cartoon 
reactions  — undoubtedly  reflected  a wide- 
spread popular  attitude  expresed  by  an  edi- 
torial in  the  Saturday  Evening  Post  (writ- 
ten before  the  event)  which  said,  “We  cer- 
tainly would  be  with  them  (the  doctors)  if 
they  came  up  with  a counterproposal,  ac- 
ceptable to  doctors,  that  would  do  the  job 
the  President  envisages.” 

That  the  A. M. A. -Blue  Shield  announce- 
ment caught  the  Administration  badly  off 
balance  was  shown  by  the  weak,  irrelevant 
comment  of  H.E.W.  Secretary  Ribicoff, 
three  days  later,  that  the  doctor’s  program 
should  be  ignored  because  it  “would  do 
nothing  whatever  to  meet  the  staggering- 
problem  of  high  cost  of  hospital  care.” 

Mr.  Ribicoff’s  dismissal  of  the  A.M.A.- 
Blue  Shield  proposal  led  the  Wall  Street 
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Journal  — which  has  not  been  notably  par- 
tisan to  A.M.A.  in  the  past  — to  comment, 
editorially,  that  “Since  the  Administration 
is  much  concerned  with  medical  care  for  the 
aged  these  days,  you  might  suppose  it  would 
applaud  the  increasing  availability  of  this 
and  other  types  of  health  insurance  . . . But 
no;  the  Administration  is  demonstrating  it 
has  little  if  any  tolerance  for  private  efforts 
. . . This  attitude  inevitably  raises  the  ques- 
tion whether  Washington’s  chief  interest  is 
in  the  aged  or  merely  in  furthering  extend- 
ing Government  control  over  everyone.” 

Greeting  the  A.M.A. -Blue  Shield  and  the 
earlier  Blue  Cross  proposals  as  “a  sound 
concept  . . . well  worth  examining,”  the 
Chicago  Sun-Times  declared  that  “The  ob- 
ligation of  both  (political)  parties  is  to  de- 
vise a workable  sensible  plan  under  the 
American  system.  The  proposals  of  the 
medical  and  hospital  worlds  are  a good  start 
toward  that  objective.”  And  the  Chicago 
Daily  News  said  bluntly  that  “On  any  basis 
of  logic,  the  proponents  of  the  Administra- 
tion’s Social  Security  plan  for  old  age  medi- 
cal care  will  be  hard  put  to  demonstrate  that 
program’s  superiority  to  the  one  just  ad- 
vanced by  the  Blue  Shield  Plans.” 

In  its  formal  resolution  endorsing  this 
program,  the  A.M.A.  Board  of  Trustees 
pointed  out  that  it  “conforms  with  the 
spirit”  of  the  policy  adopted  by  the  A.M.A. 
House  of  Delegates  in  December  1958,  which 
recommended  that  physicians  “expedite  the 
development  of  an  effective  voluntary  health 
insurance  or  prepayment  program  for  the 
group  over  65  with  modest  resources  or  low 
family  income,”  and  also  recommended  that 
“physicians  agree  to  accept  a level  of  com- 
pensation for  medical  services  rendered  to 
this  group  which  will  permit  the  develop- 
ment of  such  insurance  and  prepayment 
plans  at  a reduced  premium  rate.” 

The  A.M.A.  Board’s  statement  recom- 
mends “that  the  constituent  medical  associa- 
tions take  such  action  as  is  necessary  to  co- 
operate with  the  proposed  Blue  Shield  Plan, 
and  applauds  this  effort  by  Blue  Shield.” 

For  its  part,  the  Board  of  Directors  of  the 
National  Association  of  Blue  Shield  Plans, 
meeting  on  January  28,  confirmed  its 
“unanimous  and  unqualified  support”  and 
expressed  its  “appreciation  of  the  opportun- 
ity extended  by  the  American  Medical  Asso- 
ciation to  the  Blue  Shield  Plans  to  join  them 


in  developing  a realistic  program  to  meet  the 
medical  care  needs  of  the  older  citizens.” 

The  Blue  Shield  Board  declared  that  “The 
fine  spirit  of  cooperation  shown  by  the  lead- 
ers of  the  American  Medical  Association 
will  go  far  to  assure  the  early  and  successful 
implementation  of  this  program;”  and  they 
pledged  that  “Blue  Shield  Plans  throughout 
the  United  States  stand  ready  to  follow  the 
leadership  of  the  medical  profession  in  this 
joint  effort  to  meet  medicine’s  responsibil- 
ity to  the  American  people.” 

The  Blue  Shield  Board’s  statement  con- 
cluded that  “the  implementation  of  this  pro- 
gram in  the  respective  Plan  areas  now 
awaits  the  endorsement  of  the  sponsoring 
medical  societies.” 

. . . And  that’s  where  we  come  in! 


TUBERCULOSIS  ABSTRACTS 

RESUSCITATION  OF  THE  MORIBUND 

ASTHMATIC  AND  EMPHYSEMATOUS 
PATIENT 

— Kurt  O.  Leonhardt,  M.D.,  New  England  Journal  of  Medi- 
cine, April  20,  1961. 

Mechanical  means  of  treatment  are  called  for 
when  patients  are  near  death  from  bronchial 
obstruction.  Ventilation  can  be  induced  by  a 
manually  operated  portable  resuscitator,  fol- 
lowed by  procedures  to  draw  out  viscid  mucus. 

The  increasing  awareness  of  a relatively  high 
mortality  in  severely  asthmatic  and  emphysematous 
patients,  whether  due  to  a better  understanding  of 
the  pathophysiology  involved  or  to  a changing 
character  of  the  disease,  appears  much  more  real- 
istic than  the  attitude  of  ten  years  ago  when  death 
from  an  attack  of  bronchial  asthma  was  considered 
rare. 

In  a three-year  period,  while  an  anesthesiologist 
at  a 275-bed  general  hospital  of  a medium-sized 
city,  I was  consulted  in  the  emergency  treatment 
of  five  moribund  patients  — three  in  status  asth- 
maticus  and  two  with  advanced  pulmonary  emphy- 
sema. All  these  patients  were  considered  moribund 
by  the  attending  internists,  that  is,  they  were  ex- 
pected to  die  within  a matter  of  minutes.  They 
were  either  unconscious  or  semicomatose,  with  se- 
vere cyanosis  and  in  marked  hypoventilation. 

PRECONCEIVED  APPROACH 

These  five  consecutive  cases  were  successfully 
treated  by  means  of  resuscitative  procedures.  The 
importance  of  a preconceived  and  active  approach 
in  this  emergency  situation  must  be  emphasized. 
The  technical  details  of  the  method  of  resuscitation 
are  simple  and  within  the  scope  of  every  practic- 
ing anesthesiologist.  The  basic  equipment  is  mod- 
est and  should  be  readily  available  in  every  hos- 
pital. Decisive  use  of  these  available  skills  and 
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devices  may  be  of  benefit  to  many  moribund  pa- 
tients with  obstructive  hypoventilation. 

In  two  of  the  cases,  ventilation  was  started  with 
bag  and  mask.  A mixture  of  oxygen  and  helium 
was  used  in  one  case  and  oxygen  alone  in  another. 
In  the  other  three  cases,  a bellows-type  Kreisel- 
man  resuscitator  was  employed,  using  room  air 
only. 

After  ventilation  had  been  started,  in  each 
case  an  endotracheal  tube  was  inserted  by  the  nasal 
route  and  suctioning  of  the  tracheobronchial  tree 
was  alternated  rapidly  with  ventilation.  In  the 
last  two  consecutive  cases,  the  tube  was  connected 
with  a Rennet  respirator  during  the  recovery 
phase  to  maintain  normal  breathing. 

Drugs  used  with  the  mechanical  measures  were 
theophylline  ethylenediamine,  hydrocortisone,  and 
epinephrine.  Aerosols  were  also  used  in  two  cases. 

Stripped  of  any  incidental  element,  the  principle 
of  the  method  is  a mechanical  one,  that  is,  the 
prolonged  use  of  the  suction-ventilation  cycle  to 
overcome  the  obstructive  crisis.  Although  bron- 
chial asthma  and  pulmonary  emphysema  are  com- 
plex diseases,  a purely  mechanical  problem  is  in- 
volved in  the  terminal  phase. 

Physosomatic  and  allergic  factors,  bronchospasm, 
infection,  organic  changes  of  the  bronchi  and  al- 
veoli, disturbances  of  the  ration  of  ventilation  to 
blood  flow  and  a decreased  diffusing  capacity  all 
play  their  parts  in  the  natural  history  of  the  pro- 
cess. However,  at  the  time  of  the  crisis  the  many 
aspects  are  reduced  to  the  clinical  picture  of  gen- 
eralized obstructive  hypoventilation.  This  change 
appears  when  the  work  of  breathing  exceeds  the 
limits  of  compensation  and  large  amounts  of  viscid 
mucus  begin  to  accumulate.  Respiratory  acidosis 
and  anoxemia  increase  rapidly  and  add  central-nerv- 
ous-system depression  to  the  failure  of  pulmonary 
respiration.  These  cases  have  advanced  beyond  the 
reach  of  drug  therapy.  A mechanical  means  of 
treatment  is  called  for  to  cope  with  a mechanical 
cause. 

RESPIRATOR  A HELP 

The  use  of  a well-constructed  respirator  can  be 
of  great  help  in  the  recovery  period  after  the 
mechanics  of  breathing  have  been  normalized  to 
the  extent  of  complying  with  the  physical  charac- 
teristics of  the  machine.  It  guides  the  patient 
through  the  critical  hours,  guarding  against  the 
ever-present  danger  of  a relapse.  It  also  provides 
for  intensive  aerosol  therapy,  with  bronchodilators, 
antibiotics,  and  detergents  being  used  as  necessary. 

The  danger  of  rupturing  alveoli  by  positive  pres- 
sure applied  to  the  airways  is  overrated  in  general 
and  especially  in  patients  with  severe  obstruction. 
The  rigidity  of  the  muscles,  the  very  high  resist- 
ance in  the  airways,  and  the  generalized  nature  of 
the  obstructive  process  are  the  reasons  that  high 
inspiratory  pressure  of  a short  duration  is  not  only 
tolerated  but  also  required  for  good  results.  Occa- 
sionally, however,  this  complication  may  constitute 
a calculated  risk,  and  equipment  for  decompression 
of  a tension  pneumothorax  should  be  available.  By 
the  same  token,  the  presence  of  an  intrathoracic 
pneumothorax  or  of  mediastinal  emphysema  is  a 
contraindication  to  the  use  of  any  positive-pressure 
method. 


A second  possible  danger  of  high-pressure  ven- 
tilation is  impairment  of  venous  return  and  a fall 
of  cardiac  output.  This  is  especially  tiue  for  pa- 
tients with  a low  blood  volume  or  capillary  dam- 
age. In  the  present  study,  no  marked  cardiovas- 
cular effects  were  observed  despite  advanced  cor 
pulmonale  in  three  patients. 

DRUG  THERAPY  NOT  EXCLUDED 

This  emphasis  on  the  mechanical  aspects  does 
not  exclude  drug  therapy  when  an  adequate  re- 
sponse can  be  expected.  This  is  true  in  the  pre- 
vention of  a crisis  and  in  the  recovery  phase  and 
always  for  the  treatment  of  an  intercurrent  or 
superimposed  infection.  All  the  patients  received 
systemic  antibiotics  and  one  was  treated  intensive- 
ly with  penicillin  aerosol.  Furthermore,  drugs  must 
be  used  when  any  additional  indication  is  present 
such  as  heart  failure,  prolonged  hypotension,  and 
overdosage  of  narcotics. 

In  all  cases  the  question  of  performing  a 
tracheostomy  in  the  recovery  phase  was  given  care- 
ful consideration.  However,  since  none  of  the  pa- 
tients required  endotracheal  intubation  for  more 
than  18  hours  and  since  ventilation  and  evacuation 
of  mucus  were  well  under  control  at  the  time  of 
extubation,  a tracheostomy  was  not  considered 
necessary.  If  there  is  any  doubt,  one  should  not 
hesitate  to  use  this  procedure. 

The  duration  and  severity  of  the  underlying  pul- 
monary disease  is  of  importance  in  detei  mining 
factors  that  may  have  contributed  to  the  develop- 
ment of  an  obstructive  crisis. 

A last  but  most  important  aspect  of  prevention 
is  the  time  factor.  In  all  cases  in  the  series 
there  was  a substantial  delay  ranging  from  30 
minutes  to  24  hours  before  the  ineffectiveness  of 
drug  treatment  was  recognized  and  more  adequate 
help  called  for.  If  the  possibility  of  this  catas- 
trophe is  sufficiently  appreciated,  an  early  diagno- 
sis of  drug  resistance  and  the  prompt  availability 
of  a well-established  plan  of  action  should  save 
valuable  time. 


AMBULATORY  TREATMENT  OF 
TUBERCULOSIS 

— James  A.  Wier,  M.D.  ; James  M.  Schless,  M.D.  ; Luke 
E.  O’Connor,  M.D.,  and  Orman  L.  Weiser,  M.D.,  The 
American  Review  of  Respiratory  Diseases,  July,  1961. 

A group  of  tuberculous  patients  at  an  Army 
hospital  were  graduated  from  ambulation  calis- 
thenics to  active  sports  without  hannful  results. 
The  program  was  conceived  to  condition  the 
patients  for  return  to  military  duty. 

On  the  basis  of  experience  in  this  hospital  and 
that  of  others,  physical  activity  per  se  appears 
not  to  be  harmful  to  the  tuberculous  process  in 
the  presence  of  chemotherapy. 

Since  an  abrupt  change  in  physical  activity 
might  occur  when  a patient  was  transferred  from 
a status  of  convalescent  leave  to  one  of  full  mili- 
tary duty,  it  appeared  appropriate  to  test  the  effect 
of  this  added  physical  stress  in  the  hospital  envir- 
onment. 

Therefore,  a previous  program  of  free  ambu- 
lation was  expanded  to  include  a certain  amount 
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of  controlled  physical  exercise,  in  the  form  of  calis- 
thenics. This  was  gradually  increased  to  include 
competitive  sports  and  full-time  on-the-job  work  as- 
signments. 

PURPOSES  OF  STUDY 

There  were  several  purposes  for  undertaking  this 
study:  (1)  to  determine  if  a program  of  active 
physical  exercise  would  be  harmful  in  patients  re- 
ceiving adequate  multiple-drug  therapy;  (2)  to 
see  if  it  would  be  feasible  to  shorten  periods  of  con- 
valescent leave  and  time  off  duty  by  physical  re- 
conditioning during  hospitalization;  and  (3)  to  see 
if  the  use  of  this  program  would  further  strengthen 
in  the  patient’s  mind  the  philosophy  of  discourag- 
ing disability  attitudes,  particularly  in  the  career 
soldier,  and  encouraging  the  patient  to  think  and 
plan  constructively  for  the  future.  It  is  hoped  that 
educational  programs  and  on-the-job  training  can 
be  developed  to  the  point  that  the  patient,  from  a 
career  standpoint,  would  be  better  off  for  having 
had  this  period  of  hospitalization.  If  no  physical 
harm  is  done,  there  is  no  question  that  the  psycho- 
logic and  morale-building  advantages  would  be 
many. 

All  of  the  patients  (105)  had  previously  untreat- 
ed pulmonary  parenchymal  disease.  Daily  isoni- 
azid  and  PAS  were  given  to  all  but  those  unable 
to  tolerate  PAS;  as  a substitute,  these  patients  re- 
ceived streptomycin.  The  last  drug  was  also  given 
as  an  additional  drug  to  some  patients  with  exten- 
sive disease. 

On  admission  to  the  hospital,  following  initial 
examinations  and  institution  of  chemotherapy,  the 
patients  were  started  on  regular  occupational  ther- 
apy and  educational  programs.  Asymptomatic  pa- 
tients were  expected  to  participate  in  active  calis- 
thenics for  15  minutes  per  day  on  a five-day  week 
basis,  beginning  within  two  to  four  weeks  of  ad- 
mission; however,  calisthenics  were  not  started  in 
some  patients  with  far  advanced  disease  and  large 
cavities  until  two  months  after  admission.  The 
calisthenics  were  approximately  on  the  level  of  ac- 
tivity given  to  regular  troops  during  their  basic 
training  period.  Rest  periods  were  eliminated  for 
these  patients. 

When  the  patients  reached  the  noncommunicable 
stage,  without  regard  to  roentgenographic  change, 
active  sports  were  added,  including  basketball, 
volleyball,  golf,  bowling,  and  swimming.  Cavities 
had  usually  been  resected  by  this  time.  A mini- 
mum of  one  hour  of  active  sports  a day,  five  days 
a week,  was  required.  However,  most  patients  en- 
gaged in  two  hours  of  sports.  When  noncommunic- 
able status  was  reached,  on-the-job  training  was 
added  to  the  program.  The  patient  was  later  giv- 
en a job  on  the  post  and  was  gainfully  employed 
on  a full  eight-hour-a-day  schedule  for  several 
months  prior  to  discharge. 

In  62  per  cent  of  the  patients,  the  disease  was 
either  moderately  or  far  advanced;  44  per  cent  had 
cavitary  disease  at  the  time  of  original  diagnosis; 
81  per  cent  had  tubercle  bacilli  in  the  sputum  at  the 
time  of  original  diagnosis. 

TREATMENT  RESULTS 

The  results  of  treatment,  as  judged  by  roent- 
genographic changes,  showed  that  82  of  the  pa- 
tients had  either  marked  or  moderate  roentgeno- 


graphic improvement;  19  had  slight  improvement, 
and  four  had  no  significant  roentgenographic 
change.  No  patient  showed  evidence  of  worsening. 

Of  the  46  patients  with  cavitary  disease,  20 
achieved  complete  healing  within  three  to  eight 
months  on  chemotherapy  alone.  In  24  additional 
cases,  resectional  surgery  for  residual  cavities  was 
performed  after  five  to  eleven  months  of  treat- 
ment. Two  patients  were  eventually  discharged 
with  the  “open-negative”  syndrome.  No  patients 
with  cavities  were  discharged  if  their  sputum  was 
infectious,  and  in  no  instance  was  there  evidence 
of  enlargement  of  existing  cavities  or  development 
of  new  cavitation  during  the  period  of  observation. 

Of  the  105  patients,  33  were  subjected  to  thorac- 
tomy  — 24  for  resection  of  residual  cavitation,  five 
for  resection  of  extensive  residual  nodular  disease; 
in  four  cases,  surgery  was  for  diagnostic  purposes. 

INFECTIOUSNESS  REVERSED 

Reversal  of  infectiousness  occurred  rapidly.  Sev- 
enty-one of  the  81  patients  with  tubercle  bacilli  in 
the  sputum  pretreatment  were  noninfectious  by  the 
end  of  the  second  month.  Only  three  patients  were 
still  discharging  tubercle  bacilli  at  the  end  of  the 
fourth  month.  One  became  noninfectious  at  the 
end  of  six  months  and  remained  so  thereafter.  Two 
patients  with  noninfectious  sputum  at  the  end  of 
two  months  had  a single  culture  positive  for  tu- 
bercle bacilli  at  four  months,  and  remained  nega- 
tive thereafter.  Both  of  these  patients  eventually 
came  to  surgei-y,  one  at  six  and  one  at  ten  months. 
A single  patient  continued  to  discharge  tubercle 
bacilli  at  the  end  of  six  months.  His  strain  of  tu- 
bercle bacilli  was  100  per  cent  resistant  to  isoniazid 
at  that  time.  At  the  end  of  seven  months  resec- 
tional surgery  was  performed. 

The  average  duration  of  hospitalization  was  ap- 
proximately 12  months.  The  patients  were  dis- 
charged at  the  end  of  this  period  and  advised  to 
take  additional  chemotherapy  for  another  six 
months,  for  an  average  of  18  months  of  total  ther- 
apy. One  hundred  of  the  105  patients  were  dis- 
charged as  fit  for  military  duty.  Five  were  placed 
on  temporary  retirement,  two  for  administrative 
reasons.  Two  of  these  patients,  although  unfit 
for  military  duty,  were  capable  of  living  in  the 
general  community,  under  reasonably  normal  con- 
ditions as  their  limitations  were  imposed  by  pul- 
monary insufficiency  rather  than  pulmonary  tuber- 
culosis. Thus,  in  none  of  the  patients  was  the 
tuberculous  disease  considered  a disabling  factor 
at  the  time  of  discharge. 

The  only  harmful  effects  noted  in  the  entire 
group  were  due  to  accidents  during  competitive 
sports  — two  received  fractures. 


NOTICE  TO  ALL  CONTRIBUTORS 

The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 

Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 

International  College  of  Surgeons 

Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 


April,  1962 


259 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D  , Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University*  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Bowen  Taylon,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society- 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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CORRECTION  OF  ERROR 

In  the  editorial  “Cost  of  Future 
Construction  of  U.  S.  Medical  Schools” 
(April  issue),  the  estimated  needs  in 
dollars  was  given  as  $1,782,000.  This 
should  have  read  $1,782,180,000. 


NUMBERS  AND  NUMERALS: 

USE  IN  WRITING 

The  use  of  numbers  in  formal  writing 
often  becomes  a problem.  The  question  of 
when  and  where  to  use  Roman  numbers; 
the  question  of  when  and  where  to  use  the 
numeral  (“a  word  expressing  a number”) 
or  the  figure  and  when  to  use  both ; what  to 
use  in  tabular  work;  and,  perhaps  other 
questions  may  arise  in  constructing  an  essay. 

Unity,  cohesion,  and  emphasis  are  always 
prime  considerations  in  writing,  but  perhaps 
one  should  add  clarity.  In  consideration  of 
the  use  of  numbers,  clarity  may  be  the  most 
important  of  the  four  qualities  just  men- 
tioned. 

Should  one  employ  Roman  as  well  as  Ara- 
bic numbers?  The  answer  to  this  question  is 
really  simple,  yet  some  writers  seem  to 
have  trouble  with  it ; chiefly,  it  seems,  some 
have  the  feeling  that  Roman  numbers  should 
get  into  the  play  somewhere.  It  is  a safe 
rule  to  use  only  Arabic  numbers.  One  ex- 
ception may  be  the  construction  of  an  ex- 
tensive and  detailed  outline.  In  this  in- 
stance Roman  figures  may  be  used  to  desig- 
nate the  main  subdivisions  of  the  subject. 

In  the  text,  one  may  begin  by  saying  a 
figure  should  not  be  used  at  the  beginning 
of  a sentence.  As  an  example,  one  should 
not  write  “12  patients  were  admitted  with 
burns  . . .”  but  “Twelve  patients  were  ad- 
mitted ...”  A rule  in  writing  is  that  any 
number  greater  than  ten  may  be  used  as  a 
figure;  numbers  from  one  to  ten  should  be 
the  numerals  expressing  these  numbers.  It 
does  not  always  lead  to  the  greatest  clarity 
when  one  follows  this  rule  exactly.  For  ex- 
ample, it  would  be  clearer  to  the  reader  to 
write  “Such  and  such  a symptom  was  pres- 
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ent  in  6 of  the  21  patients,”  than  to  follow 
the  rule  and  say  “six  of  the  21.” 

There  may  be  instances  in  which  the 
writer  may  use  numerals  throughout  his  es- 
say — particularly  if  not  many  numbers 
are  to  be  expressed  in  a paragraph  or  a 
paper.  If  there  were  extensive  use  of  num- 
bers, however,  expressing  them  all  as  nu- 
merals might  add  materially  to  the  length 
of  the  paper  and  might  decrease  the  clarity 
by  becoming  confusing  to  the  reader.  After 
all,  clear  and  easy  understanding  by  the 
reader  is  what  the  writer  is  aiming  for. 
even  if  it  means  breaking  some  of  the  rules. 

Tabular  work  was  mentioned  in  the  first 
paragraph  above,  but  the  construction  and 
use  of  tables  is  so  important  and  has  so 
much  to  be  said  about  it  that  it  is  best  left 
for  another  time. 


CRISIS 

As  doctors  we  are  constantly  fighting  to 
retain  as  much  of  our  freedom  in  the  prac- 
tice of  medicine  as  possible,  in  face  of  the 
powerful  socialistic  trend  in  our  Govern- 
ment. For  nearly  30  years  we  have  seen 
this  trend  grow  and  grow  until  now  it  seems 
almost  irresistible.  The  concept  of  Social- 
ism in  the  United  States  seemed  a passing 
whim,  at  first,  and  it  was  difficult  for 
us  to  comprehend  what  was  taking  place. 
Truly  we  were  all  infected  by  the  same 
“bug”  — “it  can’t  happen  here.”  When  a 
finger  in  the  hole  in  the  dyke  might  have 
prevented  the  flood,  none  put  his  finger  in 
the  hole. 

Since  we  came  to  the  realization  of  what 
was  happening,  most  of  us  have  been  so  en- 
grossed trying  to  “save  our  own  skins,”  so 
to  speak,  that  we  have  failed  to  look  beyond 
Medicine  to  view  the  Nation  as  a whole  — 
as  citizens  rather  than  doctors.  For  this 
reason  your  editor  takes  the  liberty  of  re- 
printing the  following  article  from  Spot- 
light for  the  Nation  (L-523) : 

By  SENATOR  HARRY  FLOOD  BYRD, 
Virginia 

It  was  with  a good  deal  of  reluctance  and. 
I will  say,  a good  deal  of  sadness  that,  as 
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chairman  of  the  Senate  Committee  on  Fi- 
nance. I was  compelled  to  ask  for  an  increase 
in  the  Federal  debt  limit  from  $298  to  $300 
billion.  I did  so  because  I was  told  that  un- 
less the  debt  limit  was  increased,  our  Gov- 
ernment could  not  pay  its  current  bills. 

I do  not  recall  in  my  long  service  on  the 
Senate  Committee  on  Finance  that  there 
ever  before  arose  such  a condition  as  was 
presented  to  us. 

It  had  to  be  recognized  that  the  failure 
of  this  Government  to  pay  its  bills  would 
create  chaos  at  home  and  abroad  in  the  free 
world. 

Such  a situation  could  not  be  permitted  to 
occur. 

Under  circumstances  which  had  been  al- 
lowed to  develop,  we  were  virtually  forced 
to  go  more  deeply  into  debt  to  pay  running 
expenses  continually  coming  due  in  excess 
of  revenue  income. 

Federal  financial  crises  such  as  this  are 
recurring  with  increasing  frequency.  En- 
actment of  the  bill  raised  the  limit  on  the 
Federal  debt  S7  billion  in  8 months. 

A year  ago  the  debt  limit  was  $293  bil- 
lion. In  June,  1961,  at  the  request  of  the 
administration,  the  debt  limit  was  raised 
to  $298  billion.  Now.  at  the  request  of  the 
administration,  it  has  been  raised  to  $300 
billion. 

Treasury  figures  relating  to  the  recent  $2 
billion  debt-increase  show  deterioration  in 
the  fiscal  situation  has  been  precipitous 
since  the  June  request  to  raise  the  debt  limit 
to  $298  billion. 

Unnecessary  spending  is  increasing.  Non- 
military Federal  expenditures  in  the  first  7 
months  this  year,  through  January,  1962, 
ran  10  per  cent  higher  than  during  the  same 
period  last  year. 

Total  Federal  expenditures  in  the  July- 
January  period  were  $3.9  billion  higher  than 
last  year;  nonmilitary  expenditures  in- 
creased $2.4  billion,  and  military  expendi- 
tures increased  $1.5  billion. 

We  have  been  the  policeman,  the  banker, 
and  the  Santa  Claus  for  the  free  world  more 
than  15  years.  Recent  figures  showed  U.S. 
foreign  aid  has  totaled  more  than  $100  bil- 
lion, and  it  is  continuing. 

Meanwhile  we  are  faced  with  a menacing 
deficit  in  the  balance  of  international  pay- 


ments between  the  United  States  and  nations 
we  have  assisted.  It  has  run  as  high  as  $4 
billion  a year. 

This  situation,  in  combination  with  do- 
mestic deficits  which  threaten  or  cause  in- 
flation, has  resulted  in  a drain  on  our  gold 
supply.  We  have  lost  30  per  cent  of  our  gold 
in  relatively  few  years.  I emphasize : We 
have  lost  30  per  cent  of  our  gold  reserves. 

We  are  already  laboring  under  a terrible 
tax  burden.  It  is  confiscatory  in  some  areas. 
Deficits  are  continuing;  and  the  debt  is  at 
a peak  never  reached  even  for  4 years  of 
global  shooting  war. 

In  addition  to  $300  billion  in  direct  debt, 
we  have  assumed  contingent  liabilities  at 
home  and  abroad  amounting  to  untold  bil- 
lions more. 

Now  we  propose  to  underwrite  the  debts 
of  the  United  Nations. 

Before  July,  1962,  the  administration  is 
going  to  ask  that  the  debt  limit  be  raised 
again  by  $8  billion,  lifting  the  limit  by  $15 
billion  in  a year.  As  the  situation  stands 
now,  this  will  be  the  year  of  the  highest 
revenue  and  the  highest  debt  in  history. 

It  is  clear  that  continually  raising  the 
statutory  limit  on  the  Federal  debt  is  only 
temporizing  with  dangerous  deterioration  in 
the  Government’s  basic  fiscal  condition. 

As  chairman  of  the  Finance  Committee  — 
and  I hope  I shall  be  joined  by  other  Sena- 
tors — I shall  oppose  to  the  utmost  of  my 
capacity  raising  the  debt  limit  an  additional 
$8  billion,  to  $308  billion  for  the  next  fiscal 
year  when  the  administration  says  there  will 
be  a balanced  budget. 

A thorough  examination  of  the  financial 
position  of  the  United  States  should  and  will 
be  made  by  the  Senate  Committee  on  Fi- 
nance before  the  next  request  to  raise  the 
limit  on  the  Federal  debt  is  granted. 

Work  on  the  examination  has  started.  The 
Government’s  obligations  are  huge,  complex, 
and  world-wide.  The  study  will  be  exhaus- 
tive. It  is  concerned  with  hard  facts  as  dis- 
tinguished from  fiscal  fantasy. 

As  a starting  fact  — regardless  of  how 
important  the  justifications  were  — there 
have  been  24  Federal  deficits  in  the  past  30 
years.  The  deficit  last  fiscal  year  was  $3.9 
billion.  This  year,  ending  June  30,  1962, 
it  will  be  $7  billion  to  $10  billion,  to  make  it 
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a total  of  $11  billion  to  $14  billion  for  the  2 
years.  It  is  my  frank  and  considered  opin- 
ion that  there  will  not  be  a balanced  budget 
next  year.  I would  be  willing  to  venture, 
as  strongly  as  I can,  the  prediction  that 
there  will  be  a very  substantial  deficit  unless 

SnmofVlinrr  io.  ^ ‘ ' 

Jorrection — 

The  name  Doctor  Win.  J.  McCrann 
)f  Omaha,  was  inadvertently  omitted 
Ifrom  the  list  of  those  honored  for  50 
years  of  service  in  medicine,  by  the  Ne- 
braska State  Medical  Association,  last 
May.  His  name  was  not  included  in  the 
copy  used  by  the  editor  in  making  up 
the  list.  This  is  to  be  regretted  and 
we  apologize! 

government. 

Neither  our  form  of  government  nor  our 
system  of  enterprise  can  survive  insolvency. 
All  of  us  know  that  we  cannot  continue 
much  longer  to  spend  and  spend,  and  tax  and 
tax,  and  borrow  and  borrow. 

Nothing  now  before  Congress  or  any 
other  branch  of  Government  is  more  im- 
portant than  protection  of  the  nation’s  fis- 
cal structure.  It  is  being  examined.  Mean- 
while further  impairment  should  be  stopped. 
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not  one  of  them  is  engaged  in  the  private 
practice  of  medicine.  They  are  “profes- 
sors” in  one  or  another  grade;  “directors” 
of  clinics,  hospitals,  welfare  departments; 
et  cetera.  Two  of  them  are  deans  of  medical 
schools,  namely,  Doctors  Robert  H.  Alway, 
Stanford  University  School  of  Medicine, 
and  Thomas  Hunter,  University  of  Virginia 
Medical  School. 

Those  whose  activities  have  been  labelled 
subversive  by  the  House  Un-American  Ac- 
tivities Committee  are: 

Doctors  George  Baehr,  chairman  of  the 
New  York  State  Public  Health  Council; 
Leona  Baumgartner,  Commissioner  of  the 
New  York  City  Department  of  Health;  E. 
M.  Bluestone,  Adjunct  Assistant  Professor 
of  Administrative  Medicine,  Columbia  Uni- 
versity College  of  P.  and  S.;  and  Lawrence 
S.  Kubie,  Director  of  Training  at  Sheppard- 
Enoch  Pratt  Hospital,  Towson,  Maryland. 

It  seems  obvious  that  Ribicoff,  Cohen,  and 
the  President  contrived  this  show  for  po- 
litical reasons.  There  is  probably  no  one 
more  intimately  acquainted  with  Reds  and 
Pinks  than  Wilbur  J.  Cohen,  at  present  as- 
sistant to  Ribicoff  and  formerly  adviser  to 
the  immediate  past-director  of  H.E.W. 


A POLITICIAN’S  MEDICINE  SHOW 

Forty-one  doctors  of  medicine  have  band- 
ed together  to  support  Social  Security  In- 
surance medical  care  for  the  aged.  Twenty- 
seven  of  them  visited  the  White  House  on 
March  27,  1962.  Their  meeting  with  the 
President  was  televised.  Very  promptly 
thereafter  several  magazines  and,  of  course, 
Washington  newspapers  made  a big  play  of 
the  episode : 

— Good  Housekeeping,  “Care  of  the  Aged 
. . . and  This  Nonsense  About  ‘Social- 
ized Medicine’,”  by  Arthur  S.  Flem- 
ming. 

—McCalls,  “All  to  the  Good,”  by  H.E.W. 
Secretary  Ribicoff. 

— Newsweek,  “Medicare : Who  Should 
Pay  the  Bill?” 

Washington  newspapers  that  blew  up  the 
news  failed  to  mention  the  fact  that  at  least 
10  per  cent  of  this  group  had  subversive 
backgrounds. 

Upon  scrutinizing  the  list  of  41,  one  notes 
that,  so  far  as  available  information  implies, 


Current  Comment 

Honor  for  Centenarians — 

Eighty  residents  of  Pennsylvania  who 
reached  their  100th  birthday  during  1961 
were  presented  testimonial  plaques  by  the 
Pennsylvania  Medical  Society,  which  is  now 
seeking  names  of  persons  in  the  state  who 
will  become  centenarians  during  1962. 

The  Pensylvania  Medical  Society,  since 
1948,  has  presented  a total  of  640  of  these 
awards.  The  recognition  is  in  the  form  of 
a hand  lettered  testimonial,  mounted  on 
wood  and  laminated.  The  text  reads,  “in 
recognition  of  one  whose  life  span  exempli- 
fies healthful  living.”  The  presentation  is 
made  by  officers  of  the  Medical  Society  in 
the  county  where  the  centenarian  lives  and 
by  personal  physicians. 

In  former  years,  three  out  of  four  testi- 
monials have  been  awarded  to  women,  but 
during  the  most  recent  year  completed,  one- 
third  of  the  known  centenarians  in  Pennsyl- 
vania were  men. — The  Pennsylvania  Medical 
Journal. 
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Comments  From 
Your  President 


Man  is  by  nature  politically  inclined  and 
if  he  lives  in  a democratic  society  his  free- 
dom and  privileges  are  secure  only  so  long 
as  he  fulfills  his  responsibility  as  a citizen. 
The  physician  of  today  must  be  more  than 
a well  motivated,  but  somewhat  narrow- 
minded participant  in  changing  social  scenes. 
He  must  retain  the  vitality  of  thought  neces- 
sary to  adapt  himself  and  his  activities  to 
the  “new  winds”  of  social  and  scientific 
changes  that  are  blowing  through  the  decade 
of  the  60’s.  We  must  recognize  self-disci- 
pline as  a precious  responsibility,  which  we 
as  physicians  must  exercise,  if  we  are  to 
preserve  our  professional  freedom. 

Actually  medicine  is  not  totally  in  the 
hands  of  physicians  and  it  behooves  us  to 
educate  those  who  we  come  in  contact  with 
and  to  forcefully  give  our  views  as  author- 
ities on  the  subject  of  medicine.  We  must 
keep  informed  and  take  time  to  familiarize 
ourselves  with  issues  and  the  facts.  Our 
competence  in  medicine  has  not  been  ques- 
tioned, but  we  must  be  knowledgeable  also 
in  the  social  and  economic  fields.  Perhaps 
our  greatest  single  problem  today  is  the 
apathy  of  so  many  physicians  in  this  area. 
The  issue  of  over-riding  importance  is  not 
the  specific  provision  of  any  one  bill,  but 
rather  the  basic  principle  involved  in  the 
Social  Security  approach  to  the  question  of 
health  care  for  the  aged.  We  must  accept  a 
personal  responsibility  in  assuming  a posi- 
tive, imaginative  effort  to  solve  the  kind 
of  problems  which  give  rise  to  such  political 
issues  as  H.R.  4222. 

We  must  not  simply  take  a negative  posi- 
tion with  respect  to  a particular  bill  in 
Congress,  but  rather  a positive  attitude  to- 
ward fundamental  principles,  which  we  be- 
lieve are  vital  to  the  nation’s  continuing 
progress  and  ultimate  survival.  We  must 
take  a positive  stand  for  individual  respon- 
sibility, for  voluntary  cooperation,  for 
preservation  of  the  historic  Federal-State 
organizational  structure  and  for  help  to 
those  persons  who  need  help.  This  is  not 
necessarily  a simple  question  of  science  and 
politics,  but  one  of  defense  of  freedom  of 
our  way  of  life,  of  a democracy  representa- 
tive in  nature.  It  is  a matter  of  holding  a 
line  on  things  that  are  just,  right,  and 
honorable. 


We  must  know  the  face  of  the  enemy 
and  keep  people  informed  of  the  basic  prin- 
ciples involved.  Advocates  are  recommend- 
ing a government  subsidy  for  their  own 
care ; we  want  everyone  to  stand  on  his 
own  feet.  It  has  been  repeatedly  pointed 
out  that  any  proposal  to  incorporate  health 
care  benefits  in  the  Social  Security  system 
would  certainly  represent  the  first  major  ir- 
reversible step  towards  the  complete  social- 
ization of  medical  care.  If  we  lose  this 
fight  it  may  be  the  last;  if  we  can  hold  the 
line  the  proponents  of  socialized  medicine 
may  find  the  climate  much  less  favorable  in 
the  future. 

I hope  that  every  physician  will  offer 
vigorous  cooperation  and  constructive  ad- 
vice and  support  of  his  medical  leadership. 
The  A.M.A.  must  continue  its  close  coordin- 
ation and  help,  and  we  must  never  be  separ- 
ated from  our  parent  organization.  Keep 
informed  through  your  county  medical  so- 
cieties, your  publications,  and  directives 
from  your  State  Medical  Association,  from 
the  A.M.A.  news  and  other  media.  Above 
all,  keep  informed. 

This  issue  of  the  Journal  reaches  you  at  a 
very  crucial  time  in  the  deliberations  of 
Congressional  Committees.  Our  immediate 
efforts  must  be  directed  against  Federally 
controlled  Social  Security  health  care.  Be- 
yond that,  each  of  us  must  help  in  estab- 
lishing a political  climate  compatible  with 
the  preservation  of  our  freedom  and  our 
American  way  of  life. 

0.  A.  Kostal,  M.D., 
President. 
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Civil  Defense  and  Disaster  Control* 

A Panel  Discussion 

THE  ROLE  OF  SMALL  AND  LARGE  COMMUNITIES 


I wish  to  welcome  the  physi- 
cians attending  the  Annual 
Mid-  West  Clinical  Society, 
here  in  Omaha.  The  bomb  that  was  explod- 
ed yesterday  is  just  a beginning  for  the 
American  people.  The  medical  profession 
must  be  prepared  for  any  eventualities.  The 
subject  today  is  primarily  concerned  with 
medical  disaster  care.  These  are  perilous 
times,  and  preparation  for  major  disaster 
is  most  important.  Of  all  groups  in  the 
population  physicians  best  understand  the 
importance  of  prevention  of  morbidity.  By 
education  and  experience  they  can  also  com- 
prehend more  readily  some  of  the  technical 
aspects  of  the  problem.  Furthermore,  as 
respected  members  of  their  communities 
they  can  provide  advice  and  example  which 
will  carry  great  weight.  Finally  there  is 
another  most  compelling  reason:  There  is 

no  other  group  that  can  exert  the  necessary 
leadership.  This  I wish  to  emphasize,  re- 
gardless of  what  the  situation  in  your  com- 
munity is  as  to  an  organizational  plan  for 
the  care  of  mass  casualties.  The  leadership 
must  come  from  the  doctor  who  takes  care 
of  the  sick  and  injured  daily  throughout  his 
life  and  through  his  practice  of  medicine. 
The  medical  profession  must  not  falter  in 
its  ideals  to  be  prepared  for  the  care  of 
mass  casualties  in  times  of  disaster. 

It  is  extremely  important  that  all  of  us, 
as  members  of  the  medical  profession, 
realize  that  we  have  a responsibility  that 
we  cannot  shirk.  There  is  no  alternative 
but  for  us  to  put  our  shoulder  to  the  wheel 
and  be  prepared  for  any  eventuality;  and 
to  see  that  the  population  of  the  United 
States  receives  the  best  possible  medical 
care  in  times  of  major  disaster.  This  re- 
quires your  attention,  cooperation,  and  as- 
sistance in  their  medical  plans.  The  Rus- 
sian threat,  in  my  opinion,  and  this  is  only 
my  opinion  — is  one  of  intimidation  both 
by  rattling  the  thremonuclear  bomb  and  by 
political  and  pressure  maneuvers.  This  in 
itself  should  give  us  the  stimulus  and  in- 
centive to  show  that  the  American  people 
have  in  the  past  and  will  again  stand  up  to 


GEORGE  N.  JOHNSON.  M.D. 

Chairman,  Civil  Defense  and  Disaster  Committee, 
Nebraska  State  Medical  Association 
Omaha,  Nebraska 


the  threats,  any  threats  to  liberty,  and  free- 
dom and  particularly  to  the  democratic 
way  of  life.  We  must  demonstrate  that  we 
will  prepare  ourselves  come  what  may  and 
we  will  see  that  the  best  possible  medical 
service  be  rendered,  under  whatever  cir- 
cumstances, to  the  population  under  our 
care.  The  more  prepared  we  are,  I person- 
ally am  convinced,  the  lesser  will  be  the 
threats  from  Communism.  Once  the  Com- 
munists realize  that  they  are  confronted 
with  a nation  which  is  standing  up  ready 
to  meet  the  eventualities,  there  will  be  no 
all-out  conflict. 

Medical  preparedness  does  not  limit  itself 
to  the  medical  profession  or  to  the  allied 
medical  services.  The  responsibilities  of 
medical  services  and  medical  care  lie  not 
only  with  the  people  involved,  but  also  the 
institutions  that  help  care  for  the  sick  and 
injured  during  normal  times.  I am  refer- 
ring to  the  small  and  large  community  hos- 
pitals. Merely  having  a doctor,  a nurse,  or 
a dentist,  pharmacist,  veterinarian  or  other 
allied  medical  professional  people  is  not 
enough  to  guarantee  good  medical  service. 
There  must  be  a coordinated  effort  in  the 
planning  of  movement,  communication,  sup- 
plies, rotation  of  personnel,  education  of 
all  these  people  to  carry  out  the  respective 
roles  in  an  orderly  manner.  Disaster  medi- 
cine depends  heavily  upon  communications 
and  transportation,  the  services  of  electri- 
cians, plumbers,  carpenters,  rescue  workers, 
secretary,  police  and  fireman.  All  are 
serving  towards  one  goal,  namely  to  save 
the  lives  of  the  injured  individuals.  Keep- 
ing that  in  mind,  the  problem  of  organ- 

••Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session,  October,  1961. 

NOTE : Inquiries  on  this  or  other  of  the  papers  constitut- 

ing this  panel  discussion  should  be  directed  to  Arnold  W. 
Lempka,  M.D.,  502  Medical  Arts  Building,  Omaha  2. 
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ization  and  planning  will  be  not  one  of 
frustration,  but  one  of  hope  and  saving  of 
lives.  This  has  to  be  accomplished  in  a 
slow,  progressive  and  steady  manner.  If 
frustrations  do  occur,  do  not  let  them  stand 
in  your  way.  Overcome  them,  because  the 
lives  of  our  people  depend  on  an  operation 
that  is  orderly  and  one  that  will  render  the 
best  possible  medical  service  to  enable  the 
injured  to  survive.  With  these  remarks,  I 
would  like  to  introduce  to  you  our  special 
guest,  Major  General  Lyle  A.  Welch  — the 
Adjutant  General  for  the  State  of  Nebraska 
Civil  Defense. 

General  Welch: 

Members  of  the  Omaha  Mid-West  Clinical 
Society,  it  is  indeed  an  honor  to  have  this  op- 
portunity to  address  you,  if  for  just  a few 
minutes,  and  I hope  that  what  I have  to 
bring  to  you  may  have  some  significance 
and  bearing  on  the  deliberations  we  will 
take  part  in  just  a little  later.  Doctor 
Johnson  told  me  I had  a specified  number  of 
minutes  to  give  you  my  message  and  in  con- 
sideration of  that  limitation  I thought  per- 
haps one  of  the  most  important  things  I 
could  tell  you  today  concerned  a tremendous 
change  that  has  come  about  in  our  National 
Government  and  our  State,  in  the  matter  of 
Civil  Defense  and  Civil  Emergency  Disaster 
planning.  I hope  I won’t  repeat  things  that 
you  already  know,  but  many  of  you  would 
probably  be  most  interested  to  learn  that 
only  in  the  last  few  months  has  the  total 
Civil  Defense  responsibility  been  lifted  from 
what  was  known  as  the  Office  of  Civil  and 
Defense  Mobilization  and  given  directly  to 
the  Department  of  Defense.  This  Depart- 
ment now  has  unquestionable  operational 
control  of  the  entire  area  of  civil  defense. 
It  was  at  one  time  a large  headquarters  in 
Washington,  but  now  has  become  the  Of- 
fice of  Emergency  Planning  and  consists  of 
about  350  individuals  who  are  responsible 
for  the  emergency  planning  and  advice  to 
the  President  of  the  United  States  in  the 
overall  picture;  but  the  total  operational 
control  of  the  nonmilitary  defense  of  the 
United  States  of  America  is  now  in  the  De- 
partment of  Defense.  I might  deviate 
briefly  to  tell  you  that  the  Defense  Depart- 
ment of  Nebraska  has  had  this  situation  in 
effect  since  1953.  In  that  time  our  legisla- 
ture gave  the  Civil  Defense  responsibility 
to  the  Adjutant  General’s  department  so 
that  he  not  only  had  the  military  defense  de- 


partment, the  Nebraska  National  Guard, 
and  its  sister  the  State  Guard,  but  he  also 
had  the  responsibility  of  developing  the 
Civil  Defense  picture.  This  makes  it  con- 
siderably more  workable  as  far  as  we  are 
concerned,  because  we  know  how  to  oper- 
ate in  Department  of  Defense  channels, 
whether  or  not  it  be  on  a military  or  a non- 
military basis. 

But  now  to  the  message  that  I wanted  to 
bring  to  you  today.  Now  that  there  is  un- 
questionably a definite  control  and  a finan- 
cial backing,  — a financial  structure  back 
of  the  Department  of  Defense  specifically 
earmarked  for  the  nonmilitary  defense,  I 
think  you  should  know  that  the  principal 
concept  of  the  Defense  department  is  that 
the  final  responsibility  for  the  working  of 
the  nonmilitary  defense  throughout  the 
country  lies  directly  with  the  individual 
political  subdivisions,  namely,  the  village, 
the  town,  the  city,  the  county,  and  the 
state  concerned.  This  is  the  area  in  which 
I can  speak  only  for  Nebraska,  officially. 
I am  familiar  with  the  other  states  — our 
sister  states  in  Region  6 which  comprises 
roughly  the  large  middle  west  area  — the 
Missouri  River  basin.  This  is  where  we 
are  very  weak,  and  I’d  like  to  ask  in  par- 
ticular, those  from  Nebraska  who  are  in  the 
audience  and  the  others  from  the  other 
states  a couple  or  three  questions  before  I 
stop.  One  of  them  is:  Do  you  know  that 
you  have  a state  survival  plan  which  was 
developed  in  1957?  Do  you  know  what  it 
looks  like?  Have  you  seen  it?  Do  you 
know  whether  or  not  there  is  a National 
Plan  that  this  was  based  upon?  Do  you 
know  that  every  county  and  city  within  your 
realm  and  your  sphere  of  influence  must 
needs  have  a written  plan  based  upon  that 
state  plan  and  approved  by  the  State,  and 
Regional  and  National  offices  of  the  De- 
partment of  Defense  by  the  31st  of  this 
January?  If  not,  your  political  subdivision 
will  not  be  able  to  participate  any  further 
in  the  Surplus  Property  Program  which  is 
so  vital  for  preparing  communities  for  dis- 
aster procurement  of  bulldozers,  cranes, 
tractors,  generators,  helmets,  pick-axes,  gas- 
masks, and  what  not.  The  war  surplus  will 
cease  for  your  community  as  of  the  31st  of 
this  next  January  (1962)  if  you  do  not  have 
a plan  that  is  prepared  by  the  government 
which  is  now  incumbent  in  your  community; 
you  cannot  either  participate  after  January 
31st  in  the  personnel  and  administrative 
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funds  which  will  help  your  community  fi- 
nance an  adequate  nonmilitary  defense  or 
emergency  disaster  program  in  your  state 
by  supplementing  the  funds  which  you  have 
in  your  community  for  such  a purpose  by 
matching  dollar  for  dollar.  You  cannot  ob- 
tain all  those  funds  after  January  31st  if 
you  do  not  have  a written  and  approved  plan 
and  an  intelligent  approach  to  this  thing. 
So.  as  I view  it  now  in  the  limited  time  1 
have  to  address  you  at  this  moment,  it  seems 
to  me  that  you  people  who  are  extremely 
important  leaders  in  your  community 
should  ask  yourselves  and  the  responsible 
government  bodies  of  your  communities, 
do  we  have  a plan?  Do  we  have  any  or- 
ganization in  our  community  for  emergency 
disaster  survival  defense?  If  we  do  not 
have,  why  not?  Who  is  responsible  for  it? 
Who  am  I going  to  contact  and  ask  these 
questions  ? 

Civil  Defense,  it  seems  to  me,  is  a very 
simple  thing.  It’s  a bad  word,  it  has  been 
bantered  about  a long,  long  time,  but  it 
is  a very  simple  thing.  It  simply  means  to 
me  that  that  w ord  denotes  government 
emergency  disaster  planning  in  whatever 
echelon  of  government  it  is  necessary  to 
consider.  The  government  that  is  in  exist- 
ence the  day  that  the  balloon  goes  up  is  go- 
ing to  be  responsible  for  implementing  a 
plan  that  they  should  have  developed  pre- 
viously by  virtue  of  their  responsibility. 
This  isn’t  being  done.  I would  just  like  to 
tell  you  — and  1 don’t  like  to  wash  dirty 
linen  of  Nebraska  — in  front  of  other  peo- 
ple who  might  be  here  — but  you’d  be  in- 
terested to  know  that  out  of  the  93  coun- 
ties in  our  state  we  have  only  12  counties 
that  have  a plan,  and  we  don’t  have  very 
many  cities  that  have  plans.  I’m  delighted 
to  come  and  tell  you  this  because  I think  it 
is  high  time  that  we  find  that  out.  I don’t 
know  how  long  we  are  going  to  have  to  wait 
for  Khrushchev  to  keep  on  doing  what  he 
says  he  is  going  to  do  before  we  get  busy 
and  make  some  plans.  I think  that  is  just 
about  where  I had  better  stop,  Doctor  John- 
son, right  now.  Thank  you. 

DR.  JOHNSON: 

It  is  a pleasure,  at  this  time  to  introduce 
Mr.  George  Winkler,  who  will  speak  on  — 
Communications  in  Disaster. 

Doctor  Johnson,  members  of  the  panel, 
General  Welch,  Ladies  and  Gentlemen  of  the 


Medical  Profession,  the  Omaha  Mid-West 
Clinical  Society.  I have  a reputation  of  be- 
ing a pretty  blunt  speaker,  and  I’m  not  go- 
ing to  deviate  from  that  reputation  today. 
I have  something  I wish  to  say  regarding 
the  medical  profession’s  participation  in 
Civil  Defense,  and  while  I’m  on  this  subject 
I want  to  express  a personal  opinion,  and  it 
is  a personal,  unofficial  opinion  that  all  of 
us  are  primarily  engaged  in  civilian  survival 
rather  than  civilian  defense.  I sincerely 
believe  that  much  public  apathy  and  com- 
placency would  be  eliminated  if  we  substi- 
tuted the  word  survival  some  day  for  the 
word  defense.  So  I will  confine  my  re- 
marks primarily  to  the  elements  of  civil 
defense  with  which  I’m  most  familiar. 
These  elements  are  warnings  and  communi- 
cations as  related  to  the  medical  divisions 
of  civil  defense  locally.  Based  upon  my  ex- 
perience, there  is  no  group  engaged  in 
civilian  survival  that  is  more  confident,  bet- 
ter trained,  more  sincere  and  more  energetic 
than  the  medical  division  of  civil  defense. 
This  is  not  a slur  cast  on  other  elements. 
They  are  working,  they  are  trying,  too.  I’m 
talking  about  training  and  willingness. 
Here  in  the  Omaha-Douglas  County  area, 
we  have  in  operation,  a plan  which  Doctor 
Best  and  his  associates  refer  to  as  the  Bible. 
This  is  in  itself  one  of  the  best  medical  dis- 
aster plans  that  I have  seen,  and  I have 
seen  quite  a few  in  this  country.  It  includes 
an  emergency  plan-out-call  list  whereby 
the  members  of  the  medical  division  can  be 
alerted  in  a minimum  period  of  time.  And 
what  is  more  important,  those  who  are 
alerted  know  what  to  do  and  where  to  go 
and  how  to  do  it  when  they  get  there.  To 
back  this  program  of  medical  alerting  there 
is  a battery  of  local  government  mobile  and 
portable  radio  stations,  walkie-talkies  and 
so  forth  that  can  immediately  set  up  field 
medical  basic  communication  facilities. 
When  I say  that,  I don’t  mean  we  have 
enough  — we  are  far  from  enough,  but  we 
have  a very  good  start.  We  need  about  ten 
times  what  we  have  just  for  this  Omaha  and 
Douglas  County  area.  Now,  how  does  this 
come  about?  It  did  not  come  about  because 
it  was  mandatory.  It  did  not  come  about 
because  of  any  particular  official  order.  It 
came  about  because  the  medical  director  of 
the  Omaha-Douglas  County  Civil  Defense 
and  his  associates  were  so  concerned  with 
the  possible  need  of  disaster  communication 
facilities  in  the  field  that  it  was  placed 
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high  on  the  priority  lists  of  things  that  had 
to  be  accomplished  in  order  to  make  the 
medical  division  operative  in  the  event  of  a 
disaster.  Now  I come  to  the  personal  ob- 
servation that  I wish  to  make.  If  I were 
concerned  about  what  we  would  do  if  the 
Red  Alert  alarm  was  sounded  in  my  office, 
I would  stop  worrying  about  the  medical  di- 
vision and  start  worrying  about  some  of  the 
other  departments.  I know  that  I’m  facing 
a medical  audience  and  likewise  know  that 
there  is  always  time  for  a moment  of  truth. 
This  moment  of  truth  can  best  be  recognized 
with  this  statement,  that  if  all  segments  of 
“civil  defense”  were  as  sincere  and  pos- 
sessed of  the  same  objectives  and  worked 
towards  those  objectives  as  the  medical  di- 
vision does,  what  an  organization  we  would 
have!  Personally  I’ve  learned  many  things 
from  my  observation  of  the  actions  of  the 
medical  division  of  civil  defense  here  in 
Omaha  and  Douglas  C o u n t v.  and  other 
places.  To  analyze  these  actions  you  need 
use  only  one  word  — leadership.  Now  the 
medical  division  of  civil  defense  will  func- 
tion only  as  well  in  a disaster  as  its  leader- 
ship functions  during  peace  time.  We  have 
that  leadership  here.  I know  it  exists  in 
other  states,  too,  but  I’m  very  well  informed 
of  what  we  have  here,  and  we  can  all  be 
proud  of  it.  We  hope  good  leadership  exists 
elsewhere.  Now,  I believe  it  would  be  of 
interest  to  you  if  I explain  how  the  National 
Civil  Defense  Warning  System  operates. 
The  Federal  Government  has  the  responsi- 
bility of  warning  the  civilian  population  of 
the  United  States.  Here  is  how  it  is  done. 
The  Government,  through  the  Department 
of  Defense,  then  through  the  department  of 
Civil  Defense,  has  the  responsibility  of  de- 
claring an  air  raid  warning  and  transmit- 
ting this  warning  and  other  pertinent  in- 
formation to  the  civilian  population  nation- 
wide through  the  attack  warning  system 
called  the  National  Civil  Defense  Warning 
Network.  It  consists  of  a Federal  portion 
operated  by  civil  defense  and  a State  por- 
tion under  the  supervision  of  general  and 
local  city  and  county  portions.  The  federal 
portion  consists  of  a special  East  telephone 
wire  system  from  Civil  Defense  Warning 
Centers  strategically  located  in  the  United 
States.  There  are  warning  points,  and  a 


warning  point  is  located  in  each  state.  The 
State  of  Nebraska,  for  example,  is  respon- 
sible for  disseminating  a warning  for  the 
counties  after  hearing  from  the  warning 
network.  Let’s  assume  that  the  real  thing 
happens  right  now.  Here  is  how  the  warn- 
ing network  is  activated,  and  here  is  what 
the  Nebraska  warning  point  does.  A spe- 
cial alarm  is  sounded  and  received  at  the  Ne- 
braska warning  point  located  at  the  Com- 
munications Bureau  of  the  Police  Depart- 
ment here  in  Omaha.  Roll  call  is  taken  by 
the  warning-  center  to  be  sure  that  all  the 
warning  points  have  received  the  warning. 
Here  in  Omaha  direct  wire  to  the  State 
Capitol  Civil  Defense  headquarters  as  well 
as  another  point  in  Grand  Island  receives 
the  same  warning.  The  operators  at  this 
warning  point  in  Omaha  call  to  be  sure  they 
received  it.  No  guesswork.  We’ve  got  to 
know  that  it  is  verified,  that  it  has  been  re- 
ceived. Now  that  the  local  alarm  here  is 
sounded  with  our  air  raid  sirens,  the  Sher- 
iff’s network  is  called,  and  each  station  is 
responsible  for  calling  from  three  to  eight 
stations  within  the  range  of  their  transmit- 
ters. By  and  large,  and  as  time  goes  on 
from  three  to  eight  minutes,  the  entire  state 
plus  news  services,  television,  and  so  on,  of 
course,  spread  this  alert  and  warning. 
Certain  procedures  are  followed,  they  are 
classified. 

Now,  the  warning  - point  operators  re- 
ceive, over  the  national  warning  net- 
work, information  relative  to  the  number  of 
bombers,  direction  of  travel,  approximate 
speed  if  it  is  a rocket  or  missile;  we  have 
that  information  given  to  us  by  radar 
charters.  Our  operators  down  here  in  Oma- 
ha chart  this  in  a big  map,  where  they  are 
going,  when  it  is  expected  a bomb  strike 
will  happen.  It  can  be  anywhere  from  two 
to  four  hours  with  planes,  and  15  minutes 
or  less  on  rockets. 

Regardless  of  hysteria,  and  panic,  there 
are  two  divisions  that  must  be  operative. 
First  and  foremost,  here  is  the  priority. 
You  might  as  well  know  it  now  and  memor- 
ize it.  Warnings,  Communication  and 
Medical.  That  is  what  I have  in  my  book. 
After  that  everything  else  is  done.  This  is 
my  own  statement  of  priority. 


“Now  also  when  I am  old  and  greyheaded,  0 God,  forsake  me 
not:”  (Ps.  71:18). 
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Communications 
in  Civil  Defense 
and  Disaster* 


IN  the  event  of  a marked  dis- 
aster at  any  place  or  at  any 
time,  confusion  must  be  ex- 
pected during  those  early  moments  when 
personnel  concerned  with  the  medical  care 
of  casualties  are  first  notified,  because 
everyone  is  suddenly  transferred  from  an 
orderly  sphere  (whether  it  be  the  usual 
day’s  work,  recreation  period,  or  rest  at 
night)  to  a disorganized  set  of  events.  It 
takes  a little  time  to  orient  oneself  and  co- 
ordinate all  the  phases  of  medical  care. 
Communications  is  the  only  way  to  bring 
order  out  of  a chaos.  We  have  always  em- 
phasized that  communication  s e rv  i c e s 
should  be  available  immediately  and  have 
had  the  finest  support  and  cooperation  from 
Mr.  Winkler,  Chief  of  Communications.  In 
our  opinion,  frequent  discussions  and  re- 
assurances are  necessary  in  order  that  re- 
sponsibility and  plans  are  not  forgotten  by 
the  two  services.  Rarely  do  two  weeks  go 
by  without  the  Chief  of  Communications 
and  the  Chief  of  Medical  Services  having  a 
short  discussion  about  the  service.  We  con- 
tinue to  have  the  problem  of  not  having  ade- 
quate two-way  radio  equipment  for  key 
members  of  the  medical  service.  Apathy 
and  unrealistic  attitudes  of  local  govern- 
ment seem  to  be  our  stumbling  blocks  as 
in  some  other  areas. 

As  one  reviews  the  critics’  reports  in 
areas  where  large  disasters  have  occurred, 
it  has  been  the  breakdown  of  communica- 
tion which  has  prolonged  the  confusion  and 
delayed  adequate  medical  care  with  the  re- 
sult of  unnecessary  suffering  and  loss  of 
limbs  or  life.  Our  plans  call  for  communi- 
cation equipment  to  arrive  at  the  scene  of 
disaster,  the  medical  control  center,  and 
hospital.  In  the  event  of  a local  disaster, 
one  can  have  plans  for  groups  of  doctors 
being  assigned  to  medical  disaster  units  in 
order  that  one  or  more  units  may  be  direct- 
ed to  a disaster  scene  as  soon  as  possible  to 
take  over  the  important  directing  of  first 
aid  and  the  duty  of  seeing  that  all  of  the 
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casualties  are  not  sent  to  the  one  and  near- 
est hospital  but  are  distributed  to  various 
hospitals  in  the  area. 

Here  in  Omaha,  we  have  a four  quadrant 
setup,  and  as  soon  as  the  director  of  the 
medical  service  has  been  notified,  he  calls 
the  Physicians’  Bureau  and  designates 
which  unit  should  be  ready  to  appear  at  the 
scene  of  disaster.  Communications  equip- 
ment should  arrive  immediately  so  that  the 
doctor  who  has  taken  charge  may  be  in 
contact  with  all  the  hospitals  in  the  area. 
This  permits  the  individual  hospital  to  pre- 
pare better  for  casualties,  as  they  will  have 
some  idea  of  the  number  of  casualties  that 
particular  hospital  is  to  receive.  It  also 
alerts  administrators  of  the  hospital  on  the 
amount  of  additional  supplies  that  will  be 
necessary.  When  the  hospital  has  been  ad- 
vised of  what  they  may  expect  in  the  way 
of  casualties,  hospital  administrators  may 
then  again  begin  dismissal  of  their  ambula- 
tory patients  to  their  homes  or  to  some  pre- 
located building  identified  as  a temporary 
hospital.  Also,  proper  communication  may 
permit  a hospital  to  immediately  return  to 
its  normal  plan  for  the  day,  if  it  is  notified 
by  communication  that  the  disaster  has 
caused  few  casualties  or  if  it  has  resulted 
in  no  survivors,  such  as  has  recently  been 
the  case  in  a number  of  our  airplane  dis- 
asters. 

Radio  and  television  may  be  of  great  as- 
sistance if  all  remarks  regarding  medical 
care  plans,  appeals,  and  activities  are  limit- 
ed to  statement  from  a Medical  Control 
Center.  Now,  in  the  event  of  an  evacuation 
from  a city,  such  as  would  occur  in  any  type 
of  bombing  attack,  personnel  will  be  widely 
dispersed  and  very  few  will  even  know 
where  the  relative,  friend,  and  neighbor  has 
fled.  To  assemble  medical  personnel  into 
working  units  will  be  a problem.  If  the  city 
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has  not  been  destroyed  and  radiation  fall- 
out is  not  in  the  picture,  medical  personnel 
will  return  to  the  city  and  assume  duties  at 
their  places  of  assignment  — or,  if  not  as- 
signed, to  the  place  of  choice.  By  establish- 
ing a Medical  Control  Center  and  communi- 
cation equipment  at  all  hospitals,  orderly  as- 
signments and  efficient  distribution  of  per- 
sonnel and  schedules  will  soon  be  accom- 
plished. 

If  the  city  has  been  destroyed  or  fallout 
prevents  re-entry,  the  communication  serv- 
ices have  agreed  on  a plan  whereby  com- 
munication equipment  will  be  placed  in  the 
high  school  or  the  largest  school  building 
in  a large  number  of  our  towns  and  the 
Medical  Control  Center  will  be  in  contact 
with  these  stations.  This  will  permit  as- 
signment and  scheduling  of  personnel  in 
the  various  towns.  These  towns  are  listed 
on  one  side  of  the  assignment  cards  held  by 
most  doctors  in  Omaha,  by  dentists,  and  by 
many  nurses.  By  our  communication  plan 
we  feel  quite  confident  that  all  personnel 
would  soon  have  some  knowledge  of  the  lo- 
cation of  a Medical  Control  Center. 

Each  town  and  every  hospital  would  be 
pushed  to  the  extreme  and  should  have  plans 
for  bed  expansion  into  other  buildings  of 


the  town.  Our  eighteen  or  more  200-bed 
emergency  hospitals  would  probably  be  set 
up  in  the  present  locations,  although  they 
might  for  some  reason  be  relocated.  These 
location  sites  would  soon  have  communica- 
tion equipment  to  express  their  needs  for 
personnel  and  additional  equipment  and  sup- 
plies. Doctors  in  communities  where  hos- 
pitals are  located,  and  particularly  those 
w here  200-bed  emergency  hospitals  are 
stored,  should  have  plans  for  activating  and 
expanding  the  hospital  in  assignment  of  per- 
sonnel. Naturally,  with  proper  communi- 
cation their  requests  for  personnel,  equip- 
ment, and  supplies  can  be  directed  to  the 
Medical  Control  Center.  The  final  words 
are:  We  must  not  forget  that  it  is  the  re- 
sponsibility of  each  one  of  us  to  have  a clear 
idea  of  a course  of  action  to  be  taken  under 
chaotic  conditions  to  appreciate  that  making 
contact  with  the  Medical  Control  Center 
means  better  distribution  of  available  per- 
sonnel, equipment,  and  supply;  that  doc- 
tors, nurses,  and  other  personnel  in  smaller 
hospital-areas  and  particularly  in  the  pre- 
located 200-bed  emergency  hospital  town 
must  have  plans ; and,  last  but  not  least,  re- 
member that  preplanning  and  organization 
plus  ingenuity  will  soon  bring  some  order 
out  of  the  chaos. 


“The  fear  of  death  is  great.  Religious  solace  can  ease  this 
fear,  but  to  give  dignity  to  death  we  must  not  let  our  patient  die 
alone  — without  the  presence  of  his  family,  friends,  his  minister 
and  his  doctor.”  (G.  N.  Lewis,  M.D.,  Lake  County  Medical  News, 
Indiana,  Oct.,  1961). 
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Role  of  The  Fixed  Hospital 

IN  CIVIL  DEFENSE  AND  DISASTER  PLANNING* 


DOCTOR  Johnson,  members  of 
the  panel  and  guests.  Disaster 
planning  for  fixed  hospitals  is 
just  that  — planning  for  disaster.  Not 
apathy,  not  sitting  back  and  waiting  for 
something  to  happen  with  the  thought  that 
the  “nurses  and  doctors  will  come  through.” 
Sure,  they  will  come  through,  but  not  in  the 
fashion  that  they  could  with  some  carefully 
thought  - out  plan.  The  administration  of 
some  small  hospital  in  a community  out- 
state  may  say,  “Well  it’s  hopeless  to  plan 
for  disaster  that  will  involve  thousands  of 
people.”  This  is  the  wrong  attitude.  A 
fixed  hospital  should  plan  for  local  com- 
munity disaster  with  policies  and  methods 
for  compensation  for  a national  disaster. 
What  kind  of  a plan?  A written  plan.  Sim- 
ple, and  easy  to  understand.  It  should  be 
publicized  and  kept  current,  constantly  im- 
proved, and  repeated  at  rehearsals.  Re- 
hearsals of  any  magnitude  can  teach  les- 
sons and  you  know  the  joint  commission  of 
hospitals  expects  at  least  two  drills  a year 
in  this  regard.  To  quote  the  chairman  of 
the  Commission  on  National  Emergency 
Medical  Care  — “working  hard  and  doing 
your  best  is  not  enough  when  disaster 
comes.”  Doctors  must  have  master  tech- 
niques of  emergency  medical  care  arranged 
in  advance.  They  must  have  a workable 
plan  which  is  continously  kept  up  to  date. 

The  problem  of  supplies  is  always  a great 
one.  How  much  of  each  item  should  be 
kept  on  hand;  what  basis  should  be  used  to 
calculate  the  supplies?  It  should  not  be  in 
relation  to  the  casualties  expected,  but  in 
relation  to  the  capabilities  of  the  medical  in- 
stallation when  expanded  to  its  fullest  ca- 
pacity. This  is  the  basis  for  planning.  You 
may  feel  that  the  whole  of  Omaha  might 
descend  upon  you  ■ — what  would  you  do? 
What  could  you  do?  You  have  to  plan  for 
the  possible  and  not  impossible.  Who 
should  get  into  the  act?  The  hospitals,  the 
doctors,  the  nurses  to  be  sure,  but  this  is 
not  enough.  When  you  have  a practice  ex- 
ercise get  the  mayor,  the  clergy,  utility  men, 
food  supply  men,  transportation  people, 
communications,  janitors,  and  all  the  rest. 


ARNOLD  W.  LEMPKA,  M.D. 

Deputy  Medical  Director,  Omaha-Douglas  County 
Defense  and  Disaster  Control 
Omaha,  Nebraska 


Let  them  all  be  a part  of  the  act.  Tell 
everybody  whether  they  will  participate  or 
not.  Don’t  be  embarrassed  by  leaving  some- 
one out.  Let  them  be  embarrassed  for  turn- 
ing you  down. 

Planning  for  disaster  is  not  all  patient, 
supplies,  and  communications  and  so  forth, 
but  also  includes  the  changing  of  one’s  at- 
titude in  the  treatment  of  the  injured. 
There  has  to  be  some  indoctrination  before- 
hand in  the  care  of  casualties  in  disaster. 
Ask  not  how  much  can  you  do  for  a patient, 
but  how  many  patients  can  I do  something 
for?  This  is  hard  to  accept  when  we  spend 
most  of  our  lives  doing  everything  possible 
for  the  one  real  sick  person  we  may  have 
under  our  care,  to  that  of  saying  don’t 
waste  any  time  on  that  one  — he’ll  probably 
die  anyway.  Now  this  problem  should  be 
discussed  with  your  auxiliary  personnel  so 
that  this  attitude  won’t  come  to  them  as  a 
complete  surprise  in  time  of  disaster. 

Before  I go  too  far,  I want  to  discuss  the 
problem  of  selection  of  a director.  In  dis- 
aster one  does  not  have  time  to  put  things 
before  committees  for  solution.  He  has  to 
have  a head,  a director  and  also  an  assist- 
ant director  to  help  him  or  to  take  his  place 
in  case  the  director  does  not  show  up.  You 
have  to  have  one  who  will  have  the  power 
to  act  — be  it  right  or  wrong,  to  do  some- 
thing in  time  of  disaster  — to  make  deci- 
sions. Everyone  should  know  who  that  per- 
son is  and  that  the  person  has  authority. 

Now,  in  planning  for  disaster  in  a fixed 
hospital,  spend  some  time  looking  around 
for  possible  areas  of  expansion  — halls, 
empty  rooms,  little-used  rooms ; and  survey 
the  neighborhood  for  suitable  buildings  in 

* Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session,  October,  1961. 

NOTE:  Inquiries  about  this  or  other  papers  of  the  panel 

discussions  on  Civil  Defense  and  Disaster  should  be  directed  to 
Arnold  W.  Lempka,  M.D.,  502  Medical  Arts  Building,  Omaha  2. 


May,  1962 


271 


which  first  aid  and  other  facilities  could  be 
handled.  Have  some  sites  for  extra  beds  or 
just  for  mattresses  alone  which  could  be 
placed  on  the  floor  if  nothing  else  is  obtain- 
able. These  extra  buildings  should  be  kept 
in  mind  if  disaster  destroys  a part  of  your 
hospital.  Some  thought  should  be  given  to 
sources  of  supply,  water,  electricity  and 
source  of  heat.  An  auxiliary  generator  is 
nearly  a “must”  if  electricity  fails.  One 
should  have  means  of  obtaining  the  services 
of  shortwave  radios  to  help  in  communica- 
tions. Food  is  seldom  a problem  because 
most  hospitals  have  two  or  three  weeks  sup- 
ply of  food  on  hand. 

Now  to  set  up  for  the  actual  casualties: 
Guards  must  be  placed  around  the  hospital 
emergency  entrances  so  that  the  injured  can 
get  in  and  the  curosity  - seekers  can  be 
turned  away.  If  possible,  it  is  best  to  set 
up  a first-aid  station  in  a nearby  building 
so  that  the  hospital  will  not  be  cluttered  up 
with  the  relatively  minor  cases.  In  the  plan 
for  this  it  is  necessary  to  have  a disaster 
box  or  kit  set  up  to  go  at  any  time,  or  may- 
be you  need  two  such  boxes  for  first-aid 
work.  To  control  the  anxious  relatives  it 
is  necessary  to  have  a well-marked  area  at  a 
controlled  entrance  where  information  can 
be  given  out.  Active  function  of  an  infor- 
mation center  by  the  lay  auxiliary  person- 
nel can  pacify  many  anxious  people  and  fa- 
cilitate the  smooth  running  of  the  hospital 
proper.  Top  priority  in  time  of  disaster  is 
set  up  in  a receiving  and  sorting  area  called 
the  triage  area  — this  is  one  of  the  most 
important  sections  of  the  hospital  in  time 
of  disaster.  To  man  this  area  we  need  the 
best  and  most  experienced  surgeons  who 
are  mentally  and  emotionally  well  adjusted. 
Here  things  will  function  better  if  a prior- 
ity table  is  set  up  similar  to  the  follow- 
ing: For  instance,  priority  1,  would  in- 

clude only  the  first-aid  or  out-patients; 
priority  2,  the  moderately  ill  or  injured  pa- 
tients with  a good  chance  of  recovery  if 
given  immediate  care;  priority  3,  those  ill 
and  injured  who  would  not  be  jeopardized 
by  a delay  in  treatment.  And  lastly,  prior- 
ity U,  the  seriously  injured  and  ill  who  prob- 
ably would  not  get  well  under  any  circum- 
stances. 

Now  we  will  enunciate  some  of  the  gen- 
eral principles  in  the  treatment  of  disaster 
casualties,  as  follows: 

1.  Use  procedures  and  principles  that 


will  do  the  most  good  to  the  greatest  num- 
ber. 

2.  Employ  simplified  treatment. 

3.  Consider  the  priority  of  treatment, 
keeping  in  mind  that  control  of  hemorrhage 
and  maintenance  of  airway  are  of  first  im- 
portance with  open  airway  being  first,  and 
control  of  hemorrhage  running  a close  sec- 
ond. Shock  must  receive  early  considera- 
tion, also. 

4.  Keep  in  mind  that  one  must  not  give 
any  treatment  that  makes  the  injured  less 
able  to  take  care  of  himself. 

5.  Remember  that  treatment  is  aimed  at 
preservation  of  life,  limb,  and  function 
rather  than  appearance. 

6.  Psychotic  patients  should  be  sent  else- 
where and  not  kept  around  the  injured. 

7.  Do  not  remove  a patient  from  the  lit- 
ter until  he  reaches  a place  where  definitive 
treatment  is  to  be  given. 

8.  Plan  for  a good  litter-exchange  setup. 

9.  Group  similar  cases  together,  to  sim- 
plify treatment. 

10.  Keep  laboratory  procedures  at  a 
minimum. 

11.  Keep  X-ray  examinations  at  a mini- 
mum. 

12.  Type  blood  before  giving  — cross 
match  if  possible. 

13.  Conserve  blood  by  alternating  with 
blood  expanders.  Do  not  use  more  than 
2000  cc.  of  blood  expander  per  patient. 

14.  Discharge  patients  as  soon  as  pos- 
sible. 

These  are  some  of  the  ideas  that  should 
be  carried  out  in  time  of  disaster.  Now 
where  can  one  get  further  ideas  for  disaster 
planning?  Over  a hundred  articles  have 
appeared  in  medical  journals  recently,  many 
of  them  dealing  with  reports  of  actual  dis- 
aster experiences  and  how  they  were  han- 
dled in  hospitals  with  well  formulated  dis- 
aster plans.  One  seldom  sees  a report  of 
the  chaos  in  a hospital  in  a disaster  that 
had  no  plan.  Some  of  the  more  informative 
articles  include  one  put  out  by  the  Council 
on  Medical  Service  of  the  American  Medical 
Association  called  “ Medical  Aspects  of  Civil 
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Defense.”  Of  real  interest  right  now  is  a 
reprint  from  the  New  York  State  Journal  of 
Medicine  called  “The  Physician  in  Civil  De- 
fense.” It  is  very  interesting  reading,  but 
a little  hard  to  come  by  at  the  present  time 
— the  supply  is  very  limited.  Another  is  a 
“Summary  Report  of  National  Emergency 
Care”  put  out  by  the  American  Medical  As- 
sociation. The  U.  S.  Department  of  Health, 
Education  and  Welfare  has  furnished  plans 
for  a prototype  hospital  with  fall-out  pro- 
tection. Anybody  planning  n e w hospital 
buildings  should  consider  this  type  of  con- 
struction. For  a brief  outline  of  civil  de- 
fense a publication  of  the  Upper  Darby 
Township,  Delaware  County,  Pennsylvania 
entitled  “ Disaster  Plan”  is  very  good  for 
brief  outline  of  hospital  planning. 

Once  you  have  your  disaster  plan  formu- 


lated it  will  be  necessary  to  cany  out  prac- 
tice exercises  to  iron  out  some  of  the  diffi- 
culties that  are  sure  to  arise.  The  all-out 
alert  exercises  are  worthwhile  and  dra- 
matic, but  the  small-phase  type  of  opera- 
ations  are  highly  effective  and  can  accom- 
plish a great  deal.  To  keep  the  public  re- 
minded of  the  hospital’s  plans  for  disaster, 
it  might  be  well  to  have  a sign  in  the  lobby 
stating  that  a small  part  of  the  patient’s 
bill  is  used  to  prepare  against  disaster  — 
maybe  a phrase  like  that  on  the  hospital 
bill  itself  might  help  to  remind  the  public. 

In  closing,  may  I say  again  that  in  hos- 
pital disaster  planning,  we  have  to  plan 
whether  we  think  we  will  need  it  or  not; 
plan  whether  we  will  need  it  or  not  and  plan 
whether  we  will  ever  use  it  or  not,  but  plan 
and  keep  the  plans  up  to  date.  I thank  you. 


“The  House  Foreign  Operations  and  Monetary  Affairs  Sub- 
committee has  reportedly  turned  up  evidence  that  American  foreign 
aid  has  developed  a Soviet  hospital  and  radio  station  in  the  South- 
east Asian  country  of  Cambodia. 

“The  500  bed  hospital,  built  with  American  cement,  is  one  of 
the  most  important  Soviet  showpieces  in  all  Southeast  Asia,  accord- 
ing to  subcommittee  investigators  . . .”  (From  Human  Events 
19:  No.  14,  April  7,  1962). 
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The  "200 -Bed  Hospital " 

IN  CIVIL  DEFENSE  AND  DISASTER* 


DOCTOR  GEORGE  JOHNSON,  Moderator: 

I take  pleasure  in  introducing  Doctor 
Clarence  Brott,  who  will  speak  on  the  sub- 
ject of  “The  200-Bed,  Federal  Civil  Defense 
Hospital.”  Doctor  Brott  is  in  charge  of 
such  a hospital,  volunteering  his  services,  as 
we  all  do. 

DOCTOR  BROTT : Last  May,  I received 
a telephone  call  in  the  midst  of  a busy  after- 
noon asking  me  to  participate  in  this  panel 
discussion.  Feeling  that  Doctor  Johnson 
had  done  a remarkable  job  on  the  Disaster 
Committee  of  the  Nebraska  State  Medical 
Association,  and  that  there  might  be  consid- 
erable interest  in  the  plan  we  have  adopted 
in  Beatrice,  I agreed  to  participate. 

Before  presenting  our  local  ideas  I will 
attempt  to  review  the  purpose  and  the  gen- 
eral planning  of  the  200-bed  hospital  that 
you  may  have  seen  set  up  in  the  exhibits 
as  well  as  some  of  the  supplies  and  sur- 
pluses in  the  hallways  as  you  entered  the 
building.  This  unit  is  a relatively  simple, 
functional,  and  complete  200-bed  general 
hospital.  Nearly  two  thousand  items  are 
stored  in  the  various  sections  of  this  hos- 
pital. About  16  hospitals  have  been  reposi- 
tioned or  distributed  throughout  the  state. 
Two  additional  units  placed  in  Omaha  and 
Lincoln  are  for  teaching  purposes.  The 
supplies  within  these  hospitals  were  planned 
to  last  approximately  36  to  48  hours  de- 
pending upon  the  nature  of  the  disaster. 
Without  trained  personnel  familiar  with  the 
hospital,  its  content,  its  function,  and  how 
it  could  be  used  most  effectively,  the  con- 
cepts of  medical  treatment  for  which  it  is 
designed  could  be  misunderstood  and,  in 
some  instances,  practically  forgotten.  It  is, 
therefore,  necessary  for  us  to  study  and  ex- 
amine the  contents  of  these  wooden  boxes 
and  crates  which  house  the  material  for 
use  in  an  emergency.  Lay  people  would 
have  no  conception  of  how  to  set  up  this 
unit  unless  guided  by  trained  medical  per- 
sonnel. 

At  present,  in  many  instances,  the  hos- 
pital remains  in  a warehouse,  a stack  of 
boxes  misunderstood  and,  in  some  instances, 


CLARENCE  R.  BROTT,  M.D. 
Medical  Director,  Civil  Defense  Hospital 
Beatrice,  Nebraska 


actually  forgotten.  The  purpose  of  this 
hospital  is  to  provide  emergency  medical 
care  to  numerous  casualties  in  time  of  ma- 
jor natural,  or  man-made  disaster.  The 
unit  was  known  as  the  Mesh  unit  having 
its  origin  in  the  60-bed  hospital  in  use  dur- 
ing the  Korean  War.  It  was  conceived  and 
continually  improved  since  1952,  and  it  is 
now  adaptable  to  civilian  rather  than  mili- 
tary needs.  Some  of  the  members  of  this 
audience  may  have  served  in  some  of  the 
Pacific  Mobile  Surgical  Units,  perhaps  in 
the  Mediterranean  theater  where  we  used 
the  similar  field  hospital  and  platoon  for- 
mation supplemented  by  surgical  teams. 
Personnel  of  this  hospital  must  be  recruited 
locally  in  the  community  where  the  unit  is 
positioned.  Because  of  the  surprise  element 
it  would  be  impossible  to  obtain  a sufficient 
number  of  qualified  personnel  unless  pre- 
arranged. All  personnel  — administrative, 
professional,  medical  and  nonprofessional 
— must  have  some  training  in  their  duties 
if  the  unit  is  to  function  efficiently  under 
stressful  conditions. 

In  planning  the  use  of  this  hospital, 
buildings  should  be  sought  such  as  churches, 
schools,  and  municipal  auditoriums,  so  that 
the  unit  can  be  set  up  and  coordinated  with 
supply.  The  unit  is  usually  pre-positioned 
about  15  miles  from  the  target  area,  then 
placed  strategically  in  a state  that  is  pre- 
positioned. As  I said  before  there  are  16 
units  pre-positioned,  the  last  of  those  be- 
ing Broken  Bow,  Grand  Island,  Kearney, 
and  North  Platte.  The  unit  on  display 
downstairs  is  the  1953  model.  The  last 
units  that  have  been  pre-positioned  are  the 
’57  model,  and  a new  model  which  has  more 
supplies  is  coming  out  in  1962.  This  new 
model  will  have  fewer  limited-purpose  items 
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which  is,  as  we  know,  a problem  in  the  older 
models,  and  therefore  they  have  longer  shelf 
life  so  that  one  does  not  have  to  rotate  peni- 
cillin and  certain  other  items  which  has  been 
a problem. 

As  of  January  1,  1960,  1,932  units, 
speaking  of  the  civilian  defense  hospitals, 
have  been  pre-positioned  in  the  United 
States.  This  unit  weighs  approximately 
24,000  pounds  and  costs  approximately 
$21,000.  Included  in  the  290  different  items 
are:  8,000  individual  pieces;  a 15-kilowatt 
generator  for  auxiliary  power;  a 1,500-gal- 
lon water  tank  and  pumping  unit,  for  emer- 
gency water  supply.  Now,  you  may  have 
the  water  tank,  but  if  one  doesn’t  know 
where  he  is  going  to  get  the  water  you 
know  the  consequences.  This  has  to  be 
brought  in  line  with  one’s  ideas  as  to  where 
he  is  setting  up  this  hospital.  Eight  basic 
functional  sections  of  the  hospital  include: 
admission  and  triage,  wards,  operating 
room,  central  supply,  sterilizing  room,  phar- 
macy, laboratory,  and  X ray. 

In  order  to  expedite  the  transportation 
of  the  crated  hospital  and  to  prevent  con- 
fusion in  unloading  the  various  items  and 
setting  up  the  hospital,  a box  identification 
color-coding  has  been  suggested.  Central 
supply  crates  are  marked  gray;  laboratory, 
brown ; surgery,  red ; sterilizing,  gray ; 
pharmacy,  blue ; shock,  white ; triage,  green ; 
wards,  yellow;  X ray,  black.  Each  box, 
crate,  or  bundle  is  also  numbered  and  labeled 
according  to  the  functional  section.  Each 
multiple  item  package  has  a complete  list 
of  products  and  in  the  hospital,  should  be 
stored  according  to  its  various  sections  and 
coded  according  to  color  and  box  identifica- 
tion. This  prevents  confusion  when  setting 
up  the  hospital.  In  this  way  lay  personnel 
will  rapidly  recognize  the  color  and,  while 
unloading,  place  it  in  the  respective  area 
in  which  it  is  intended  to  be  used.  To  fur- 
ther expedite  setting  up  the  hospital,  it  is 
suggested  that  the  hospital  team  that  sets  it 
up  be  free. 

In  our  community,  the  hospital  is  stored 
in  the  basement  of  the  laundry  at  the  Be- 
atrice State  Home  and  a nearby  building  — 
the  plans  are  to  use  this  nearby  building  as 
the  hospital.  There  are  kitchen  facilities, 
cooking  facilities,  sewage  facilities,  and  aux- 
iliary power  facilities  in  this  immediate 
area.  We  intend  to  employ  some  of  the  in- 


mates of  the  Home  to  transport  the  crates 
to  the  building  we  plan  to  use.  They  can 
be  taught  to  recognize  the  supplies  by  color. 
If  the  distance  between  stored  supplies  and 
hospital  is  too  great,  transportation  units 
must  be  provided.  We  have  arranged  with 
local  transportation  companies  for  trucks 
that  will  be  available  to  move  the  material 
25  or  30  or  more  miles  away  from  Beatrice. 
This  has  been  set  up  in  our  local  overall 
defense  planning.  The  initial  supplies,  as 
mentioned  before,  would  last  approximately 
36  to  48  hours,  after  which  they  would  have 
to  be  replaced,  either  from  the  state  level 
or  from  local  drug  stores  or  hospitals, 
whichever  may  be  available. 

The  functions  of  the  various  sections  of 
the  hospital  must  be  fully  understood. 
First,  admission  and  triage  or  sorting.  The 
function  of  the  admission  and  triage  is  the 
reception  of  all  casualties.  It  includes  the 
registration  and  sorting  according  to  the 
type  of  injury.  Records  must  be  made  of 
personal  effects  collected,  and  casualties 
tagged  with  the  emergency  medical  tag. 
Emergency  life-saving  measures  may  be  in- 
stituted in  the  shock  or  triage  ward.  Other- 
wise patients  may  be  distributed  at  once  to 
the  wards  or  sections  trained  and  equipped 
to  care  for  them.  Handling  of  the  dead-on- 
arrival  would  occur  in  the  admission  or 
triage  or  shock  ward.  Some  method  or  man- 
ner of  disposing  of  the  deceased  would 
have  to  be  arranged.  The  total  bed  capa- 
city of  the  hospital  being  about  200  beds, 
wards  would  be  set  up  in  various  classifica- 
tions such  as  burn,  trauma,  fracture,  radia- 
tion sickness,  surgery,  whether  or  not  it 
would  be  used.  One  could  augment  his 
shock-ward  with  one  of  the  wards  that  had 
been  designed  for  postoperative  cases.  The 
operating  rooms  — the  surgical  areas  — 
are  able  to  handle  general  and  regional  sur- 
gery, anesthesia  being  dependent  on  the 
personnel  available  such  as  dentists,  veteri- 
narians, nurses  and  so  forth.  Some  surgical 
procedures  may  have  to  be  done  in  other 
areas,  or  even  delayed  because  of  special 
equipment  requirements. 

The  operating  room  equipment  includes: 
five  operating  tables,  three  sets  of  anes- 
thesia apparatus,  and  various  operating 
lights,  instrument  stands  and  so  forth. 
Central  supply  is  used  for  the  preparation 
and  storage  of  supplies  and  equipment, 
and  if  in  connection  with  the  sterilizing 


May,  1962 


275 


room  will  carry  an  extremely  heavy  load 
such  as  instruments,  needles,  dressings,  in- 
travenous units,  sutures  and  so  forth.  The 
sterilizing  room  has,  as  its  sole  function, 
sterilizing  equipment  for  medical  and  sur- 
gical use.  Pharmacy  will  concentrate  pri- 
marily upon  the  preparation  and  distribu- 
tion of  emergency  drugs  including  anti- 
biotics, heart  and  respiratory  stimulants, 
and  intravenous  solutions.  Incidentally, 
narcotics  are  not  included  in  these  supplies. 
A minimum  of  compounding  will  be  done, 
since  all  preparations  are  ready  for  use. 
The  laboratory  is  limited  to  minimum  essen- 
tials, and  25  different  standard  tests  can  be 
carried  out  in  the  emergency  laboratory, 
including  blood  typing,  determination  of 
hemoglobin,  clotting  time  and  routine 
analyses.  X ray  is  simply  limited  to  diag- 
nostic purposes.  At  the  present  time  our 


unit  in  the  Beatrice  State  Home  has  been 
color  coded.  It  has  been  stacked  in  the 
basement  as  has  been  previously  mentioned 
and  medical  and  nursing  personnel  have 
been  given  identification  cards  so  that  when 
the  time  comes  that  the  traffic  police  are 
performing  their  duties,  our  people  can  get 
through  to  their  units  to  perform  their 
duties. 

We  have  been  split  into  three  cadres,  you 
might  say,  since  we  have  two  hospitals, 
one-third  goes  to  each  hospital  and  one- 
third  to  the  emergency  civil  defense  hos- 
pital. In  case  the  hospital  should  be  moved 
away  from  Beatrice,  we  have  a duplicating 
staff,  so  that  there  is  always  somebody  on 
call.  After  all,  someone  may  be  away  hunt- 
ing or  fishing  at  the  time  the  unit  must  go 
into  activity. 


“Rigged  medical  research  is  as  fraudulent  as  many  ludicrous 
quack  devises  foisted  upon  a gullible  public.  When  sanctioned  and 
prepared  by  a physician  and  submitted  in  the  form  of  a scientific 
paper  to  a medical  editor,  it  becomes  a betrayal  of  a trust,  an  ab- 
horrent, vicious  evil,  and  its  perpetrator  more  dangerous  to  medicine 
than  the  quacks  medicine  is  pledged  to  expose.”  (New  England  M. 
J.  265:1116  (Nov.  30)  1961). 
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Anesthesia  «.  Surgical  Emergencies 


TODAY,  with  the  present  world 
tensions  that  we  all  live  with, 
I tend  to  think  of  emergencies 
as  they  might  happen  — emergencies  in 
groups,  emergencies  that  would  tax  the  per- 
sonnel and  the  facilities  of  our  communities. 
There  is  always  the  danger  of  industrial 
accidents  affecting  large  numbers;  the  dan- 
ger of  train  or  plane  accidents;  the  danger 
of  tornadoes,  of  fires,  and,  of  course,  the 
danger  of  military  action  which,  incident- 
ally, would  involve  many  thousands  of 
civilians.  I have  tried  to  visualize  what  we 
would  do  in  our  community  if  we  were  faced 
with  one  of  these  catastrophies. 

I have  never  been  in  military  service  and 
faced  this  problem  first-hand,  as  many  of 
you  have.  I am  concerned  about  trying  to 
duplicate  the  type  of  anesthesia  the  patients 
and  surgeons  have  come  to  expect  for  the 
typical  elective  surgical  case  and  for  the 
isolated  emergency  case.  I know  that  anes- 
thesia will  have  to  be  simpler  and  that  the 
surgical  procedures  will  have  to  be  curtailed 
to  fit  the  situation.  Many  of  the  anes- 
thesiologists will  have  to  limit  themselves  to 
supervisory  capacities.  Much  of  their  work 
will  be  in  helping  to  evaluate  patients  reach- 
ing the  hospital.  They  will  be  needed  for 
resuscitative  work.  They  will  be  needed  to 
sort  out  and  treat  shock  cases.  When  they 
are  giving  an  anesthetic  directly,  it  will  be 
for  the  more  involved  type  of  procedure. 

There  will  be  many  more  potential  sur- 
geons on  hand  than  anesthetists.  There  will 
be  limited  areas  in  which  to  work.  Much 
will  properly  be  postponed.  Many  eager 
and  anxious  people  will  have  to  wait.  I 
think  that  it  would  be  a mistake  to  plan  on 
using  substitute  anesthetists  in  this  situa- 
tion. The  anesthetic  drugs  are  among  the 
most  potent  in  the  pharmacopoeia.  Pa- 
tients in  any  degree  of  shock  are  very  poor 
risks.  Combining  shocked  patients  with 
inept  anesthetists  could  be  fatal  to  a great 
number  of  casualties,  could,  in  fact,  in- 
crease the  scope  of  the  disaster.  Under  the 
stress  of  the  situation,  the  occasional  anes- 
thetist will  not  be  satisfactory. 

How  are  we  to  care  for  these  patients? 
How  will  these  patients  differ  from  our 
usual  cases?  Any  planning  must  be  flex- 
ible, because  we  do  not  know  what  situa- 
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tion  we  will  face.  For  the  purpose  of  this 
paper  we  will  assume  that  we  have  had  a 
civil  disaster:  we  will  also  assume  that  our 
hospital  is  intact  and  that  patients  and  hos- 
pital personnel  have  assembled.  Of  course 
I realize  that  in  some  disasters  we  would 
be  forced  to  use  the  mobile  hospitals  that 
the  Civil  Defense  provides.  In  this  hypo- 
thetical case  we  are  in  luck  — we  have  our 
usual  working  surroundings  and  equipment, 
and  we  have  our  usual  personnel.  We  have, 
however,  an  unusual  number  of  patients, 
and  these  patients  differ  from  those  that 
we  ordinarily  encounter. 

There  is  going  to  be  much  confusion. 
The  reality  of  a disaster  will  be  different 
from  that  which  we  had  contemplated  from 
our  easy  chair.  Confusion  may  be  further 
compounded  by  panic  on  the  part  of  friends 
and  relatives  of  the  affected  parties.  Every 
patient  will  be  in  some  degree  of  shock.  We 
will  see  primary  shock  as  we  rarely  see  it 
now.  Most  of  the  patients  will  also  have 
secondary  shock  by  the  time  they  reach  the 
hospital.  They  will  have  undigested  food  in 
their  stomachs.  It  will  stay  in  this  undi- 
gested state  for  hours  to  come.  They  will 
have  multiple  injuries  — many  of  them  will 
have  head  and  chest  injuries.  These  pa- 
tients may  be  in  severe  pain,  unless  their 
shock  is  too  great.  There  will  be  many  pa- 
tients in  respiratory  distress. 

There  will  be  much  to  do.  Primary  con- 
sideration must  be  given  to  sorting  of  the 
cases.  If  the  disaster  is  a truly  great  one, 
we  have  to  re-evaluate  our  standards  and 
give  priority  to  the  most  salvable  patients. 

First  attempts  should  be  made  to  stop 
gross  hemorrhage,  if  that  has  not  been  done 
before  the  patient’s  arrival  at  the  hospital. 
Eventually  surgery  will  be  necessary  to 
control  hemorrhage,  but  at  this  stage  sur- 
gery is  not  indicated. 

Next,  attention  must  be  given  to  the  air- 
way problems.  These  are  very  critical, 
especially  so  in  the  unconscious  patients. 

♦Presented  before  Omaha  Mid- West  Clinical  Society,  29th 
Annual  Session,  November,  1961. 
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This  does  not  necessarily  mean  using  oxy- 
gen, although  that  will  be  necessary  in  most 
patients.  It  means  clearing  the  airway  of 
foreign  matter,  blood  and  mucous.  It 
means  positioning  the  head  properly  and 
using  artificial  airways  as  indicated.  It 
might  mean  insertion  of  endotracheal 
tubes,  and  it  might  mean  emergency  trache- 
otomy in  an  occasional  case.  Suction  here 
is  exceptionally  valuable.  Will  it  be  avail- 
able in  the  “sorting  area?”  We  will  have  to 
be  able  to  position  patients  to  help  drainage 
from  the  upper  respiratory  tract.  Will 
there  be  enough  available  “tilt-type”  carts? 

If  the  patient  has  vomited  and  is  uncon- 
scious, we  have  to  try  to  ascertain  if  he 
has  inhaled  any  of  the  vomitus.  If  so, 
emergency  bronchoscopy  will  be  manda- 
tory. A most  severe  respiratory  complica- 
tion is  that  of  apnea.  The  apneic  patient 
will  need  controlled  respiration  in  addition 
to  control  of  his  airway.  This  would  mean 
the  presence  of  oxygen  units  equipped  with 
masks  and  breathing  bags.  There  are  some 
emergency  units  on  the  market  that  can  be 
used  for  this  purpose  that  utilize  room  air. 
These  would  be  invaluable  at  such  a time. 
They  are  small  and  easily  handled. 

Establishment  of  an  adequate  airway 
would  best  be  done  by  an  experienced  anes- 
thetist. It  is  not  a quickly  acquired  accom- 
plishment although  it  looks  very  simple  and 
easy.  A “substitute”  anesthetist  might  not 
recognize  what  we  would  consider  an  inade- 
quate airway. 

After  gross  hemorrhage  and  airway  prob- 
lems are  dealt  with,  we  must  turn  out  atten- 
tions to  the  treatment  of  shock.  This  will 
take  considerable  time  and  effort.  Shock  is 
a subtle  problem.  I think  that  many  pa- 
tients who  are  in  compensated  shock  will 
be  mismanaged.  Any  patient  who  has  ex- 
perienced severe  trauma  should  be  consid- 
ered as  a shock  patient,  even  though,  at  the 
time  he  is  seen,  he  may  have  an  apparently 
normal  blood  pressure  and  pulse  rate.  The 
patient  might  usually  be  hypertensive,  a 
fact  not  known  to  the  examiner.  The  pa- 
tient may  be  a healthy  individual  with 
good  compensatory  mechanisms.  A patient 
in  compensated  shock  does  not  have  the 
cardiovascular  reserve  that  a patient  with- 
out shock  has. 

The  treatment  of  primary  shock  and  the 
treatment  of  secondary  shock  are  not  iden- 
tical. Of  course,  eventually  primary  shock 
will  lead  to  secondary  shock  if  the  former  is 


untreated.  If  you  are  more  familiar  with 
the  treatment  of  secondary  shock,  you  may 
choose  to  wait  for  it  to  develop  and  pro- 
ceed accordingly.  This  will  be  like  waiting 
for  pneumonia  to  develop  because  it  is 
easier  to  treat  than  is  the  common  cold. 

Vasopressors  m a y be  indicated  in  the 
treatment  of  primary  shock.  Narcotic  drugs 
are  indicated  for  the  control  of  pain  in  pri- 
mary shock.  Severe  pain  will  initiate  and 
enhance  primary  shock.  It  was  established 
during  our  recent  wars  that  the  use  of  sub- 
cutaneous narcotics  in  shock  was  very  haz- 
ardous. With  poor  circulation  the  drugs 
were  not  effectively  absorbed;  they  gave 
little  relief  of  pain  and  subsequently  when 
circulation  became  effective  the  patient 
was  seriously  depressed  by  the  multiple 
doses  that  had  been  administered.  Intra- 
muscular injections  were  more  suitable,  but 
intravenous  injections  were  deemed  to  be 
the  best.  One  should  use  dilute  solutions 
of  low  dosages.  These  will  give  results  that 
are  ascertained  immediately. 

Before  attention  is  given  to  re-establish- 
ing the  circulating  blood  volume  by  fluids, 
one  should  consider  wrapping  the  patient’s 
legs  and  placing  the  patient  in  the  lateral 
position  to  gain  what  advantages  these  sub- 
stitutes will  offer. 

Our  biggest  problem  in  readying  these 
patients  for  subsequent  surgical  procedures 
will  be  in  the  area  of  blood  replacement. 
This  will  mean  a tremendous  work  load  on 
the  laboratory.  In  closed  injuries,  primary 
swelling  is  an  index  of  the  blood  loss.  There 
will  be  about  twice  the  blood  loss  in  open  in- 
juries. Clinical  signs  of  shock  may  not  be 
evident  until  the  patient  has  lost  one-quar- 
ter to  one-half  of  his  total  blood  volume. 
We  shall  need  blood  substitutes  as  well  as 
blood  to  handle  the  situation.  We  should 
not  hurry  surgery  until  really  effective 
blood  replacement  has  been  accomplished. 
This  means  that  the  trend  of  the  pulse  is 
steadily  downward  and  the  trend  of  the 
blood  pressure  is  steadily  upward.  After 
an  optimal  stage  is  reached,  it  is  not  nec- 
essary to  continue  transfusions  until  sur- 
gery is  actually  started.  Patients  who  are 
in  arrested  shock  have  generalized  vaso- 
constriction; they  are  unusually  susceptible 
to  narcotics  and  anesthetics.  To  become 
impatient  before  the  circulation  has  stabil- 
ized would  be  disastrous.  Delay  of  surgery 
until  the  optimum  point  is  reached  is  the 
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wisest  of  decisions.  Rushing  to  control 
gross  hemorrhage,  to  establish  an  adequate 
airway,  and  to  treat  shock  are  life-saving; 
rushing  to  operate  is  unwise,  although  it 
is  the  final  necessary  step  in  this  sequence 
of  events. 

At  this  point  one  must  try  to  remember 
the  adverse  effects  of  certain  chronic  medi- 
cations. The  patient  may  be  allergic  to  cer- 
tain drugs.  He  may  have  been  using  tran- 
quilizers, antihypertensive  drugs,  or  steroid 
compounds.  He  may  be  a diabetic,  a cardiac 
or  an  asthmatic.  It  would  be  helpful  to 
have  these  facts. 

What  are  our  plans  for  the  patient  in 
surgery?  First,  as  I have  already  stated, 
we  should  have  an  experienced  anesthetist. 
In  many  cases,  particularly  those  patients 
who  have  multiple  superficial  injuries,  the 
surgeon  should  act  as  his  own  anesthetist 
and  handle  the  case  under  local  anesthesia. 
Every  surgeon  is  familiar  with  this  tech- 
nique. He  uses  it  frequently  in  his  office 
and  in  the  outpatient  department.  This 
would  free  many  of  the  anesthetists  for 
cases  in  which  general  anesthesia  alone  is 
indicated.  The  surgeon  should  keep  in  mind 
that  local  anesthesia  will  not  increase  the 
safety  to  the  patient,  if  heavy  premedication 
or  supplementation  is  used.  Also  there 
could  be  serious  effects  from  absorption  of 
drugs  used  for  the  local.  Use  of  dilute  solu- 
tions is  indicated  when  large  volumes  are 
used.  The  anesthesiologists  could  adminis- 
ter selected  nerve  blocks  and  spinals.  If 
the  anesthesiologists  are  mobile,  they  can 
handle  several  cases  at  one  time.  I have 
found  that  emergency  patients  accept  re- 
gional anesthesia  better  than  do  regularly 
scheduled  patients.  Patients  that  are  under 
some  sort  of  regional  anesthesia  can  handle 
many  of  their  own  airway  problems,  par- 
ticularly as  regards  emesis  of  food  or  blood. 

I know  of  no  foolproof  way  to  empty  the 
stomach  short  of  using  apomorphine. 

The  surgeon  should  strive  to  accomplish 
his  operative  procedure  in  as  short  a time  as 
possible.  I would  prefer  that  he  limit  the 
time  to  one  hour  or  less.  Multiple-stage 
procedures,  each  of  short  duration,  would 
contribute  much  to  the  ultimate  recovery  of 
the  patient.  The  temptation  will  be  great 
to  do  a single-stage  procedure  if  the  pa- 
tient’s condition  seems  to  warrant  it,  but 
experience  has  shown  that  multiple-stage 
operations  are  best  for  disaster  victims. 


General  anesthesias  should  be  kept  sim- 
ple, and  the  anesthetist  should  not  strive  for 
perfection,  particularly  as  regards  relaxa- 
tion. The  patient  should  not  be  put  into 
apnea  from  large  doses  of  inhalation  anes- 
thetic, barbiturates,  or  curare  type  drugs. 
Using  assisted  respirations  should  be  suffi- 
cient. It  would  be  permissible  to  produce 
apnea  by  hyperventilation  and  washing  out 
of  carbon  dioxide. 

It  might  be  wise  to  forego  the  use  of  flam- 
mable agents.  I am  sure  that  less  caution 
will  be  given  to  the  dangers  of  static  elec- 
tricity at  this  time.  Fortunately,  we  have 
better  nonflammable  anesthetics  available 
today.  Some  of  them  are  still  in  the  experi- 
mental stage,  but  most  of  the  anesthetists 
are  familiar  with  halothane.  These  drugs, 
however,  are  potent  and  not  for  the  novices. 

Pentothal  can  be  used  advantageously,  if 
it  is  used  cautiously  in  dilute  solutions  and 
if  its  use  is  limited  to  the  induction  phase 
only.  Its  use  at  Pearl  Harbor  was  disas- 
trous. 

I do  not  favor  the  use  of  open-drop  ether. 
Ether  is  not  indicated  for  shock  patients 
and  eliminating  the  oxygen  from  the  anes- 
thetic would  not  help  the  situation,  contrary 
to  a widely  held  belief. 

I hope  that  this  situation  never  befalls 
any  of  us,  if  it  does,  speed  in  preliminary 
preparation  of  the  patient  is  vital.  Anes- 
thesia and  surgery  must  be  simple  and  ac- 
curate. Our  skills  and  energies  will  be 
sorely  taxed. 
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SPECIAL  CONTRIBUTION 


MATERNAL 

Neurologic  Complications 
h Pregnancy 

Second  Installment 


In  the  first  installment  of  this  article,  the  au- 
thor treated  largely  of  the  neurologic  complica- 
tions of  disorders  that  are  "near-specific"  for 
pregnancy,  or  for  which  pregnancy  is  a "near- 
specific  requirement.  At  the  beginning  of  this 
final  installment,  he  is  writing  about  maternal 
neurologic  complications  of  aggravated  dis- 
orders whose  origin  does  not  specifically  lie  in 
pregnancy.  He  will  conclude  this  discussion 
with  consideration  of  a group  of  disorders  "where- 
in pregnancy  may  play  a part  in  providing  sus- 
ceptibility or  etiology." 

—EDITOR 

Epilepsy 

TDIOPATHIC  epilepsy  is  due  to 
JL  an  ancient  or  static  (nonpro- 
gressive) cerebral  “lesion.”  It 
commonly  manifests  itself  during  childhood 
or  adolescence,  although  some  cases  wait  un- 
til the  third  decade  to  appear.  “Late  onset 
of  epilepsy”  is  occasionally  invoked  in  clin- 
ical neurology  to  explain  onset  of  recurrent 
seizures,  without  determinable  pathologic 
changes,  after  the  age  of  25.  A diagnostic 
EEG  tracing  can  be  found  in  80  per  cent  of 
these  cases. 

Pregnancy  and  onset  of  manifest  epilepsy 
may  coincide  occasionally.  Detailed  study 
and  follow-up  are  necessary  to  be  sure  of 
such  diagnosis,  however. 

More  commonly,  the  known  epileptic  be- 
comes pregnant.13- 23  Epilepsy  per  se  is  no 
longer  regarded  as  a contraindication  for 
pregnancy.  With  modern  anticonvulsive 
medications,  most  epileptics  carry  through 
pregnancy  well.  Approximately  one  third 
will  have  an  increased  frequency  and  sever- 
ity of  seizures,  particularly  in  the  last  tri- 
mester.30 This  group  may  be  susceptible  to 
increased  water  retention,  as  well  as  electro- 
lyte and  hormonal  changes.  Increased 
amounts  of  medication  to  control  seizures 
may  be  required.  A somewhat  smaller  per 
cent  report  less  frequent  seizures  during 
pregnancy.  Omitting  regular  anticonvulsant 
medications  during  labor  and  an  increased 
fluid  load  postpartum  may  precipitate  sev- 
eral seizures  in  the  immediate  puerperium. 
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The  role  of  preeclampsia,  eclampsia,  or 
minor  cerebral  venous  thromboses  in  pro- 
voking lesions  which  result  in  clinical  epi- 
lepsy is  not  known. 

Brain  Tumor 

Present  knowledge  indicates  that  this  dis- 
order is  a coincidental  development  during 
pregnancy.  Observations  of  the  clinical 
course  of  patients  before,  during,  or  follow- 
ing pregnancy  suggest  that  meningiomas, 
acoustic  neuromas,  angiomatous  tumors,  and 
craniopharyngiomas  (slowly  growing  tu- 
mors) “relapse”  during  pregnancy.  Signs 
and  symptoms  become  more  prominent  and 
progressive,  then  recede  after  parturi- 
tion.10- 13- 23-36 

Herniated  Lumbar  Intervertebral 
Disc 

A common  disorder,  particularly  and  in- 
creasingly after  the  age  of  30,  herniated 
lumbar  intervertebral  disc  may  be  coinci- 
dental to  pregnancy.23-  27  A number  of  cases 
(variously  24  to  40%)  have  their  first 
symptoms  during  pregnancy.37  The  physical 
burden  of  pregnancy,  postural  changes,  shift 
of  the  “center  of  gravity,”  physiological  re- 
laxation of  joint  structures  plus  the  cus- 
tomary lifting,  twisting  and  falling  may 
make  manifest  latent  defects. 

Pheochromocytoma 

Commonly  confused  with  preeclampsia  or 
eclampsia,  hypertensive  or  renal  disease  or 
other  neurologic  disorder,  pheochromocy- 
toma bears  a 40-50  per  cent  mortality  in 
pregnancy.  Many  are  diagnosed  post  mor- 
tem. 
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The  weight-gain,  proteinuria,  oliguria  and 
edema  of  preeclampsia  or  eclampsia  do  not 
occur  in  this  condition.  The  excitability,  hy- 
per-reflexia  and  pronounced  cerebral  symp- 
toms are  less  common.  The  patient  does  not 
respond  to  treatment  for  eclampsia. 

The  complete  syndrome  usually  reveals:38 

1.  Severe  recurrent  headaches.  May  be  of 
brief  duration. 

2.  Hypermetabolic  symptoms  and  signs. 

3.  Sustained  hypertension  in  some  cases. 

Recent  onset. 

May  be  remarkably  high. 

Unexpected  or  paradoxical  blood  pressure 
changes  may  occur. 

Wide  fluctuations,  postural  influences. 

4.  Intermittent  hypertension  with  anxiety-ten- 
sion symptoms,  sweating,  palpitation,  pallor. 
Fatigue  follows  such  bouts. 

5.  Occasionally  shock-like  episodes  of  unex- 
pected hypotension,  with  or  without  recog- 
nizable provocation.  May  be  confused  with 
“obstetrical  shock,”  vena  caval  syndrome. 

6.  Decreased  tolerance  to  glucose  load. 

7.  Neurofibromotosis  in  five  per  cent. 

8.  Hemorrhage  or  bleeding  tendency. 

9.  Hypertensive  cerebral  vascular  episodes. 

“Malignant  hypertension.” 

Cerebral  hemorrhage.  Convulsions. 

10.  Exercise  or  maneuvering  body  trunk  may 
precipitate  hypertensive  attack. 

11.  Urinary  assay  for  catecholamines  or  3- 
methoxy,  5-hydroxy  mandelic  acid. 

Vertebro-Spinal  Hemangioma 

Hemangiomas  of  the  spine  may  be  pri- 
marily : 

Vertebral 

Epidural 

Subdural 

Subarachnoid 

Intramedullary  (spinal  cord) 

These  anatomic  delineations  are  not  al- 
ways clear  cut.  Two  or  more  may  overlap. 
Vertebral  and  epidural  sites  at  third  to 
fourth  dorsal  level  are  more  frequent.  These 
tumors  (commonly  non-malingant)  increase 
in  size  during  pregnancy,  compressing 
nerve  roots  and  spinal  cord,  diminishing  re- 
markably postpartum.13- 39  These  lesions  are 
silently  harbored  by  a small  percentage  of 
the  population,  coming  to  light  only  with 
pregnancy. 

This  condition  must  always  be  considered 
when  symptoms  attributable  to  a spinal  cord 
lesion  appear  during  pregnancy.  X rays  of 
the  spine  are  often  diagnostic  if  the  verte- 
brae are  sufficiently  involved.  Myelography 


may  be  requisite.  Neurosurgical  removal 
may  be  necessary  if  progression  or  pain  con- 
traindicate awaiting  termination  of  preg- 
nancy. 

Theories  concerning  the  behavior  of  this 
lesion  with  pregnancy  include  considerations 
of  increased  blood  volume,  increase  in  ven- 
ous pressure  from  mechanical  pelvic  obstruc- 
tion and  hormonal  changes. 

Coarctation  of  Aorta 

This  provides  a rare  coincidence  which 
the  burden  of  pregnancy  aggravates.40  Some 
may  go  through  pregnancy  undiscovered. 
Polycystic  disease  of  the  kidneys  and  aneu- 
rism of  Circle  of  Willis  occur  in  a small 
but  consistent  per  cent  of  patients  with  co- 
arctation. Hypertension  in  upper  extremi- 
ties may  provide  a ready  clue,  but  this  may 
be  passed  off  as  due  to  more  common 
“causes.” 

At  least  a 10  per  cent  mortality  is  de- 
scribed. Risks  include: 

Ruptured  aorta. 

Bacterial  endocarditis  or  aortitis  (with  em- 
bolism). 

Congestive  heart  failure. 

Ruptured  aneurism  of  Circle  of  Willis. 

Acute  Intermittent  Porphyria 

The  complete  syndrome  of  acute  inter- 
mittent porphyria  includes: 

Usually  female  patients,  ages  20-50. 

The  syndrome  is  recurrent,  of  at  least  48  hours 
duration  with  months  or  years  between  re- 
lapses. 

There  is  often  a positive  family  history  for 
similar  disorder. 

Attacks  may  be  precipitated  by  use  of  alcohol, 
sulfonamides  or  barbiturates. 

Wine  or  brown  colored  urine  during  atacks. 

Urinary  assay  for  porphyrins  and  porphobilino- 
gen. 

Clinical  picture  includes  one  or  more  of 
the  following: 

a.  Neurologic 

Convulsions,  encephalopathy,  coma. 

Polyneuritis  with  flaccid  paralysis.  May  be- 
come extensive,  even  involve  respiratory 
and  bulbar  functions. 

b.  Mental 

“Hysteria,”  psychosis. 

c.  Acute  abdominal  distress 

Suggests  “acute  abdomen,”  ectopic  preg- 
nancy, renal  colic. 

d.  Hypertension;  tachycardia. 

This  condition  is  not  common.  It  may 
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readily  mimic  other  obstetrical  cerebral  syn- 
dromes such  as  eclampsia,  ruptured  aneu- 
rism, or  venous  thrombosis.  It  may  be  a 
cause  of  polyneuritis. 

Acute  intermittent  porphyria,  while  in  no 
manner  caused  by  pregnancy,  may  be  pre- 
cipitated or  aggravated  by  pregnancy.41 
Agreement  on  this  point  is  not  unanimous, 
however.42 

Mechanical  Impingement  or 
Entrapment  Disorders 

These  include  commonly:13 

The  carpal  tunnel  syndrome  (median  nerve). 

Brachial  neuralgia  (“thoracic  outlet”  syndromes, 
involving  brachial  plexus). 

Meralgia  paresthetica  (lateral  femoral  cutane- 
ous nerve). 

Gastrocnemius  cramps. 

The  carpal  tunnel  syndrome,43  in  no  man- 
ner caused  by  pregnancy,  may  nevertheless 
be  aggravated  by  it.  The  exact  mechanism 
is  not  known.  Fluid  retention  and  other  tis- 
sue changes  associated  with  pregnancy  may 
provide  factors  for  compression  of  the  me- 
dian nerve  in  the  carpal  tunnel.  The  dom- 
inant hand  is  more  commonly  affected,  but 
both  hands  may  be.  After  delivery,  most 
patients  recover. 

The  symptoms  are  those  of  mechanical 
neuropathy  of  the  median  nerve  at  the  wrist. 
Pain  and  paresthesias  are  most  common. 
Objective  edema  may  be  present  in  the  hands. 
In  more  severe  cases,  objective  sensory  loss 
may  be  demonstrated.  Motor  weakness  and 
atrophy  are  seen  only  in  severe  (uncommon) 
cases. 

Restricted  fluid  and  salt  intake,  hydro- 
cortisone injections  at  impingement  site,44 
gentle  splinting  of  hand  in  flexion  (with  a 
dorsal  splint)  are  usually  helpful. 

Brachial  neuralgias  are  usually  due  to 
stretching  or  impingement  of  lower  trunks 
of  the  brachial  plexus  over  structures  at  the 
“thoracic  outlet.”13- 43- 45  Again,  pregnancy 
per  se  is  not  etiological  but  may  aggravate 
or  precipitate  the  disorder.  The  exact 
mechanisms  in  pregnancy  are  not  clear  and 
the  ingenuity  of  many  workers  is  revealed 
in  many  explanations : relaxed  ligaments, 
fluid  and  electrolyte  changes  in  soft  struc- 
tures, faulty  posture,  altered  shoulder  and 
thoracic  carriage,  descent  of  shoulder  girdle, 
increased  weight  of  breasts.  Cervical  ribs, 
ligamentous  band  from  transverse  process 


of  7th  cervical  vertebrae  to  the  first  rib, 
scalenus  or  pectoralis  minor  muscle  changes 
may  all  be  factors. 

The  syndrome  may  involve  discomfort  in : 

1.  Ulnar  aspect  of  hand,  fourth  and  fifth  digits 
(resembling  an  ulnar  neuropathy). 

2.  Ulnar  aspect  of  hand,  forearm. 

3.  Entire  hand. 

4.  One  of  above,  plus  arm  and/or  shoulder. 

Pain  and  paresthesias  are  most  frequent. 
Occasionally  objective  sensory  losses  can  be 
demonstrated.  Rarely  muscular  weakness 
and  atrophy  appear.  Electromyography 
may  help  to  delineate  the  extent  of  the  dis- 
order. 

A typical  syndrome  “ brachialgia  statica 
dysesthetica”)45  causes  distressing  pares- 
thesias in  both  hands,  appearing  commonly 
in  early  morning  hours.  Severe  pain  is 
rare.  Hands  feel  stiff,  swollen  and  clumsy 
(this  is  to  be  differentiated  from  “overnight 
edema”  of  hands).  Lifting  or  carrying  ag- 
gravates the  distress.  Diagnostic  tests  in- 
clude aggravation  of  symptoms  when : 

1.  “Military  posture”  of  shoulders  assumed. 

2.  Traction  is  placed  on  arm  lifted  out  45  de- 
grees from  body  and  head  forced  away. 

Faulty  posture,  extreme  descent  of  shoul- 
der girdle  and  traction  on  the  brachial  plex- 
us are  considered  etiologic.  Removal  of 
shoulder  straps,  exercises  to  elevate  the 
shouler  girdle  and  small  pillows  under  each 
shoulder  while  sleeping  (to  keep  clavicles 
forward)  may  be  helpful. 

Meralgia  paresthetica  causes  paresthesias 
and  diminished  sensation  in  a broad  patch 
over  the  antero-lateral  or  lateral  thigh.  The 
lateral  femoral  cutaneous  nerve  may  be  en- 
trapped as  it  crosses  the  anterior  pelvic 
brim  beneath  the  inguinal  ligament.  Lum- 
bar lordosis,  increased  pelvic  inclination  and 
extension  of  the  hip,  weight  gain,  water  re- 
tention and  other  soft-tissue  changes  of 
pregnancy  may  all  contribute.  The  symp- 
toms rarely  need  more  than  an  explanation 
and  reassurance.13- 46 

Gastrocnemius  cramps13-4'  may  be  trouble- 
some after  the  24th  week  of  gestation.  These 
consist  of  an  involuntary,  sustained,  painful 
contraction  of  a leg  muscle,  usually  the  gas- 
trocnemius. They  are  especially  apt  to  oc- 
cur at  night  or  early  in  the  morning.  The 
exact  cause  (pressure  on  nerve  trunks  in 
pelvis?)  is  uncertain. 
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“Polyneuritis” 

There  is  no  specific  polyneuritis  of  preg- 
nancy. However,  the  many  biochemical 
changes  occurring  with  pregnancy  may  “tilt 
the  balance,”  to  precipitate  or  aggravate. 
The  following  causes  must  be  considered  in 
each  case  of  “polyneuritis:”23’48 

Avitaminosis  of  B-group.  Due  to  vomiting,  di- 
etary deficiency,  malabsorption,  alcoholism 
(may  be  accompanied  by  Wernickes’  ence- 
phalopathy). 

Confusion  with  tetany  (see  below). 

Mechanical  impingement  disorders  (described 
above). 

Guillain-Barre  syndrome. 

Infectious  (virus?)  polyneuritis 
With  mononucleosis 

Diabetes  mellitus. 

Less  commonly  one  may  observe  polyneu- 
ritis with: 

Acute  intermittent  porphyria. 

Myxedema. 

Cushing’s  syndrome. 

Exogenous  toxic  agents: 

Sulfa  drugs. 

Abortifacients. 

Lead,  arsenic. 

Diphtheria. 

Lymphosarcoma,  leukemia,  myeloma. 

Serum  or  vaccination  reactions. 

Collagen  disease. 

Polyarteritis  nodosa 
Systemic  lupus  erythematosus 

Tetany 

Demands  for  calcium  by  the  fetus  or  con- 
tinued lactation  may  deplete  maternal  stores 
particularly  when  intake  of  calcium  and  pro- 
tein are  limited.13-17’26’47  Circumoral  and 
limb  paresthesias  are  the  most  common 
complaint,  readily  confused  with  “neuritis.” 
Frank  attacks  of  carpopedal  spasm  may  oc- 
cur, rarely  partial  loss  of  consciousness,  psy- 
chosis, or  even  convulsions  in  cases  of  ex- 
treme hypocalcemia.49 

Hyperventilation  (often  of  emotional  or- 
igin) may  help  precipitate  these  attacks  by 
producing  respiratory  alkalosis. 

Embolism 

The  pregnant  uterus  provides  a ready 
entry  for  air  into  venous  channels.50’ 51  The 
manipulations  of  caesarian  section,  abortion, 
vaginal  insufflation  or  douching,  excessive 
palpation,  or  assuming  knee-chest  position 
may  allow  air  to  be  drawn  into  open  venous 
sinuses.  In  small  amounts,  this  may  be  of 
no  consequence.  Beyond  that,  air  emboli 
travel : 


1.  Most  commonly  to  the  heart  where  an  air 
trap  develops  in  the  right  ventricle,  oc- 
cluding blood  flow  from  the  right  heart. 

2.  Possibly  through  the  lungs  to  the  left  heart, 
then  into  the  systemic  circulation,  includ- 
ing brain,  where  occlusion  may  occur. 

3.  Rarely  through  a patent  septal  defect  which 
allows  paradoxical  embolism. 

4.  Possibly  via  pelvic  and  paravertebral  venous 
plexuses  to  intracranial  cavity. 

Most  patients  die  of  right  heart  occlusion 
rather  than  other,  less  frequent  systemic  ef- 
fects of  embolism  from  this  source. 

The  incidence  is  much  higher  in  criminal 
abortion  than  in  normal  gestation.50 

Peripheral  thrombophlebitis  is  no  rarity 
in  pregnancy  or  the  puerperium.  This  oc- 
casionally provides  a source  of  paradoxical 
embolism  to  the  brain.52 

Amniotic  fluid,  embolism  may  occur  in  la- 
bor. Rupture  of  membranes  may  occur  in 
such  a manner  that  entrapped  fluid  is  forced 
under  pressure  into  open  venous  channels 
of  the  uterus.  The  effects  are  primarily 
systemic  and  pulmonary,53  although,  again, 
the  rare  possibilities  of  paradoxical  embo- 
lism or  “backwash”  via  pelvic  and  para- 
vertebral veins  must  be  acknowledged. 

Fat  embolism  to  lungs  and  brain  follow- 
ing childbirth  has  been  documented.  This  is 
quite  rare  and  no  explanation  is  known.54 

The  more  usual  sources  of  cerebral  em- 
bolism, mitral  stenosis  and  bacterial  endo- 
carditis, must  also  be  considered. 

Chorea  Gravidarum 

Sydenham’s  chorea  may  be  precipitated 
by  pregnancy.55  This  condition  is  rare,  but 
more  likely  to  be  encountered  in  areas  where 
rheumatic  fever  is  common.  The  condition 
appears  in  the  first  half  of  pregnancy  and 
may  last  a few  weeks  to  five  months.  Most 
patients  are  under  30  years  of  age  and  many 
have  a history  of  prior  attacks  of  either 
chorea,  rheumatic  fever  or  both.  It  may  or 
may  not  ocur  with  subsequent  pregnancies.56 

The  condition  is  usually  easily  diagnosed; 
treatment  is  conservative  (phenothiazine 
tranquilization). 

Infections 

With  improved  general  hygiene,  knowl- 
edge of  bacteriology  and  use  of  antibiotics, 
pregnancy  and  the  puerperium  no  longer 
provide  the  entrance  of  infection  and  com- 


May,  1962 


283 


plications  thereof  which  previously  ob- 
tained. However,  the  diagnostician  will  still 
be  alert  to  this  possibility  in  the  presence 
of  abortion,  miscarriage,  parturition,  breast 
abscess,  or  the  pyelitis  which  may  compli- 
cate pregnancy.  General  sepsis,  endocarditis 
(with  septic  embolism),  cerebral  or  spinal 
epidural  abscess,  meningitis,  infectious 
thrombophlebitis  (including  cerebral  forms) 
are  all  uncommon  possibilities. 

The  increased  susceptibility  of  the  preg- 
nant woman  to  'poliomyelitis  is  known.57 
However,  there  is  no  indication  that  preg- 
nancy predisposes  in  any  manner  to  more 
severe  neurologic  involvement  than  in  the 
nonpregnant. 

Myasthenia  Gravis 

Myasthenia  gravis  occurs  more  frequently 
in  women,  with  onset  commonly  in  third  and 
fourth  decades  of  life.  Its  small  but  con- 
sistent “coincidence”  with  thyrotoxicosis 
and  thymoma  warrant  study  to  rule  out  these 
conditions. 

Pregnancy  has  a variable  effect  on  myas- 
thenia gravis.  Often  the  condition  is  wors- 
ened in  the  first  trimester,  then  lessens  with 
duration  of  pregnancy,  at  times  with  a re- 
markable remission.  During  the  puerperi- 
um  one  may  again  see  considerable  disabil- 
ity.47 

“Therapeutic"  abortion  has  no  effect  on 
myasthenia  gravis.  Most  patients  appear 
able  to  continue  their  chemotherapy  and  car- 
ry through  an  otherwise  normal  pregnancy. 

Multiple  Sclerosis 

A somewhat  common  neurologic  condition 
with  onset  often  in  the  third  and  fourth  dec- 
ades of  life,  multiple  sclerosis  may  appear 
coincidental  with  pregnancy.  While  it  is 
doubtful  that  any  “stress”  is  beneficial  to 
multiple  sclerosis,  there  exists  no  proof  to 
date  that  pregnancy  hastens  progression  or 
severity  of  the  disease.13- 26  Adequate  statis- 
tical studies  are  awaited. 

Advanced  cases  of  multiple  sclerosis  with 
respiratory  embarrassment,  urinary  tract  in- 
fection, or  bedridden  state  (“stasis”)  may 
require  special  consideration,  however. 

Reactions  From  Medications 

In  this  day  of  chemotherapy,  the  pregnant 
woman  has  a wide  variety  of  medications 


available,  some  prescribed,  some  not.  The 
following  problems  arise: 

1.  Acute  overdose. 

2.  Chronic  toxicity. 

3.  Acute  anaphylactic  sensitivity. 

4.  Withdrawal  reactions. 

5.  Specific  “side-effects”  of  some  medications. 

The  acute  over-dose  syndrome  has  many 
origins,  — in  ignorance,  accident,  misinfor- 
mation, error  in  prescribing  or  dispensing, 
impulse,  and  poor  judgment.  Suicidal  at- 
tempts commonly  give  rise  to  this  problem. 
The  frantic  insomniac,  already  dosed  to  im- 
paired judgment  but  still  awake,  may,  in 
succession  or  in  one  ataxic  gesture,  take  an 
excessive  amount  of  sedation.  The  rare  pos- 
sibility of  homicide  must  not  be  overlooked. 
Such  patients  commonly  present  varying  de- 
grees of  stupor.  Less  commonly,  convulsions 
or  acute  brain  syndrome  (delirium)  are  man- 
ifested. 

Chronic  toxicity  usually  involves  alcohol, 
sedatives,  hypnotics,  and  tranquilizers. 
Lethargy,  ataxic  syndromes,  and  poor  judg- 
ment commonly  follow.  Acute  brain  syn- 
drome (delirium)  is  not  unusual.  Ammon- 
ium chloride,  diuretics  and  excessive  laxa- 
tive use  may  disturb  electrolyte  concentra- 
tions sufficiently  to  cause  hypokalemia  and 
marked  muscular  weakness.58 

Acute  anaphylactic  sensitivity  commonly 
presents  with  unconsciousness.59  Cyanosis, 
facial  numbness,  convulsions,  generalized 
weakness,  and  headache  may  also  occur. 
Penicillin  (even  oral  forms),  sulfa  drugs, 
cocaine,  quinine,  quinidine,  and  horse  serum 
are  usually  suspect  in  these  situations. 

W ithdrawal  reactions  are  commonly  seen 
with  alcoholism  or  barbiturate  dependency. 
Often  these  patients  have  been  hospitalized 
and  their  “supply”  is  no  longer  available. 
After  48-72  hours,  symptoms  may  range 
from  anxiety-tension  states  to  delirium  and 
convulsions.  The  syndrome  of  delirium  tre- 
mens is  a prototype  of  this  group. 

Specific  “side-effects”  are  characteristic 
of  certain  chemotherapies.  These  are  not 
common.  While  there  is  often  some  relation- 
ship to  dose,  this  does  not  always  supply  a 
ready  explanation  in  itself. 

Phenothiazine  drugs  are  commonly  used  as 
tranquilizers  and  antiemetics.  The  follow- 
ing neurologic  side-effects  may  appear:60 
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1.  Parkinsonism. 

2.  Akathisia  — an  uncontrollable  restlessness 
of  legs. 

3.  Dystonia  — dyskinesia. 

Spasm  or  jerking  of  one  or  more  muscle 
groups.  Face,  tongue,  throat,  masseters, 
neck  and  large  muscles  of  body  are  com- 
monly involved.  Oculogyric  crises,  opis- 
thotonus, athetosis  may  occur. 

Compazine,  Trilafon  and  Stelazine  are 
common  causes  of  this  infrequent  problem. 
Less  commonly,  Thorazine,  Sparine,  Vesprin 
or  Pacatal  may  produce  these  symptoms. 

The  symptoms  are  usually  transient  and 
diappear  with  discontinuing  the  drug.  Un- 
recognized, they  may  result  in  serious  dis- 
turbances of  swallowing  and  respiration. 

Reserpine  may  cause  similar  problems. 

Phenothiazine  drugs,  reserpine  and  cyclo- 
serine (antibiotic)61  may  rarely  cause  con- 
vulsions, particularly  with  larger  doses. 

Diamox  (acetazolamine)  may  occasionally 
cause  distressing  paresthesias,  to  be  mistak- 
en for  “neuritis.” 

The  antibiotic,  nitrofuran  (furaltadone, 
Altafur)  may  cause  paralysis  of  cranial 
nerves  and  scattered  peripheral  nerves.62 

Mecamylamine  (Inversine),  an  anti-hyper- 
tensive drug,  may  rarely  cause:61 


1.  Anxiety-depressive  symptoms. 

2.  Psychotic  reactions. 

3.  Choreiform  movements. 

4.  Slurred  speech,  dysphagia,  dysarthria. 

5.  Intention  tremor. 

6.  Convulsions. 

Dicumarol  and  similar  anticoagulants, 
used  for  peripheral  vascular  disease  (com- 
monly thrombophlebitis),  present  a small, 
calculated  risk  of  intracranial  bleeding  (sub- 
arachnoid, intracerebral,  subdural). 

The  risks  of  use  of  oxytocic  drugs  particu- 
larly with  norepinephrine  (and  similar 
drugs)  were  cited  previously  as  a possible 
cause  of  violent  hypertension  and  cerebral 
hemorrhage. 

There  is  little  doubt  that  today  the  physi- 
cian must  be  alert  to  the  many  recent 
chemotherapies  of  his  patients.  He  may 
even  have  to  maintain  a friendly  “paranoid” 
attitude  and  do  some  detective  work  in  the 
occasional  instance  when  the  patient  does 
not  “tell  all”  — particularly  with  reference, 
to  use  of  alcohol,  barbiturates,  bromides  and 
“tranquilizers.” 

(NOTE:  The  list  of  references  will  not  be 

printed  with  this  article,  but  will  be  available 
with  reprints). 


“About  85  per  cent  of  the  drugs  now  used  in  medical  practice 
were  unknown  15  or  20  years  ago.  This  revolution  began  in  the 
late  twenties  and  early  thirties  when  the  pharmaceutical  industry 
in  the  United  States  realized  the  necessity  for  basic  research  in 
the  chemical  and  biological  sciences  and  began  to  develop  labora- 
tories for  this  purpose.”  (Drill:  Basic  research  in  the  pharmaceu- 
tical industry.  J.  Indiana  State  M.  A.  55:236  (Febr.)  1962). 
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SPECIAL  ARTICLE  3 


New  Splints  and  Splinting  Methods 

OF  USE  TO  FIRST  AID  UNITS  and  to  DOCTORS  IN  SEMIRURAL  AREAS 


FOR  many  years  this  author  has 
enjoyed  a practice  that  has 
been  urban,  suburban  and 
rural.  This  has  been  an  enlightening  exper- 
ience in  many  ways,  but  more  so  in  the  care 
and  treatment  of  the  injured,  whether  on 
highways,  farms,  or  in  h o m e s.  Everyone 
who  has  been  in  practice  in  semirural  areas 
has  long  decried  the  fact  that  we  need  good 
first  aid  units.  Here  in  Nebraska  we  are 
most  fortunate  in  having  volunteer  groups 
of  men  who  join  together  in  Fire  Fighting 
Units  and,  as  a sequel  to  this  activity,  in 
First  Aid  Units.  These  men  have  long  gone 
unsung  by  the  profession.  Herein  we  will 
attempt  to  repay  them  and  to  introduce  to 
you  the  care,  the  patience,  and  the  supreme 
interest  of  these  men  in  taking  care  of  those 
in  need  from  whatever  cause.  These  men 
not  only  want  to  learn  the  best  methods  of 
first  aid,  but  have  also  contributed  herein 
something  of  value  to  all  first  aid  units  and 
doctors,  and  now,  more  than  ever,  to  all  who 
may  take  care  of  the  injured  from  any  war 
activities  that  may  ensue  due  to  the  delicate 
international  situation. 

Many  organizations  should  be  given  credit 
for  helping  these  men  who  are  First-Aid- 
Unit  men,  but  the  men  themselves  should  be 
given  all  the  credit  for  their  free  enthusias- 
tic support  of  their  units  and  service  to  their 
communities. 

It  is  only  fair  and  urgent  to  explain  to 
medical  men  that  whatever  these  men  do  in 
the  line  of  first  aid  they  do  following  long 
sessions  of  instruction  received  from  the  Red 
Cross  and  Fire  Fighting  First  Aid  Manuals 
and  instructors.  Though  they  may  not  do 
things  conforming  to  our  way  of  thinking, 
they  do  them  according  to  accepted  methods 
of  first  aid,  and  we  should  all  be  thankful 
for  their  help.  All  of  us  should  show  our 
respect  for  these  men.  I know  that  I do, 
and  I am  thankful  every  day  that  our  First 
Aid  Unit  exists  here  in  Papillion,  since  in 
the  past  I have  had  to  make  all  these  calls. 
Most  of  these  calls  were  formerly  made  by 
me  without  any  material  aid  and  without 
any  outside  help.  Many  times  I have  had  to 
wait  more  than  one  hour  for  an  ambulance 
to  come  to  the  scene  of  the  accident  only  to 
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find  that  ambulances  do  not  carry  any  aids 
with  which  to  treat  the  injured,  and  that  the 
driver  is  usually  an  uninitiated  man  who  has 
never  taken  care  of  the  injured.  I am  dis- 
counting the  times  that  I have  had  to  slide 
30  or  more  feet  into  a ravine  to  aid  the  auto- 
mobile-accident-victim at  two  or  three  in 
the  morning,  receiving  cockleburs  in  my 
gluteal  region  as  full  payment  for  services 
rendered.  First  Aid  Units  not  only  admin- 
ister aid  intelligently,  but  also  transport  the 
injured  to  the  hospital  with  speed  and  into 
the  waiting  arms,  so  to  speak,  of  their  fam- 
ily or  personal  physician.  This  alone  is 
worth  the  cost  any  community  may  endure 
in  having  a First  Aid  Unit. 

Herein  we  show  a splint  kit  that  is  manu- 
factured by  the  two  men  who  devised  it; 
they  themselves  are  members  of  our  First 
Aid  Unit  here  in  Papillion.  Donald  Schram 
and  Lester  Hauschild  are  both  enthusiastic 
and  very  dedicated  young  men.  These  splints 
are  in  use  in  some  other  First  Aid  Unit 
rigs  in  the  state  and  in  other  states  as  well, 
but  not  in  enough  of  them,  because  knowl- 
edge of  their  existence  has  not  been  pub- 
licized. 

These  splints  are  in  a kit  form  that  can 
be  carried  in  the  back  of  any  car  or  in  the 
trunk  space.  Whether  the  doctor’s  car,  a 
first  aid  man’s  car,  State  Patrolman’s  car, 
or  what  have  you,  they  are  essential  for  the 
care  of  the  injured.  Civil  Defense  men 
should  carry  them,  and  they  should  become 
standard  equipment  for  Civil  Defense.  (See 
following  illustrations.) 

There  is  absolutely  no  common  body  in- 
jury that  cannot  be  splinted  comfortably 
and  without  damage  to  the  parts.  The  use 
of  these  splints  is  mastered  by  anyone.  The 
old  axiom,  “splint  them  where  they  lie,”  can 
easily  be  followed  by  the  use  of  these  splints. 
Complete  immobilization  can  be  carried  out. 

^Co-authors.  Mr.  Donald  Schram  and  Mr.  Lester  Hauschild 
of  Papillion,  Nebraska. 
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Figure  1.  Complete  set  of  splints  described  in  this  article. 


Figure  2.  The  splint  kit  packed  in  container.  Note 
compactness. 


Figure  4.  Shows  the  use  of  the  splints  as  applied  to 
patient  in  car. 


Figure  3.  Container  closed.  Its  small  size  permits  it  to 
be  carried  in  trunk  space  or  back  seat  of  a car. 


Figure  5.  Application  to  leg  of  patient  sitting  in  car. 
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Figure  6.  Splinted  femur  and  tibia  in  one  application. 


Figure  7.  Illustrates  splinting  of  fractured  radius  and 
ulna  without  moving  the  patient.  ("Splint  them  where 
they  lie.”) 


Figure  8.  "Splint  them  where  they  lie."  In  this  in- 
stance side  splints  leave  an  open  wound  uncovered  and  ac- 
cessible. 


Figure  9.  Splinted  Colles’  fracture. 


Figure  10.  Shows  application  of  splint  to  facilitate 
handling  of  child  with  safety  and  comfort. 


Transportation  of  the  victim  can  easily  be 
effected.  Children  can  be  splinted  and  car- 
ried by  one  man.  For  the  uninitiated,  skin 
traction  can  be  applied  with  the  splints. 
Constriction  of  the  parts  is  an  impossibility. 
The  injured  can  be  left  splinted  and  carried 
to  rhe  X-ray  room  and  X rays  can  be  taken 
through  the  material  without  distortion  or 
interference  with  the  injured  part.  The  ma- 
terial can  easily  be  washed  and  made  whole- 
some again  so  that  it  may  be  used  over  and 
ov°r.  It  will  last  for  many  years.  It  is 
constructed  of  special  plywood  and  plastic 
sponge  material  that  is  glued  to  the  Avood. 
The  cost  of  the  item  is  low  so  that  any  doc- 
tor or  First  Aid  Unit  can  afford  a set  of 
them. 

Any  bleeding  or  torn  areas  can  be  left  ex- 
posed though  the  part  is  correctly  splint- 
ered. The  pictures  with  this  text  show  only 
a few  of  the  methods  of  use  of  the  splints. 
The  injured  can  be  splinted  even  in  the  con- 
fines of  an  automobile. 
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I am  highly  enthusiastic  about  these 
splints,  because  I have  seen  them  in  use 
many  times  and  they  have  made  my  work 
much  easier.  I am  sure  that  the  profession 
in  Nebraska  will  be  enthusiastic  also  and 
will  be  and  should  be  proud  of  the  fact  that 
we  have  First  Aid  Men  of  such  high  caliber, 
that  they  think  enough  of  their  avocation  to 
spend  much  time  and  money  in  developing 
something  of  great  value  for  the  benefit  of 
the  injured! 

The  following  account  of  the  development 
of  these  splints  is  furnished  by  the  discov- 
erers of  the  idea,  Mr.  Donald  Schram  and 
Mr.  Lester  Hauschild: 

The  Development  of  Our  Splints  (As  de- 
scribed by  Donald  Schram  and  Lester  Haus- 
child). 

The  development  of  our  splints  came  about 
by  accident,  as  it  were.  For  some  time  we 
had  been  using  or  attempting  to  use  the 
regulation  metal  splints  and  other  materials 
provided  for  splinting,  but  with  rather  poor 
results.  Most  of  the  men  on  the  Rig  seemed 
to  be  unable  or  afraid  to  apply  them  prop- 
erly. 

When  our  First  Aid  Rig  was  first  deliv- 
ered to  us,  we  had  to  build  the  inside  of  the 
Rig  to  our  own  specifications,  so  we  did 
the  work  ourselves.  We  put  in  cabinets  and 
seating  equipment.  The  materials  we  used 
consisted  of  three-quarter  inch  plywood,  and 
foam  rubber  for  seat  cushions.  When  we  had 
finished  we  had  two  pieces  of  lumber  with 
foam  rubber  attached  that  measured  approx- 
imately 4"  by  16"  in  size.  We  mentioned  to 
each  other  that  here  were  two  readymade 
splints  for  arms,  so  we  threw  them  into  the 
rig  thinking  we  might  try  them  some  time. 

Approximately  a week  and  a half  later 
the  Rig  was  called  out  to  a home  where  a 
lady  had  fallen  and  hurt  her  arm.  One  of  us 
(Hauschild)  decided  to  try  these  splints  on 
the  woman’s  arm.  After  the  splints  were  ap- 
plied the  woman  said  she  felt  no  more  pain 


and  decided  to  wait  and  have  her  husband 
drive  her  to  the  doctor’s  office  later  in  the 
afternoon  instead  of  riding  to  the  hospital 
in  the  Rig. 

This  experience  led  us  to  experiment.  The 
wood  in  this  splint  was  too  bulky  and  heavy. 
The  foam  rubber  had  a definite  odor  and 
did  not  clean  well ; it  also  did  not  conform 
to  the  limbs  or  body  shape  as  well  as  poly- 
foam. Polyfoam  conformed  better,  was 
more  easily  cleaned,  and  held  well  enough 
to  permit  traction  when  necessary.  We  set- 
tled. finally,  on  three-eighths  inch  double-A 
grade  plywood  which  gave  us  adequate 
strength  plus  the  right  weight  and  flexi- 
bility. 

We  never  had  been  able  to  find  splints  on 
the  market  that  would  allow  us  to  “splint 
them  where  they  lie,”  but  now  we  felt  we 
had  the  answer!  With  these  splints  we  have 
never  encountered  any  injured  person  we 
could  not  splint  where  they  lay  without  han- 
dling them  unnecessarily. 

We  have  used  a set  of  these  splints  (now 
known  as  S & H [easv-grip]  Splints)  on 
our  Rig  in  Papillion.  Ralston  has  them 
on  their  Rig,  and  some  Rigs  in  Omaha  and 
others  out  in  the  State  are  equipped  with 
them.  We  have  demonstrated  their  use  at 
various  meetings  of  Volunteer  firemen.  First 
Aid  meetings  and  to  other  groups  out  in  the 
State  of  Nebraska. 

We  are  manufacturing  these  splints  in  sets 
as  demand  arises.*  Needless  to  say  we 
would  like  to  see  them  in  use  by  as  many 
First  Aid  units  and  doctors  as  possible,  be- 
cause we  know  they  are  the  easiest  splints 
to  use,  the  most  comfortable  to  the  patient, 
adequate  for  injury  to  any  part  of  the  body, 
and  the  least  expensive  one  can  buy.  One 
great  advantage  we  have  found  is  that  the 
“first  aider”  with  little  or  no  experience  can 
use  them  without  hurting  the  injured  per- 
son. 

*(S  & H Splint  Company,  110  So.  Washington  St.,  Papillion, 
Nebraska). 


‘Hypercalcemia,  as  one  of  the  manifestations  of  malignant  dis- 
ease, has  become  a well  recognized  phenomenon  during  recent 
years  . . .”  (Stone,  et  al  : Hypercalcemia  of  malignant  disease: 

Case  report  and  a proposed  mechanism  of  etiology.  Ann.  Int.  Med. 
54:977,  May,  1961). 
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a community  Vaccination  Program 

A Report  on  the  Introduction  and 
Subsequent  Use  of  Salk  Polio  Vaccine  in 
Omaha  and  Douglas  County 


Introduction 

ITH  introduction  of  the  new 
Sabin  live  virus  vaccine  against 
poliomyelitis,  communities  will 
be  confronted  with  the  problem  of  how 
should  the  vaccine  best  be  administered. 
Should  immunization  be  carried  out  through 
mass  public  programs  or  through  private 
physicians  and  established  clinics? 

The  private  practitioner  will  find  himself 
in  a difficult  position,  because,  in  either 
event,  his  cooperation  and  advice  will  be 
sought.  He  must  be  prepared  to  view  the 
problem  objectively  and  to  give  acceptable 
reasons  for  whatever  position  he  may  take. 

Recognizing  economic,  cultural,  political, 
and  social  differences  between  communities, 
which  determine  what  any  given  community 
does  in  meeting  a problem,  it  still  is  helpful 
to  find  out  what  has  been  done  elsewhere. 
Through  this  process  successful  measures 
may  be  adopted  with  or  without  modifica- 
tion, and  costly  mistakes  may  be  avoided. 
The  purpose  of  this  paper  is  to  outline  the 
experience  of  Omaha  and  Douglas  County  in 
securing  widest  possible  use  of  the  Salk  vac- 
cine from  the  time  of  the  field  trials  in  1954, 
to  the  present. 

Field  Trial,  1954 

Omaha  was  one  of  two  hundred  cities  giv- 
en the  opportunity  to  participate  in  the 
field  trials  of  the  Salk  vaccine,  in  1954.  On 
assurance  of  the  regional  medical  director 
of  the  National  Foundation  relative  to  safety 
of  the  vaccine,  the  Douglas  County  Medical 
Society  and  the  Omaha  - Douglas  County 
Board  of  Health  agreed  to  cooperate  in  the 
program  by  recruiting  volunteer  physicians 
to  staff  clinics,  and  by  doing  the  necessary 
organizational  work  involved. 

School  officials  of  both  public  and  paro- 
chial schools  made  available  facilities  in  each 
of  108  schools  where  immunizations  could  be 
conducted.  They  likewise  helped  in  provid- 
ing volunteers  to  assist.  Schools  did  much 
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to  promote  the  program  by  every  appropri- 
ate means  available. 

Table  1 indicates  the  number  of  children 
enrolled  in  the  second  grade  who  received 
parental  pel-mission  to  participate,  and  who 
received  the  full  three  inoculations. 

“Salk  Vaccine  Effective”  — Francis 
Report,  1955 

After  issuance  of  the  Francis  Report  in 
April,  1955,  proclaiming  the  effectiveness 
of  the  vaccine,  the  National  Foundation  an- 
nounced that  there  would  be  only  enough 
vaccine,  prior  to  the  summer  of  1955,  to  im- 
munize children  enrolled  in  the  first  four 
grades  of  school.  Accordingly,  voluntary 
free  immunization  programs  were  again  ar- 
ranged through  schools  for  these  children. 
This  phase  of  the  program  was  countrywide 
and  was  not  limited  to  the  200  cities  par- 
ticipating in  the  field  trials. 

Unfortunately,  after  the  administration 
of  the  first  injections  in  May,  1955.  the  pro- 
gram was  halted  as  a result  of  incidence  of 
poliomyelitis  among  vaccinated  children  in 
California  and  Idaho.  Administration  of 
second  injections  was  delayed  until  Novem- 
ber and  were  resumed  only  after  safety  pre- 
cautions used  in  vaccine  production  had 
undergone  extensive  review  and  had  been 
modified  to  guarantee  future  protection. 

Comparison  of  table  1 and  table  2 indi- 
cates that  a considerably  higher  percentage 
of  parents  granted  permission  in  1955 
(89%)  than  in  1954  (81%).  The  table  also 
reveals  that  the  per  cent  of  persons  follow- 
ing through  with  the  second  injection  was 
reduced  from  99  per  cent  to  93  per  cent. 
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TABLE  1 


IMMUNIZATION  OF  SECOND  GRADE  SCHOOL  CHILDREN 
WITH  SALK  VACCINE  DURING  FIELD  TRIAL  OF  1954, 
OMAHA  AND  DOUGLAS  COUNTY,  NEBRASKA 


Per  Cent  of 
Number  of  Participating 

Total  Number  of  Per  Cent  of  Second  Second 

Second  Second  Second  Graders  Graders 

School  Grade  Graders  Graders  Receiving  Receiving 

System  Enrollment  Participating  Participating  3 Injections  3 Injections 

Public  2,972  2,341  79%  2,314  99% 

County  532  414  78%  404  98% 

Parochial  1,482  1,280  86%  1,262  99% 

Private  and 

Special  88  69  78%  66  96% 

Total 5,074  4,104  81%  4,046  99% 


The  high  per  cent  (81%)  of  children  receiving  parental  permission  together 
wfth  the  high  per  cent  (99%)  finishing  the  series  of  three  injections  after  once 
starting  indicates  an  informed  and  concerned  public. 


TABLE  2 

IMMUNIZATION  OF  SCHOOL  CHILDREN  IN  FIRST 
FOUR  GRADES  WITH  SALK  VACCINE  IN  1955, 


OMAHA  AND  DOUGLAS 

COUNTY, 

NEBRASKA 

Eligible 

Received  1st 

Per  Cent 

Received  2nd 

Per  Cent 

for 

Injection 

of 

Injection 

of  Those 

School 

Original 

May 

Those 

November 

Receiving 

System 

Series 

1955 

Eligible 

1955 

1st  Injection 

Public 

11,109 

10,031 

90 

9,048 

90 

Parochial  and 
Private 

, 5,554 

4,855 

87 

4,624 

95 

County 

2,290 

1,938 

85 

1,922 

99 

Total 

18,953 

16,824 

89 

15,594 

93 

The  drop  in  completion  rates  is  attributable 
to  (1)  the  adverse  experience  had  elsewhere, 
and  (2)  the  long  interval  between  first  and 
second  injections. 

In  November  of  1955,  booster  injections 
were  made  available  to  children  participat- 
ing in  the  1954  field  trials.  Of  the  4046 
children  who  had  received  all  three  injec- 
tions during  the  field  trials,  3643  or  90  per 
cent  could  be  located.  Of  this  number  3409 
or  94  per  cent  received  boosters. 


physicians  administered  the  vaccine  on  a 
per  capita  fee-basis.  The  Omaha  - Douglas 
County  Health  Department  loaned  without 
charge,  sterile  needles  and  syringes  to  physi- 
cians engaging  in  this  work. 

Table  3 indicates  the  number  of  adults 
immunized  through  the  industrial  clinics; 
for  these  the  Health  Department  supplied 
physicians’  equipment.  Since  most  clinics 
provided  two  injections,  the  figures  should 
be  divided  by  half  to  give  the  approximate 
number  of  adults  thus  immunized. 


Salk  Vaccine  Becomes  Available 
to  All  — 1956 

By  the  fall  of  1956,  sufficient  vaccine  had 
been  produced  that  it  could  be  placed  on  the 
open  market.  All  age-restrictions  were  re- 
moved. Immunization  then  was  continued 
chiefly  through  offices  of  private  physicians 
and  the  established  clinic  facilities  operated 
by  the  Health  Department  and  the  two  med- 
ical schools.  School  immunization  clinics 
were  discontinued  completely.  Clinics 
were  established  by  industries  for  their  em- 
ployees, which  occasionally  included  mem- 
bers of  their  families.  Arrangements  were 
made  by  each  industry  whereby  private 


TABLE  3 


ADULTS  IMMUNIZED  WITH  SALK 
VACCINE  THROUGH  INDUSTRIAL 
CLINICS,  OMAHA  AND 
DOUGLAS  COUNTY 

1956-61  Number 

Year  Immunized 


1956  _ 

1957  _ 

1958 

1959 

1960  _ 

1961 


. 3,944 
28,142 
. 2,070 
5,419 
. 1,583 
531 


Total 


41,689 
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TABLE  4 


IMMUNIZATION  OF  SCHOOL  CHILDREN  WITH  SALK 
VACCINE  THROUGH  SCHOOLS  AND  HEALTH 
DEPARTMENT  CLINICS,  1954  - 1961 


Year  First  Second 

1954*  4,104  4,089 

1955*  16,824  15,594 

1956  1,968  1,231 

1957  9,006  9,520 

1958  3,312  3,208 

1959  3,972  3,776 

1960  2,021  1,894 

1961  2,181  2,202 


Third  or 
Booster 

Fourth 

Total 

4,046 



12,239 

3,409 



35,239 

504 



3,703 

8,638 



27,164 

4,430 



10,950 

3,096 

5,140 

15,984 

3,016 

2,179 

9,110 

2,461 

3,359 

10,203 

’Figures  for  1954  and  1955  indicate  the  vaccinations  given  through  the  school 
program.  Beginning  November  1,  1956,  Salk  Vaccine  was  added  to  the  Im- 
munization Clinics  of  the  Health  Department. 


TABLE  5 

AGE  DISTRIBUTION  OF  CHILDREN  BY  PER  CENT 
IMMUNIZED  WITH  SALK  VACCINE  IN  HEALTH 
DEPARTMENT  CLINICS,  OMAHA  AND 
DOUGLAS  COUNTY,  1957-1961 


Year  Under  1 1-4  yrs. 

1957  5.6  32.0 

1958  16.0  37.5 

1959  11.4  32.4 

1960  18.9  36.5 

1961  21.3  34.4 


Many  other  adults  were  immunized  in  in- 
dustries not  requesting  supplies  of  the 
Health  Department.  This  number  is  not 
known. 

Children  whose  parents  were  unable  to 
pay  for  private  medical  services  were  able 
to  receive  immunization  without  charge  at 
the  Health  Department  clinics.  Table  4 sets 
forth  the  work  performed  through  the  school 
clinics  during  1954  and  1955,  and  through 
the  Health  Department  clinics  in  subsequent 
years. 

Table  5 indicates  age  distribution  of  chil- 
dren immunized  in  the  Health  Department 
clinics  from  1957  through  1961. 

As  might  be  expected  there  has  been  a 
shift  in  immunization  to  young  children  as 
the  backload  of  older  children  has  been  vac- 
cinated. 

Measuring  Results 

The  final  test  of  the  Salk  vaccine  and  its 
utilization  would  be  the  reduction  and  even 
elimination  of  poliomyelitis.  Table  6 shows 
the  number  of  polio  cases  and  deaths  occur- 
ring in  Omaha  and  Douglas  County  for  the 
31-year  period  1931-1961. 


5-9  yrs. 

10  - 14  yrs. 

15  - 19  yrs. 

30.6 

20.9 

10.7 

26.8 

13.3 

6.4 

32.2 

19.4 

4.6 

25.5 

13.5 

5.6 

25.5 

15.9 

2.9 

In  spite  of  intensive  educational  programs 
promoting  immunization  and  the  excellent 
response  on  the  part  of  the  public,  and  in 
spite  of  the  record  spectacular  falloff  in 
cases,  suggestions  were  made  after  discon- 
tinuance of  school  vaccination  that  special 
mass  immunization  programs  be  established 
through  schools,  fire  stations,  and  public 
buildings.  National  publicity  reported  rela- 
tively low  public  participation  and  stimulat- 
ed demands  that  something  be  done  locally. 
Actually  the  disappointments  relative  to  ac- 
ceptance of  the  vaccine  as  expressed  in  the 
releases  could  be  challenged,  because  the  ac- 
ceptance of  the  Salk  vaccine  as  a prophylac- 
tic measure  is  without  parallel  in  history. 
No  doubt  certain  areas  of  the  country,  for 
one  reason  or  another,  did  not  respond  well. 
The  adverse  experience  of  Idaho  and  Cali- 
fornia certainly  worked  against  acceptance 
of  immunization,  both  locally  in  Omaha  and 
generally  in  the  country. 

In  answer  to  the  suggestions  and  growing 
demands  that  clinics  be  established,  the 
Health  Department  proposed  that  surveys 
be  conducted  to  ascertain  the  nature  and  ex- 
tent of  the  problem,  locally.  This  proposal 
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TABLE  6 


MORBIDITY  AND  MORTALITY  STATISTICS 
ON  POLIOMYELITIS  IN  OMAHA  AND 
DOUGLAS  COUNTY,  1931-1961 


Year 

Cases 

Deaths 

Paralysis 

Present 

Fatality 
Rate  Per 
1U0  Cases 

Paralysis 
Rate  Per 
100  Cases 

1931  

_ __  8 

0 

0 

1932  . 

6 

0 

0 

1933 

_ 3 

0 

0 

1934 

1 

0 

0 

1935 

1 

0 

0 

1936 

5 

0 

0 

1937  __ 

110 

23 

__ 

20.9 

1938 

17 

1 

__ 

5.8 

1939 

12 

2 

16.6 

1940 

41 

4 

__ 

9.7 

1941  _ 

_ __  0 

0 

0 

1942 

1 

0 

__ 

0 

1943 

47 

5 



10.6 

1944 

16 

0 

__ 

0 

1945 

41 

1 

2.4 

1946 

_116 

11 

9.5 

1947 

49 

3 

__ 

6.1 

1948 

298 

14 

4.6 

1949 

185 

14 



7.5 

1950 

_ __  115 

1 

44 

0.8 

38.2 

1951 

. _ 91 

4 

41 

4.4 

45.0 

1952 

_ 498 

10 

225 

2.0 

45.1 

1953 

16 

0 



0 

__ 

1954 

- 89 

1 

57 

1.1 

64.0 

1955 

56 

0 

27 

0 

48.2 

1956  - . 

30 

1 

6 

3.3 

20.0 

1957 

10 

0 

6 

0 

60.0 

1958 

2 

0 

1 

0 

50.0 

1959 

23 

2 

12 

8.7 

52.2 

1960  

1 

0 

1 

0 

100.0 

1961  . 

. ___  2 

1 

1 

50.0 

50.0 

A dash  ( ) indicates  no  data  available. 


was  concurred  in  by  the  Medical  Society 
and  the  Douglas  County  Chapter  of  the  Na- 
tional Foundation.  The  surveys  as  proposed 
were  to  consist  of  two  parts.  The  first 
would  be  a random  telephone  survey  which 
would  be  conducted  by  volunteers  of  the  Na- 
tional Foundation.  The  second  would  be  a 
survey  of  high  school  children.  By  limiting 
the  survey  to  this  school  age  group,  data 
could  be  obtained  quickly  without  having  to 
resort  to  sending  forms  home  from  school. 

Similar  surveys  were  repeated  in  1958  and 
again  in  1962.  Table  7 is  a composite  of  the 
results  of  the  three  telephone  surveys.  The 
term  “vaccinated”  was  applied  to  those  who 
had  received  one  or  more  injections  of  Salk 
vaccine  on  the  assumption  that  most  of 
those  who  once  have  started  the  series  of 
injections  will  complete  them.  In  the  1962- 
survey  of  high  school  children,  for  example, 


95.4  per  cent  had  received  three  injections; 
3.3  per  cent,  two  injections;  and  only  1.3 
per  cent,  one  injection. 

The  telephone  surveys  were  not  designed 
to  produce  results  with  high  statistical  ac- 
curacy. The  surveys  were  made  to  ascer- 
tain trends,  and  the  results  are  rough  at 
best.  Volunteer  callers  were  asked  to  call  a 
given  number  of  persons  on  each  page  of 
the  Omaha  Telephone  Directory.  If  there 
were  no  answer,  the  volunteer  was  instruct- 
ed to  call  another  number.  Occasionally  a 
form  had  to  be  excluded  because  of  insuffi- 
cient or  inaccurate  and  conflicting  data  re- 
corded. 

Reasons  for  failure  to  be  immunized  were 
also  requested  and  are  contained  in  table  8. 

Although  the  data  in  table  8 are  subjec- 
tive, there  appears  to  be  a pattern.  In 
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TABLE  7 


TELEPHONE  SURVEYS  TO  ASCERTAIN  IMMUNIZATION 
STATUS  OF  INDIVIDUALS  AND  FAMILIES  IN 
OMAHA  AND  DOUGLAS  COUNTY, 

1957,  1958,  1962 


March 

March 

January 

1957 

1958 

1962 

Total  Residence  Calls  Completed 

_2,562 

2,382 

2,506 

Number  of  People 

9,312 

8,676 

9,540 

Age  Group — 

Under  6 months  

_ 



173 

6 months  - 5 years 

1,467 

1,421 

1,491 

5 - 19 

2,826 

2,674 

2,776 

20  - 49  _ 

5,019 

4,581 

3,730 

50+ 



1,370 

Per  Cent  Immunized — 

Under  6 months 

__ 

65.3 

6 months  - 5 years  _ 

79.3 

87.2 

97.0 

5-19 

78.7 

87.7 

99.2 

20  - 49  _ __  _ 

42.6 

58.0 

60.3 

50+  _____ 

48.0 

1962,  however,  thei*e  was  a large  number 
of  forms  on  which  no  reasons  were  listed. 
Possibly  most  of  these  would  have  fallen  in 
one  of  the  first  two  categories.  There  was 
a large  rise,  in  1962,  in  the  category  of 

TABLE  8 

REASONS  GIVEN  FOR  FAILURE  TO  BE 
IMMUNIZED 

Per  Cent 


Procrastination 

March 

57 

. 54.8 

March 

1958 

46.7 

January 

1962 

18.1 

Apathy 

. 21.1 

21.1 

24.5 

Financial 

. - 11.6 

9.9 

6.7 

Insufficient  Faith 
in  Vaccine 

2.7 

4.1 

3.1 

Lack  of  Information 

3.3 

10.2 

20.9 

Religion 

rr 

. i 

.7 

.8 

Other 

5.4 

7.3 

7.0 

None  Given 



18.9 

lack  of  information,  attributable  mostly  to 
the  fact  that  older  persons  had  not  realized 
need  for  immunization.  Early  publicity 
stressed  immunization  of  children  and  adults 
under  40  years  of  age. 

The  results  of  surveys  of  immunization 
status  of  high  school  children  are  presented 
in  table  9. 

Data  on  immunization  status  of  children 
in  the  Omaha  Public  Schools  was  not  se- 
cured, since  the  Director  of  Special  Services 
stated  that,  based  on  data  on  elementary 
grades  he  would  estimate  the  rate  for  high 
school  students  would  exceed  90  per  cent. 
This  chart  reveals,  once  again,  a remarkable 
acceptance  of  the  vaccine. 

As  a result  of  the  first  survey,  the  de- 
mands for  special  mass-immunization  pro- 
grams subsided.  It  was  concluded  that  ex- 


TABLE  9 

IMMUNIZATION  STATUS  OF  HIGH  SCHOOL  CHILDREN 
WITH  SALK  VACCINE,  OMAHA  AND  DOUGLAS 
COUNTY,  1957,  1958,  1962 

1957  1958  1962 


Enroll- 

Per  Cent 
Im- 

Enroll- 

Per  Cent 
Im- 

Enroll- 

Per  Cent 
Im- 

School 

ment* 

munized 

ment* 

munized 

ment* 

munized* 

Omaha  Public 

9,050 

33.4 

8,490 

72.5 



90+f 

Omaha  Catholic 

. _ 2,762 

42.1 

2,871 

80.9 

4,343 

97.5 

Douglas  County 

568 

31.9 

589 

84.2 

713 

96.4 

District  66 

478 

45.7 

770 

88.7 

936 

93.1 

Total  _ . 

12,858 

35.9 

12,720 

75.9 

5,992 

96.6 

•Number  of  school  children  present  at  time  of  survey. 
tEstimated 
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isting  facilities  were  doing  a job  which  ex- 
ceeded expectations  and,  although  the  total 
task  was  far  from  completion,  it  would  be 
best  to  continue  a strong  program  of  public 
education  and  information.  It  was  also  pro- 
posed that  the  surveys  be  repeated  in  one 
year  to  measure  effectiveness  of  this  course. 

In  1958,  repetition  of  the  surveys  indicat- 
ed such  achievement  that  the  demands  for 
mass-vaccination  programs  subsided  almost 
completely. 

The  surveys  in  1962  were  conducted  an- 
ticipating demands  for  mass  immunization 
with  the  advent  of  the  Sabin  live  virus  vac- 
cine. On  suggestion  of  the  Health  Depart- 
ment, the  Medical  Society  requested  the 
Douglas  County  Chapter  of  the  National 
Foundation  to  repeat  the  surveys.  By  hav- 
ing the  same  agency  conduct  this  survey,  it 
was  thought  results  would  be  considered 
comparable.  The  basic  purpose  of  conduct- 
ing the  surveys  would  be  to  ascertain 
whether  or  not  immunization  with  live  vac- 
cine should  be  carried  out  through  existing 
resources  or  through  mass  - immunization 
programs. 

Because  of  the  extremely  high  immuniza- 
tion rates  reported  among  individuals  under 
20  years  of  age,  it  was  obvious  that  estab- 
lishment of  special  clinics  was  not  justifi- 
able. The  lower  immunization  rates  among 
those  over  20,  and  particularly  over  50  years 
of  age,  very  likely  were  due  to  early  pub- 
licity about  the  vaccine  as  unneeded  in  per- 
sons over  40.  The  Medical  Society  and 
Health  Department  were  in  accord  that  an 
intensive  program  of  education  should  be 
beamed  at  the  adult  population. 

An  interesting  and  important  aspect  of 
the  telephone  surveys  was  the  interest  in  the 
Salk  vaccine  which  was  shown  by  those  in- 
terviewed. The  surveyors  had  been  provid- 
ed with  basic  data  and  were  prepared  to 
pass  these  on.  In  event  questions  arose 
which  the  volunteer  could  not  answer,  the 
person  was  referred  to  his  physician  or  to 
the  Health  Department.  Although  not 
measurable,  it  was  believed  that  both  the 
telephone  and  school  surveys  stimulated  in- 
dividuals to  action.  No  doubt  the  call  be- 
came a topic  of  conversation  among  friends 
and  relatives.  Of  course  results  of  each  sur- 
vey were  published  through  local  news  me- 
dia which  caused  the  entire  public  to  be 
aware  of  the  need  for  immunization.  By- 
products of  surveys  have  many  unanticipat- 


ed and  far-reaching  effects  which,  in  skilled 
hands,  can  be  used  to  full  advantage. 

Pro’s  and  Con’s  of  Special  Immun- 
ization Clinics 

The  introduction  of  the  Salk  vaccine  pre- 
cipitated discussion  and  argument  concern- 
ing its  administration.  Various  factors  op- 
erated to  confuse  the  issues.  The  growing 
number  of  polio  cases  and  deaths,  approxi- 
mately 40,000  and  2,000,  respectively,  per 
annum  was  causing  an  alarming  amount  of 
anxiety  and  even  panic  with  the  approach 
of  each  summer.  The  nature  of  the  disease 
and  the  age  of  its  victims  resulted  in  in- 
creasing attention  being  focused  upon  it. 
The  development  of  a prophylactic  through 
a volunteer  health  agency  supported  by 
public  subscription  caused  many  people  to 
expect  free  immunization  to  continue  indef- 
initely. 

Too  often  the  proponents  of  free  immun- 
ization through  mass  clinics  and  their  op- 
ponents became  ensnared  in  endless  debate 
on  socialized  medicine  and  socialism.  The 
Health  Department  attempted  to  analyze  the 
problem  from  the  viewpoint  of  what  pro- 
gram best  served  the  interest  of  the  pa- 
tient, the  physician,  and  the  community. 
In  the  process  several  principles  emerged,  as 
follows : 

1.  Private  practitioners  of  medicine 
and  the  healing  arts  are  the  foundation 
upon  which  community  health  programs 
must  be  built.  Persons  who  can  af- 
ford it  should  be  encouraged  to  seek 
services  of  the  physician  of  their  choice 
as  a means  of  securing  the  best  pos- 
sible medical  care  and  guidance  and  of 
preserving  a system  of  free  enterprise. 
In  this  way  the  individual  accepts  re- 
sponsibility for  his  own  welfare. 

2.  Each  community  should  estab- 
lish means  whereby  those  w h o cannot 
pay  for  preventive  services  can  receive 
such  services  without  cost.  The  wel- 
fare of  the  total  community  should  not 
be  jeopardized  through  financial  in- 
ability of  a segment  to  obtain  preven- 
tive care.  Conflicts  and  demands  ap- 
peared greatest  in  those  areas  where 
communities  had  failed,  over  the  years, 
to  assume  any  responsibility  whatever 
for  providing  such  services. 

3.  Handling  of  exceptional  problems, 
as  existed  upon  introduction  of  the  Salk 
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vaccine,  requires  joint  attack  by  those 
receiving  and  those  providing  services. 
Viewpoints  of  both  must  be  recognized 
and  appreciated  to  the  degree  that  a 
majority  of  both  are  agreeable  to  the 
final  plan  of  action.  It  is  to  the  best 
interest  of  all  concerned  that  the  pro- 
fessional individual  provide  active  lead- 
ership in  arriving  at  an  effective  and 
harmonious  plan  of  action. 

With  these  principles  in  mind,  the  whole 
Salk  immunization  program  can  be  reviewed 
from  its  inception. 

During  the  field  trial  the  only  feasible 
means  for  setting  up  a scientific  program 
with  adequate  controls  was  through  the 
schools  and  this  was  recognized  by  all  con- 
cerned. In  the  following  year,  when  the 
supply  of  vaccine  was  still  extremely  limited, 
it  was  readily  agreed  that  equitable  admin- 
istration required  administration  again 
through  the  schools. 

When  vaccine  became  plentiful,  however, 
school  immunization  programs  were  discon- 
tinued, but  the  Medical  Society  immediately 
passed  a resolution  endorsing  inclusion  of 
the  vaccine  in  immunization  clinics  of  the 
Health  Department.  Nevertheless,  in  just 
two  years’  time  many  persons  had  come  to 
think  that  immunization  through  schools 
would  become  an  established  program. 
School  officials  in  Omaha  and  Douglas 
County  were  opposed  to  entering  into  such 
a program.  They  rightfully  recognized  their 
role  as  one  of  education  and  worked  Un- 
ceasingly to  promote  immunization  through 
public  educational  programs.  Such  promo- 
tion stressed  need  for  immunizations  against 
all  childhood  disease  and  not  polio  alone. 
Previous  experience  has  shown  that  where 
schools  provide  immunization,  families  neg- 
lect having  their  children  immunized  dur- 
ing the  critical  preschool  years.  Families 
tend  to  look  to,  and  become  dependent  upon, 
school  officials  for  health  services. 

Other  valid  objections  to  mass  immuniza- 
tion clinics  exist  regardless  of  the  location 
where  they  may  be  held.  A few  of  these  are : 

1.  Complete  immunization  services 


against  all  childhood  disease  are  not 
generally  possible  through  special  clin- 
ics. Each  person’s  needs  must  be  evalu- 
ated and  this  cannot  be  done  without  an 
adequate  system  of  records  and  consid- 
erable expenditure  of  time.  Therefore, 
such  clinics  usually  are  operated  for 
immunization  against  one  disease. 

2.  Immunizations  are  often  conduct- 
ed under  inadequate  and  even  adverse 
circumstances.  A prime  example  of 
this  was  the  program  established  in 
California  where  immunization  stations 
were  set  up  in  parking  lots,  and  indi- 
viduals received  injections  by  holding 
their  aims  out  of  the  car  window  as 
the  cars  drove  slowly  by. 

3.  Mass  clinics  are  spectacular  and 
work  to  prevent  establishment  of  a pro- 
gram to  handle  the  problem  on  an  on- 
going routine  basis. 

4.  Individuals  are  handled  on  an  im- 
personal basis,  and  time  cannot  be  given 
by  the  physician  for  questions  about  the 
vaccine  or  other  health  problems.  Op- 
portunity for  health  education  is  lost. 

5.  Clinics  in  other  than  established 
centers  interfere  with  programs  of  those 
agencies.  For  example,  schools  find 
immunization  deprives  the  school  of 
needed  teaching  time. 

The  mass  immunization  program  has  been 
found  valuable  under  certain  disaster  and 
emergency  conditions,  but  these  are  exceed- 
ingly infrequent. 

Summary 

1.  Introduction  of  the  Sabin  live  virus 
vaccine  posits  the  problem  as  to  how  the 
vaccine  can  best  be  used  within  a commun- 
ity. 

2.  The  experience  of  Omaha  and  Douglas 
County  in  utilization  of  the  Salk  vaccine  is 
reviewed. 

3.  Evaluation  of  Results  of  the  program 
via  the  survey  are  discussed. 

4.  Mass  immunization  programs  are  dis- 
cussed in  detail. 


An  examination  may  be  “negative.”  The  object  or  substance 
examined  may  be  “normal.”  A urinalysis  may,  then,  be  negative, 
in  which  case  the  urine  is  “nonnal.” 
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\ ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

May  12,  Kearney,  Good  Samaritan  Hos- 
pital 

May  26,  Alliance,  Central  School  Building 
June  2,  Norfolk,  Norfolk  State  Hospital 
June  23,  Grand  Island,  St.  Francis  Hos- 
pital 

ANNUAL  MEETING,  MINNESOTA 
STATE  MEDICAL  ASSOCIATION  — 
May  21-23,  1962,  Minneapolis. 

ANNUAL  MEETING,  American  Medical 
Association,  June  24-28,  1962  — Chicago 
National  Conference  on  Disaster  Medical 
Care;  June  23rd;  Palmer  House,  Chica- 
go. (See  “Announcements.”) 

SYMPOSIUM  ON  INJURY.  INFLAMMA- 
TION, AND  IMMUNITY,  a section  on  an 
International  Symposium  — May  15-16, 
Elkhart,  Indiana;  new  “Research  Build- 
ing” of  Miles  Laboratories,  Inc. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23;  Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 


to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 


Medicare  in  Operation 

Necessary  infant  care  is  allowable  under 
the  Medicare  Program  if  rendered  during 
the  period  of  hospitalization  following  de- 
livery. If  services  are  rendered  by  the 
physician  who  delivered  the  infant,  50%  of 
charge  is  allowable  in  addition  to  his  ob- 
stetrical fee.  In  multiple  births,  50%  is  au- 
thorized for  each  additional  infant. 

The  allowance  for  care  of  premature  in- 
fants is  based  on  a separate  payment  for  the 
first  week,  plus  smaller  subsequent  pay- 
ments for  each  succeeding  day,  however,  the 
same  rule  holds  true  whereas  the  delivering 
physician  would  be  entitled  to  50%  of 
charge. 

Any  fees  for  consultants  or  specialists 
called  on  the  case  by  the  patient  would  be 
the  responsibility  of  the  patient.  No 
Medicare  allowance  would  be  available  un- 
less the  attending  physician  requests  con- 
sultation. 

TREATMENT  OF  DIABETES 

A Nine-Point  Checklist  for  Treatment 
of  Diabetes 

Because  of  its  prevalence  and  chronicity, 
diabetes  mellitus  should  be  the  continuing 
concern  of  all  physicians,  regardless  of  their 
type  of  practice.  An  essential  part  of  treat- 
ing the  condition  is  teaching  the  patient 
how  to  live  with  it. 

As  in  any  educational  program,  a system- 
atic approach  should  be  used.  Each  physi- 
cian should  have  certain  specific  objectives 
clearly  in  mind  as  he  teaches  his  diabetic 
patients. 

To  aid  him,  the  American  Diabetes  Asso- 
ciation has  prepared  the  following  check 
list  of  nine  basic  elements  of  treatment, 
which  constitutes  a minimum  program  for 
diabetes  management: 
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1.  Diet 

2.  Urine  testing 

3.  Action  of  insulin  and  other  hypogly- 
cemic agents 

4.  Technique  of  insulin  injection  and 
sites  for  it 

5.  Care  of  syringe  and  of  insulin 

6.  Symptoms  of  uncontrolled  diabetes 

7.  Symptoms  of  hypoglycemia 

8.  Care  of  the  feet 

9.  What  to  do  in  case  of  acute  complica- 
tions 

This  guide  is  not  only  of  value  in  the  ini- 
tial education  of  a new  diabetic,  but  also 
can  be  most  helpful  to  both  patient  and 
physician  in  the  subsequent  years  of  man- 
agement. 

Subcommittee  on  Teaching  of  Diabetes  in 
Hospital  of  the  Committee  on  Professional 
Education : 

George  J.  Hamwi,  M.D.,  Chairman,  Co- 
lumbus, Ohio 

Thomas  H.  McGavack,  M.D.,  Vice  Chair- 
man, Martinsburg,  W.  Va. 

Lewis  B.  Flinn,  M.D.,  Wilmington,  Del. 

Edwin  W.  Gates,  M.D.,  Niagara  Falls, 
N.Y. 

Robert  C.  Hardin,  M.D.,  Iowa  City, 
Iowa 

Edgar  A.  Haunz,  M.D.,  Grand  Forks, 
N.  Dak. 

American  Diabetes  Association,  Inc. 

1 East  45th  Street,  New  York  17,  N.Y. 


LETTERS 

Is  It  Safe  To  Compromise  With  the  Devil? 

The  following  group  of  letters  will  fur- 
nish food  for  thought  to  those  who  read 
them.  They  were  sent  to  the  Journal  by 
Doctor  J.  C.  Baker  of  Sutherland,  Nebras- 
ka, who  is  appalled  by  the  fact  that  the 
American  Medical  Association  and  other 
powerful  quasi-medical  organizations  appar- 
ently have  compromised  the  stand  of  Medi- 
cine against  Socialism.  The  compromise 
may  have  come  about  because  they  were  un- 
able to  resist  the  temptation  to  accept  some 
of  the  free  (?)  money  held  out  so  tempting- 
ly by  Big  Government.  The  answers  to  Doc- 
tor Baker’s  letters  ail  contain  a certain 
amount  of  “double  talk.”  For  instance,  in 


Stetler’s  answer  we  find  “.  . . maximum 
freedom  from  federal  control  is  assured  for 
medical  schools.”  How  does  one  define 
“maximum  freedom”  ? It  certainly  does  not 
say  “absolute  freedom.”  It  probably  means 
as  much  freedom  as  can  be  had  under  the 
terms  of  the  subsidy. 

In  reading  these  letters  one  should  keep 
in  mind  the  statement  of  the  Supreme 
Court  Justice  that  it  is  only  fair  to  assume 
that  what  the  Government  subsidizes  it  will 
control.  The  letters  follow: 

— Editor. 


February  3,  1962 

F.  J.  L.  Blasingame,  M.D. 

Executive  Vice  President, 

American  Medical  Association, 

535  North  Dearborn  Street, 

Chicago  10,  Illinois. 

Dear  Doctor  Blasingame: 

According  to  U.  S.  News  and  World  Re- 
port, federal  aid  to  build  new  medical 
schools  won  the  approval  of  the  American 
Medical  Association  on  January  26th. 

The  American  Medical  Association  has 
been  performing  a herculean  task  in  com- 
batting the  threat  of  socialized  medicine  by 
its  vigorous  and  unrelenting  opposition  to 
health  care  for  the  aged  financed  through  so- 
cial security. 

I am  reasonably  certain  that  individuals 
in  headquarters  of  the  American  Medical 
Association  are  not  so  naive  as  to  assume 
that  federal  control  does  not  invariably  ac- 
company so-called  federal  aid. 

The  action  of  the  American  Medical  As- 
sociation in  opposing  health  care  for  the 
aged  financed  by  social  security  on  one  hand, 
while  on  the  other  approving  and  support- 
ing the  socialistic  action  of  federal  aid  to 
build  new  medical  schools,  represents  a gross 
and  dangerous  inconsistency.  Indeed,  it 
represents  a betrayal  of  the  trust  fellow 
M.D.’s  have  in  the  American  Medical  As- 
sociation to  carry  on  the  fight  to  maintain 
a free  environment  in  which  to  carry  on 
the  practice  of  the  healing  art. 

If  we  are  to  combat  socialism,  we  must 
fight  it  in  all  its  aspects,  facets  and  ramifi- 
cations. There  can  be  no  inconsistency, 
there  can  be  no  vacillation,  there  can  be  no 
equivocation. 
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April  2,  1962 


I would  appreciate  it  if  you  would  do  two 
things : 

1.  Please  print  this  letter  in  the  A.M.A. 
News. 

2.  Let  me  know  what  response  you  re- 
ceive from  other  M.D.’s  with  respect 
to  this  issue. 

Thank  you. 

Sincerely  yours, 

(Signed) : 

J.  C.  Baker,  M.D. 

February  13,  1962 

J.  C.  Baker,  M.D. 

Sutherland,  Nebraska 

Dear  Doctor  Baker: 

Your  letter  of  February  3,  1962  has  been 
referred  to  me  for  reply.  The  American 
Medical  Association  recently  submitted  a 
statement  before  the  House  Interstate  and 
Foreign  Commerce  Committee  in  support 
of  one  section  of  H.R.  4999,  87th  Congress. 
This  portion  provides  for  one  time  expendi- 
tures of  federal  funds  on  a matching  basis 
where  maximum  freedom  from  federal  con- 
trol is  assured  for  medical  schools.  This 
position  is  similar  to  the  position  which  was 
adopted  on  the  Hill-Burton  program.  The 
American  Medical  Association  endorsed  a 
limited  program  of  federal  aid  to  medical 
schools  in  June  of  1955  and  has  since  sup- 
ported various  measures  for  medical  school 
construction.  For  your  information,  I 
have  attached  a copy  of  the  statement  given 
by  Gerald  D.  Dorman,  M.D.,  on  January  26, 
1962. 

Your  letter  has  been  referred  to  the  edi- 
tor of  the  A.M.A.  News  as  you  have  request- 
ed. 

Only  one  other  letter  from  a physician  on 
this  subject  has  come  to  my  attention.  This 
physician  is  under  the  impression  that  we 
had  endorsed  the  scholarship  and  loan 
provisions  as  well  as  the  research  provisions 
of  the  measure. 

If  there  is  any  additional  information  I 
can  send  you,  please  do  not  hesitate  to  write 
to  me. 

Sincerely, 

(Signed) : 

C.  Joseph  Stetler. 


Dr.  Edwin  L.  Crosby 
Executive  Vice  President 
American  Hospital  Association 
840  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

Dear  Doctor  Crosby: 

The  joint  action  of  the  American  Hospital 
Association  and  Blue  Cross  in  agreeing  on 
a hospitalization  plan  for  the  aged,  the  pre- 
miums for  which  would  be  subsidized  by  the 
federal  government,  represents  a serious 
blow  to  the  struggle  to  maintain  a free  en- 
vironment in  which  to  carry  on  the  practice 
of  medicine.  Indeed,  it  represents  a betray- 
al of  trust  that  I,  as  a Doctor  of  Medicine, 
have  had  in  these  two  closely  allied  profes- 
sions to  combat  the  most  serious  threat  that 
has  ever  faced  the  United  States  of  America 
— collectivism. 

One  of  the  first  thoughts  to  come  to  mind 
is  that  the  medical  profession,  private  in- 
surance companies  and  most  importantly, 
the  American  people  have  been  “sold-out’* 
by  the  action  your  two  organizations  have 
taken.  It  seems  that  what  we  thought  were 
two  extremely  strong  bastions  against  the 
threats  of  federal  domination  have  sudden- 
ly collapsed.  Another  thought  that  comes 
quickly  to  mind  is  “Why  has  this  happened?” 

The  article  in  Medical  World  News  quotes 
the  A.H.A.  as  stating  that  “where  the  funds 
come  from  is  of  secondary  importance.” 
Herein  lies  the  key  to  the  whole  issue  — 
the  source  of  the  funds  is  of  primary  im- 
portance. When  the  source  of  the  funds  is 
the  federal  government  — it  follows  inevit- 
ably that  there  will  be  federal  control  — or, 
if  you  please,  collectivism. 

Rather  should  we  bend  our  efforts  to  de- 
crease the  amount  of  government,  devote  our 
energies  to  decentralize  the  federal  govern- 
ment. The  obvious  intent  of  the  Constitu- 
tion of  the  United  States  is  to  keep  central 
government  decentralized  and  limit  the 
powers.  Many  authorities  agree  that  wo 
are  at  the  danger  point  with  respect  to  the 
power  of  government  — that  is,  roughly 
35%  of  the  income  of  every  wage  earner 
goes  in  taxes  to  support  government  at  all 
levels.  Your  joint  action  with  Blue  Cross 
merely  serves  to  help  enlarge  the  scope,  ac- 
tivities and  control  of  government. 

I would  appreciate  very  much  hearing 
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from  you  on  this  matter.  Thank  you  very 
much. 

Sincerely  yours, 

(Signed) : 

•J.  C.  Baker,  M.D. 

February  7,  1962 

John  C.  Baker,  M.D. 

The  Sutherland  Clinic 
Sutherland,  Nebraska 

Dear  Doctor  Baker : 

Attached  you  will  find  a copy  of  the  ac- 
tions of  the  American  Hospital  Association 
and  the  Blue  Cross  Association  which  were 
taken  on  January  4,  1962. 

In  addition,  you  will  find  a copy  of  a let- 
ter which  I wrote  to  the  editor  of  the  Wash- 
ington Post. 

I think  that  these  should  answer  the  ques- 
tions which  you  raised  in  your  letter  of  Feb- 
ruary 4.  You  will  notice  that  no  place  does 
it  say  the  “federal”  government.  You  should 
also  notice  that  although  we  said  where  the 
funds  come  from  is  of  secondary  import- 
ance, we  said  also  that  it  is  not  of  no  im- 
portance. We  are  concerned  only  with  the 
application  of  funds  through  local  admin- 
istration and  a modified  form  of  means 
test.  I am  sure  that  you  share  these  con- 
cerns with  us. 

Sincerely, 

(Signed) : 

Edwin  L.  Crosby,  M.D., 
Director. 

January  11,  1962 

The  Editor 

The  Washington  Post-Times  Herald 
Washington,  D.C. 

Dear  Sir: 

The  account  published  in  The  Washing- 
ton Post-Times  Herald  of  the  action  of  the 
American  Hospital  Association  on  January 
4,  1962,  concerning  the  health  care  of  the 
aged  has  been  brought  to  my  attention. 

The  headline  is  completely  misleading. 
It  states  “Hospitals  back  social  security 
health  system.”  The  Kerr-Mills  program 
for  the  medically  indigent  aged  is  part  of  the 
Social  Security  Act  and  the  Association  did 
reaffirm  its  unqualified  support  of  this  pro- 


gram. But  this  is  not,  we  are  sure,  what 
the  headline  writer  had  in  mind. 

What  the  Association  did  back,  in  addi- 
tion to  the  Kerr-Mills  program,  was  a na- 
tional Blue  Cross  program,  one  which  we 
envision  as  available  to  all  people  over  64 
years  of  age,  at  uniform  rates  and  with  uni- 
form benefits. 

We  recognized  that  government  funds 
would  be  necessary  to  implement  such  a pro- 
gram because  of  the  low  economic  status  of 
many  of  the  aged  and  we  supported  direct 
assistance  to  those  aged  who  need  it. 

We  are  unequivocally  opposed  to  the  Fed- 
eral administration  of  a health  care  program 
for  the  aged  and  support  the  Blue  Cross  as 
an  alternative  which  will  protect  the  values 
of  the  voluntary  system  while  not  ignoring 
the  real  needs  of  the  aged.  If  Blue  Cross 
were  to  be  the  administrative  mechanism, 
thus  providing  the  local  administration  we 
believe  so  important,  we  would  consider  the 
source  of  tax  funds  for  the  necessary  gov- 
ernment assistance  as  of  secondary  import- 
ance, and  we  so  said.  We  said  “secondary 
importance,”  not  no  importance. 

It  should  also  be  stated  that  we  did  not 
oppose  the  Administration’s  health  care 
program  merely  or  primarily  because  it 
would  leave  uncovered  many  of  the  aged. 
Our  primary  opposition  is  because  of  the 
Federal  administration  implicit  in  the  Ad- 
ministration proposal. 

Sincerely, 

Edwin  L.  Crosby,  M.D., 

Executive  Vice  President. 

February  6,  1962 

Arthur  J.  Offerman,  M.D.,  President 
Nebraska  State  Medical  Association 
4805)4  South  24th  Street 
Omaha,  Nebraska 

Dear  Doctor  Offerman: 

I am  enclosing  a copy  of  a letter  I have 
written  to  F.  J.  L.  Blasingame,  M.D.,  Execu- 
tive Vice  President  of  the  American  Medical 
Association.  This  letter  was  written  as  the 
result  of  action  taken  by  the  American  Med- 
ical Association  in  approving  federal  aid  to 
construct  new  medical  schools. 

The  cause  of  freedom  in  the  practice  of 
medicine,  indeed,  the  entire  struggle  for  a 
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free  America,  has  been  dealt  two  severe, 
stunning  blows: 

First  — the  above-mentioned  action 
of  the  American  Medical  Association  in 
supporting  the  socialistic  action  of  fed- 
eral aid  to  build  new  medical  schools. 

Second  — Blue  Cross  and  the  Ameri- 
can Hospital  Association  have  agreed 
on  a hospitalization  plan  for  the  aged, 
premiums  for  which  would  be  subsi- 
dized by  the  federal  government. 

These  actions  represent  not  only  a gross 
and  dangerous  inconsistency,  they  repre- 
sent a betrayal  of  trust  in  our  fight  to  main- 
tain a free  environment  in  which  to  carry  on 
the  practice  of  the  healing  art. 

If  we  are  to  combat  collectivism,  then 
we  must  fight  it  in  all  its  aspects,  facets, 
and  ramifications.  There  can  be  no  incon- 
sistency, there  can  be  no  vacillation,  there 
can  be  no  equivocation  in  this  struggle 
against  the  greatest  menace  that  has  ever 
threatened  the  United  States  of  America  — 
collectivism ! 

I should  like  to  suggest  that  the  follow- 
ing be  done : 

1.  Bring  these  facts  to  the  attention  of 
all  members  of  the  Nebraska  State 
Medical  Association.  Use  any  or  all 
of  this  letter  if  it  will  be  of  any  help. 

2.  Let  it  be  known,  in  no  uncertain 
terms,  to  the  American  Medical  Asso- 
ciation and  the  public  that  the  Ne- 
braska State  Medical  Association 
takes  an  undeviating  unrelenting 
stand  against  collectivism  in  all  forms. 

I have  read  some  of  the  articles  written 
by  N.S.M.A.  in  the  magazine  The  Nebraska 
Newspaper  opposing  the  socialization  of 
medicine.  These  are  excellent  articles,  well 
written  and  easily  understandable  by  the 
lay  public. 

Sincerely, 

(Signed) : 

J.  C.  Baker,  M.D. 

Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Four  films  produced  at  the  Nebraska  Psy- 
chiatric Institute  will  be  shown  at  the 
American  Psychiatric  Association’s  annual 
meeting  in  Toronto,  Ontario  in  May. 


Dr.  Cecil  Wittson  and  Dr.  Merrill  T. 
Eaton  of  the  Institute  will  attend  the  meet- 
ing. 

The  films  are  “Appraisal  of  Competency,’’ 
“Determination  of  Criminal  Responsibility,” 
“Tactics  of  Testimony,”  and  “Help  Wanted,” 
a training  film  for  the  Office  of  Vocational 
Rehabilitation  in  Washington,  D.C. 


One  of  Ours — 

We  thought  you  might  be  interested  in 
making  some  kind  of  a news  item  about 
this  picture  we  just  received.  Dr.  Thomson 
stopped  here  on  his  way  home  from  the  29th 
Annual  Congress  of  the  American  Academy 
of  Orthopaedic  Surgeons  held  in  Chicago, 
January  27th  to  February  4th,  1962.  He 
had  been  invited  to  deliver  the  Address  of 
Welcome  to  the  new  members  on  the  evening 
of  the  banquet  for  the  Instructive  Courses 
held  at  the  Palmer  House,  January  29,  be- 
fore a capacity  attendance  of  nearly  1,200. 
Dr.  J.  Vernon  Luck  (of  Los  Angeles),  the 
President  of  the  Academy,  presented  him 
(to  his  complete  surprise)  this  beautiful* 
sterling  silver  plaque  (see  photograph). 

The  citation  reads : 

“For  his  farsighted  and  dedicated 
leadership  in  the  establishment  of  the 
Instructional  Courses  of  the  Academy 
and  in  grateful  appreciation  of  his 
astute  guidance  of  this  far-reaching  and 
immeasurable  important  program  dur- 
ing the  five  years  he  served  as  Chair- 
man of  the  Committee  on  Instructional 
Courses.”  Signed  by  Dr.  J.  Vernon 
Luck  (at  the  left  in  the  picture),  the 
President,  and  Dr.  Clinton  Compere  of 
Chicago  (second). 

Twenty  years  ago,  in  1942,  Dr.  Thomson 
instituted  these  courses  as  a part  of  the 
program,  primarily  to  help  young  M.D.’s  en- 
tering the  military  services,  get  first-hand  or 
refresher  work  on  using  orthopaedic  prin- 
ciples in  the  care  of  battle  casualties.  The 
value  of  such  a program  was  recognized  in 
the  future,  in  that  these  courses  on  recent 
techniques,  basic  problems,  research  and  re- 
fresher opportunities,  gave  a broad  scope  of 
selection  for  some  two-thirds  of  the  three 
or  more  thousand  who  attend  this  serious 
medical  event.  The  Academy  of  Orthopaedic 
Surgeons  was  the  second  of  the  medical  or 
surgical  organizations  to  use  teaching  cours- 
es in  connection  with  their  medical  meetings. 
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In  1946,  Dr.  Thomson  became  the  four- 
teenth president  of  the  Academy.  Recently, 
he  spends  most  of  his  time  in  Rancho  Santa 
Fe,  California,  but  he  always  feels  that 
Lincoln  is  home. 


Human  Interest  Tales 

Dr.  John  A.  Campbell,  Central  City,  has 
filed  for  Congress  in  the  Third  District. 

Dr.  J.  V.  Scholz,  Cozad,  was  the  principal 
speaker  at  the  March  meeting  of  the  Cozad 
Woman’s  Club. 

Dr.  John  C.  Denker,  Valley,  was  the  prin- 
cipal speaker  at  the  March  meeting  of  the 
Waterloo  P.T.A. 

Mrs.  Gerald  Holcomb,  Hastings,  has  been 
elected  president  of  the  Adams  County 
Medical  Auxiliary. 

Dr.  Cecil  Wittson,  Omaha,  was  a guest 
speaker  at  the  March  meeting  of  the  Grand 
Island  Altrusa  Club. 

Dr.  Max  Raines,  North  Platte,  presented 


a discussion  on  cancer  at  the  Western  Area 
Cancer  Society  meeting  held  in  Ogallala. 

Dr.  E.  F.  Leininger,  McCook,  discussed  the 
subject  of  socialized  medicine  at  the  meet- 
ing of  the  McCook  Rotary  club,  in  March. 

Dr.  Mary  Jo  Henn,  Omaha,  was  a guest 
speaker  at  the  February  meeting  of  the  Oma- 
ha Business  and  Professional  Women’s 
Club. 

Dr.  Gordon  Gibbs,  Omaha,  was  a guest 
speaker  at  the  March  meeting  of  the  Greater 
Omaha  Lay  Section  of  the  Nebraska  Dia- 
betes Association,  Inc. 

Dr.  Denham  Harman,  Omaha,  made  a 
study  trip  to  Europe  in  March.  Dr.  Hannan 
was  invited  to  address  an  international  geri- 
atrics meeting  at  the  University  of  Paris. 

Dr.  I.  W.  Irvin,  Auburn,  was  a guest 
speaker  at  a recent  meeting  of  the  Auburn 
Kiwanis  club.  He  described  interesting  ex- 
periences of  a doctor  at  the  turn  of  the  cen- 
tury. 

The  Nebraska  Society  of  Internal  Medi- 
cine met  for  their  annual  meeting  in  Lincoln 
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in  March.  One  of  the  guest  speakers  was 
Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 
Director  of  the  American  College  of  Physi- 
cians. 

Dr.  Roscoe  C.  Webb,  Jr.,  has  been  ap- 
pointed assistant  professor  of  surgery  at  the 
Creighton  University  School  of  Medicine. 
Dr.  Webb  has  been  in  research  on  the  heart 
and  circulation  at  the  University  of  Cali- 
fornia Los  Angeles  Medical  Center. 


Announcements 

Rocky  Mountain  Cancer  Conference  in  July — 

The  16th  Annual  Rocky  Mountain  Cancer 
Conference  will  be  held  at  Denver’s  Com- 
pletely air-conditioned  Brown  Palace  West 
Hotel,  July  13-14,  and  will  feature  panel 
discussions  on  “Neoplasms  Complicating 
Pregnancy”  and  “Carcinoma  of  the  Colon.” 

The  President  of  the  American  Cancer 
Society  and  the  President-elect  of  the  Amer- 
ican Medical  Association  will  participate  in 
the  two-day  program. 

Application  has  been  made  for  A.A.G.P. 
accreditation  for  the  Conference. 

Speakers  on  the  Scientific  program  will 
include:  Christopher  J.  Duncan,  M.D.,  of 
Brookline,  Massachusetts;  William  H.  Gor- 
don, M.D.,  of  Lubbock,  Texas;  George  E. 
Moore,  M.D.,  of  Buffalo,  New  York,  and 
James  W.  Reagan,  M.D.,  of  Cleveland. 
Ohio. 

Morning  sessions  on  both  days  of  the 
program  will  be  devoted  to  the  panel  dis- 
cussions followed  by  round  table  luncheons 
with  speakers.  Individual  papers  will  be  de- 
livered during  the  afternoon  sessions. 

The  Rocky  Mountain  Cancer  Conference, 
held  annually  in  Denver,  is  co-sponsored  by 
the  Colorado  Division  of  the  American  Can- 
cer Society  and  the  Colorado  Medical  So- 
ciety. 

Further  information  may  be  obtained  by 
writing  Rocky  Mountain  Cancer  Conference, 
1809  East  18th  Avenue,  Denver  18,  Colo- 
rado. 

Eight  Week  Course  in  Occupational  Medicine — 

Occupational  Medicine,  a full-time  course 
for  physicians,  will  be  given  for  eight  weeks 
from  September  17  through  November  9, 


1962  by  the  New  York  University  Post- 
Graduate  Medical  School. 

For  further  information  write:  Office  of 
the  Associate  Dean,  N.Y.U.  Post-Graduate 
Medical  School,  550  First  Avenue,  New 
York  16,  N.Y. 

Course  481;  Tuition:  $375;  Field  Ex- 
penses: $25. 

Annual  Disaster  Medical  Care  Conference — 

“Community  Preparedness  for  Emergen- 
cies” will  be  the  theme  of  the  10th  annual 
National  Conference  on  Disaster  Medical 
Care  in  Chicago,  at  the  Palmer  House,  June 
23.  Sponsored  by  the  Council  on  National 
Security  of  the  A.M.A.  To  be  presented  by 
the  Division  of  Health  Mobilization  of  the 
U.S.  Public  Health  Service  are  the  follow- 
ing three  sections: 

— Means  of  achieving  community  pre- 
paredness 

— Meeting  the  needs  of  the  public 

— Newer  techniques  designed  to  help  meet 
professional  needs. 

Three  Associations  to  Meet  in  Miami  in  May — 

The  National  Tuberculosis,  the  American 
Thoracic  Society,  and  the  National  Confer- 
ence of  Tuberculosis  Workers  are  scheduled 
to  meet  in  Miami  Beach,  Florida,  May  20- 
23,  1962  Headquarters,  Dauville  Hotel. 

American  Association  for  Contamination 
Control,  Conference — 

The  First  Annual  Convention  of  the 
American  Association  for  Contamination 
Control  will  be  held  at  the  Jack  Tar  Hotel, 
San  Francisco,  California,  on  May  28-30, 
1962.  More  than  100  exhibits  and  many  out- 
standing discussional  meetings  will  be  held. 
Contact  Convention  Chairman  Donald  M. 
Peterson,  president  of  Central  Vacuum 
Corp.,  3008  E.  Olympic  Blvd.,  Los  Angeles 
23,  California. 

March  8,  1962 

Nebraska  State  Medical  Journal 
Sharp  Bldg. 

Lincoln,  Nebraska,  U.S. A. 

Gentlemen : 

The  research  library  of  the  Institute  of 
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Experimental  Medicine  and  Surgery  of  the 
University  of  Montreal  has  suffered  exten- 
sive losses  owing  to  destruction  by  fire. 

In  attempting  to  rebuild  our  library,  we 
should  like  to  enlist  the  assistance  of  the 
readers  of  Nebraska  State  Medical  Journal 
and  ask  them  to  send  us  all  available  re- 
prints of  their  work,  especially  those  dealing 
with  Endocrinology  and  Stress. 

At  the  same  time  we  wish  to  point  out 
that  our  perament  mailing  list  was  also  de- 
stroyed, hence  we  shall  be  able  to  send  re- 
prints of  our  own  publications  only  to  those 
of  your  readers  who  write  for  them. 

We  would  be  most  grateful  if  you  could 
find  some  appropriate  space  in  your  Journal 
for  the  early  publication  of  this  request. 

Yours  sincerely, 

Hans  Selye, 

Professor  and  Director 
Institute  of  Experimental 
Medicine  and  Surgery, 
University  of  Montreal, 

P.O.  Box  6128, 

Montreal  26,  Canada 

Come  to  the  Fair:  An  Invitation — 

The  physicians  in  Washington  State  are 
cordially  extending  an  invitation  -to  doc- 
tors throughout  the  country  who  plan  to 
visit  the  Seattle  World’s  Fair  this  Septem- 
ber to  coincide  their  trip  with  the  73rd  An- 
nual W.S.M.A.  Meeting  in  Spokane,  Septem- 
ber 16-19,  1962. 

Three  full  days  of  scientific  programs  are 
scheduled  with  nationally-known  guest  sci- 
entific speakers,  medical  television,  special- 
ty sessions  and  general  sessions  included. 
For  additional  information  on  this  outstand- 
ing state  program  and  hotel  reservations  in 
Spokane  and  Seattle,  contact  the  Washing- 
ton State  Medical  Association,  1309  Seventh 
Avenue,  Seattle. 

Chest  Physicians  Plan  Annual  Meeting;  in 
Chicago  This  June — 

The  American  College  of  Chest  Physi- 
cians will  hold  its  five-day  annual  meeting 
at  the  Morrison  Hotel.  Chicago,  June  21- 
25. 

The  scientific  program  will  include  post- 
graduate seminars,  open  forums,  a cine  sym- 
posium, round  table  luncheon  sessions,  and 


motion  pictures  and  will  cover  such  topics 
as  Tuberculosis,  Underwater  Physiology, 
Chest  Roentgenology,  Cardiopulmonary 
Trauma,  Histoplasmosis,  Congenital  Heart 
Disease,  and  Cardiac  Surgery. 

The  annual  Presidents’  Banquet,  at  which 
the  College  Gold  Medal  will  be  awarded  to 
a physician  for  meritorious  achievement  in 
chest  diseases,  will  be  held  Sunday,  J une  24. 

The  popular  Fireside  Conferences  and 
Round  Table  Luncheon  Sessions  again  part 
of  the  joint  meeting  with  the  A.M.A.,  will 
be  at  the  Morrison  Hotel.  Topics  included 
in  the  thirty  round  table  sessions  are : Bron- 
chial Carcinoma,  Bronchitis  and  Pneumon- 
itis, Emphysema,  Cardiac  Surgery,  Myo- 
cardial Infarction,  and  The  Smoking  Con- 
troversy. 

For  additional  information,  write  Mr. 
Murray  Kornfeld,  Executive  Director,  Amer- 
ican College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11. 

To  All  Women  Physicians — 

The  American  Medical  Women’s  Associa- 
tion extends  an  invitation  to  all  women 
physicians  attending  the  A.M.A.  Annual 
Meeting  in  Chicago,  to  be  their  guests  at  a 
brunch  on  Sunday,  June  24,  1962,  at  11:00 
a.m.  at  the  Essex  Inn. 

“Medical  Woman  Power  — Can  It  Be 
Used  More  Efficiently”  will  be  discussed 
by  a panel  with  audience  participation. 

If  you  will  be  able  to  attend,  please  re- 
turn the  attached  coupon  before  June  22  to: 

American  Medical  Women’s  Association 
1790  Broadway,  New  York  19,  N.Y. 

I will  accept  your  invitation  to  the  Brunch 
on  June  24,  at  the  Essex  Inn  in  Chicago, 
Illinois. 

Name 

Address City 

American  Public  Health  Association 
To  Meet  in  South — 

The  American  Public  Health  Association’s 
90th  annual  meeting,  and  the  first  in  the 
South  in  25  years,  is  scheduled  for  Miami 
Beach,  October  15-19.  Registration,  exhib- 
its and  press  headquarters  will  be  in  the 
Hotel  Fontainebleau. 
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Top  Teachers  and  Meetings  Available  on 
250  Audio-Digest  Recordings — 

The  California  Medical  Association’s  non- 
profit subsidiary,  the  Audio-Digest  Founda- 
tion, has  just  released  to  the  medical  profes- 
sion a library  of  more  than  250  one-hour 
tape  recordings  devoted  to  comprehensive 
and  penetrating  discussions  of  everyday  of- 
fice problems. 

According  to  the  Foundation’s  Medical 
Board,  the  1962  “Catalog  of  Classics”  makes 
available  to  individual  physicians,  hospitals, 
and  clinics,  ideal  program  and  teaching  ma- 
terial in  six  specialty  areas : Anesthesiology, 
Obstetrics  - Gynecology,  Surgery,  Internal 
Medicine,  Pediatrics,  and  General  Practice. 
A number  of  tapes  also  focus  on  the  Basic 
Sciences,  Cancer,  Psychiatry,  Gastroenter- 
ology, Cardiology,  Arthritis,  Geriatrics,  and 
Hematology. 

Copies  of  the  new  catalog,  information 
on  continuing  subscriptions  to  the  existing 
6 services,  and  charter  application  for  a 
projected  new  service  for  Radiologists,  may 
be  obtained  by  writing  the  Foundation  at 
619  S.  Westlake  Avenue,  Los  Angeles  57, 
California. 


Upjohn  Announces  Withdrawal  of 
Monase  From  Market — 

Kalamazoo,  Mich.,  March  19  — The  Up- 
john Company,  in  a letter  mailed  to  physi- 
cians over  the  weekend,  has  announced  the 
withdrawal  of  its  product  Monase  from  the 
market.  Monase,  a psychic  energizer  or 
mood  elevator,  found  useful  in  treating  de- 
pressed patients,  was  first  marketed  in 
June,  1961. 

The  letter  noted  that  in  spite  of  the  exten- 
sive pre-marketing  animal  and  clinical 
studies  which  indicated  a wide  margin  of 
safety,  an  occasional  patient  has  developed 
a blood  disorder  called  agranulocytosis  in 
association  with  the  administration  of 
Monase.  Because  of  this  unforeseen  and 
non-predictable  occurrence,  The  Upjohn 
Company  in  cooperation  with  the  Federal 
Food  and  Drug  Administration  is  withdraw- 
ing Monase  from  the  market. 

It  went  on  to  say  that  “It  has  not  been 
possible  to  establish  definitely  that  Monase 
was  the  sole  causative  agent  in  every  case 
since  other  drugs  were  sometimes  adminis- 
tered concurrently.  However,  in  each  case, 
Monase  was  the  common  factor.” 


Prior  to  marketing,  Monase  had  been  un- 
der intensive  clinical  trial  for  over  a year 
and  a half  and  investigators  had  used  the 
compound  in  treating  some  3,500  patients. 


News  and  Views 

Double  Talk?  — 

In  the  April  issue  of  New  Physician,  Sec- 
retary Abraham  Ribicoff  said : “Whatever 
we  do,  I know  we  could  — we  must  — avoid 
the  stifling  influence  of  bureaucracy  in  our 
programs.  The  more  administrators 
through  whom  a job  is  funneled,  the  more 
it  loses  its  spark  and  its  immediacy.” 

Maybe  We  Should  Ax  the  Old  Ones — 

An  article  in  the  March  issue  of  World 
Medical  News,  entitled  “Elderly  Population 
Presents  Increasing  Problems,”  presents  in- 
teresting data  on  population  ages.  It  seems 
that  our  population  is  growing  both  older 
and  younger  at  the  same  time.  At  present 
there  are  approximately  17  million  over-65 
in  our  total  of  185  million.  By  the  en,d 
of  this  decade  this  figure  will  reach  20  mil- 
lion. At  that  time  there  will  be  87  million 
under  the  age  of  20.  It  seems  that  we  are 
headed  for  the  time  when  there  will  be  more 
people  in  the  dependent  ages  than  in  the 
working  and  supporting  ages. 

The  concentration  of  the  elderly  should 
interest  us.  There  is  a great  concentration 
of  the  over-65  in  the  Midwestern  states. 
Nine  of  these  — South  Dakota,  Nebraska, 
Kansas,  Oklahoma,  Arkansas,  Missouri, 
Minnesota,  and  Wisconsin  — each  have 
more  than  10  per  cent  of  their  population  in 
this  age-group.  Four  of  the  nine  exceed 
11  per  cent.  (Nebraska,  11.6).  The  New 
England  States  (excepting  Connecticut), 
Florida,  and  Oregon  also  fall  in  this  group. 
The  average  for  the  whole  nation  is  nine 
per  cent.  This  nine  per  cent  contains  15 
per  cent  of  all  the  voters  in  the  nation. 
Many  implications  of  this  trend  could  be 
cited,  but  there  should  be  nothing  here  to 
panic  Americans. 

New  A.M.A.  Department  Fosters  Close 
Cooperation  Between  Physicians  and 
Clergymen  in  Patient  Care — 

“How  to  provide  better  health  care  for 
‘the  whole  man.’  That  is  the  chief  concern 
of  our  new  department.”  This  is  the  Rev. 
Dr.  Paul  B.  McCleave’s  nutshell  definition 
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of  the  American  Medical  Association’s  new 
Department  of  Medicine  and  Religion  which 
he  heads. 

The  department  was  opened  last  Septem- 
ber with  the  goal  of  encouraging  closer  re- 
lationships between  physicians  and  clergy- 
men in  patient  care. 

“Too  often  today,”  Dr.  McCleave  says,  “we 
forget  to  consider  ‘the  whole  man.’  We  for- 
get the  patient  and  parishioner’s  needs  in 
total  health  — physical,  mental  and  spir- 
itual. The  three  are  not  separable.” 

Dr.  McCleave  feels  that  the  best  patient 
care  is  achieved  when  physicians  and  clergy- 
men are  able  to  share  mutual  concern  for 
the  patient  and  when  each  contributes  his 
special  talents  to  the  problem  at  hand. 

Terminal  illness,  he  points  out,  is  an  excel- 
lent example  of  an  area  in  which  the  clergy 
can  be  of  particular  help  to  physicians. 

The  new  department  will  foster  close 
physician-clergy  relationships  through  pro- 
grams carried  out  on  the  local  medical  so- 
ciety level  and  tailored  to  fit  local  needs. 

Dr.  McCleave  is  currently  working  with 
medical  society  leaders  and  physicians  in 
nine  states  where  pilot  programs  will  be 
launched.  These  states,  chosen  as  a repre- 
sentative cross-section  of  the  entire  nation 
are:  Arizona,  Georgia,  Iowa,  Maryland, 
Montana,  New  York,  Ohio,  Texas,  and  Utah. 

In  both  the  pilot  programs  and  those 
which  will  follow,  the  new  department  will 
work  through  state,  county  and  local  medi- 
cal societies  as  a servicing  and  counseling 
department  of  the  A.M.A.  Specifics  of  the 
programs  will  be  determined  by  local  medi- 
cal societies. 

Another  project  of  the  new  department 
will  be  the  creation  — on  the  state  level  — 
of  leadership  teams  of  physicians  and  clergy- 
men, including  psychiatrists  and  hospital 
chaplains.  Using  theoretical  case  studies, 
these  teams  will  present  programs  to  vari- 
ous medical  and  religious  gatherings  show- 
ing how  teamwork  can  be  utilized  for  better 
patient  care. 

Dr.  McCleave  lists  two  other  key  func- 
tions of  his  department: 

— The  encouragement  of  closer  relations 
between  pastors  and  physician  members 
of  their  churches  to  discuss  health  and 
spirtual  programs. 


— The  preparation  of  articles  and  editori- 
als for  the  medical  and  religious  press. 
Early  articles  will  seek  to  define  the 
patient’s  total  health  needs  and  point  up 
the  philosophy  of  “the  whole  man.” 

Dr.  McCleave  says  his  department  also 
plans  close  liaison  with  hospital  chaplains, 
mental  health  authorities  and  pastoral  clin- 
ical training  centers,  furnishing  any  assist- 
ance it  can.  Similar  liaison  is  planned  in 
the  area  of  medical,  theological  and  nursing 
school  curriculums. 

Dr.  McCleave,  an  articulate,  soft-spoken 
man  who  bears  an  astonishing  resemblance 
to  U.S.  Astronaut  John  Glenn,  was  until  a 
short  time  ago  pastor  of  the  First  Presby- 
terian Church  in  Bozeman,  Montana. 

In  his  varied  career  he  has  served  as 
president  of  the  College  of  Emporia,  Kan.; 
spent  44  months  as  a Navy  chaplain,  27  of 
them  overseas;  and  has  pursued  graduate 
study  at  the  University  of  Geneva,  Switzer- 
land. His  work  in  Geneva  centered  around 
the  ecumenical  church,  a study  of  all 
branches  of  the  Christian  faith. 

Grants  for  Postgraduate  Study  in  Geriatrics — 

The  American  Geriatrics  Society  has  an- 
nounced the  establishment  of  three  $1800- 
grants  to  encourage  resident  physicians  to 
devote  more  time  to  the  study  of  the  medical 
problems  of  the  aged. 

The  grants,  made  possible  by  Lederle 
Laboratories,  will  augment  salaries  paid  to 
residents  while  they  continue  their  medical 
education.  They  will  be  known  as  Lederle 
Residency  Supplements  and  will  cover  the 
period,  July,  1962  to  June,  1963. 

Oral  Polio  Vaccine  Now  Licensed  Using 
All  Three  Strains — 

Production  of  all  three  types  of  Sabin  live, 
oral  poliomyelitis  vaccine  now  has  been  ap- 
proved. Phizer  Limited,  of  Sandwich,  Eng- 
land was  the  most  recent  licensee,  for  pro- 
duction of  Type  III.  Lederle,  Wyeth,  and 
Pfizer  were  previously  licensed  to  produce 
vaccine  made  from  Types  I and  II. 

The  Public  Health  Service  has  issued  its 
recommendations  for  the  use  of  the  vaccine 
this  year,  and  the  full  text  of  its  recom- 
mendations may  be  obtained  by  writing 
Pharmaceutical  Manufacturers  Association, 
1411  K St.  N.W.,  Washington  5,  D.C. 
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Dextro  Proxyphene  (Darvon)  Ruled 
Nonnarcotic — 

Acting  Commissioner  of  Narcotics  Henry 
L.  Giordano  said  in  a statement:  “On  the 

basis  of  all  the  evidence,  including  tech- 
nical data  offered  at  the  hearing,  plus  the 
fact  that  there  has  been  no  evidence  of  any 
danger  to  the  public  welfare  regarding  ad- 
diction liability  during  the  approximately 
five  years  propoxyphene  has  been  on  the 
market,  I have  concluded  that  this  substance 
should  not  be  found  to  be  an  opiate.” 

Blood  Bank  Standards  Revised — 

The  basic  document  for  voluntary  ac- 
creditation, of  blood  banks  has  been  revised 
and  is  available  for  distribution,  the  Joint 
Blood  Council  has  announced.  “Standards 
for  a Blood  Transfusion  Service,”  third 
edition,  1962,  provides  improved  guide 
lines  for  evaluating  and  conducting  an  ac- 
ceptable blood  transfusion  service  in  hos- 
pitals and  community  blood  banks. 

Copies  may  be  obtained  directly  from  the 
Joint  Blood  Council,  1500  Massachusetts 
Ave.,  N.W.,  Washington  5,  D.C. 

Extended  Blues  Coverage  in  New  Jersey — 

The  New  Jersey  Blue  Cross  - Blue  Shield 
plans  have  extended  their  coverage  by  pro- 
viding payment  for  outpatient  and  private 
office  physician’s  services.  This  is  looked 
upon  as  a method  of  encouraging  private 
office  practice  and  avoiding  unnecessary 
hospital  usage.  Diagnostic  X rays  and  X- 
ray  and  radium  therapy  in  offices  and  on  an 
outpatient  basis  would  be  paid  for  along 
with  laboratory  work,  physical  therapy,  of- 
fice surgery,  various  other  diagnostic  pro- 
cedures and  additional  physician  care  while 
hospitalized.  This  is  called  Rider  J and 
the  cost  above  the  basic  contract  is  about 
$25  for  family  coverage.  Participating 
physicians  are  required  to  accept  stipulated 
amounts  for  services  to  individual  subscrib- 
ers whose  income  is  less  than  $5000  per  an- 
num and  families  with  less  than  $7500. 

It  will  be  interesting  to  study  the  results 
of  this  innovation. 

Measles  Vaccine  Effective  and  Safe — 

Eli  Lilly  & Co.  report  that  a killed  virus 
measles  vaccine  to  which  reactions  were 
“practically  nonexistent”  performed  remark- 
ably well  in  last  May’s  measles  epidemic  in 
Philadelphia. 


At  a meeting  of  the  College  of  Physicians 
(March  13),  six  clinicians  reported  that 
measles  was  prevented  in  all  children  re- 
ceiving three  doses  of  the  experimental  vac- 
cine. 


College  of  Radiology  Objects  Blue  Cross 
Payment  for  Medical  Care — 

The  American  College  of  Radiology  has 
protested  a proposal  by  the  national  Blue 
Cross  Association  to  pay  for  radiology  and 
other  physician  care  for  the  aged  as  a part 
of  its  new  hospital  coverage  program. 

In  a letter  to  Walter  J.  McNerney,  presi- 
dent of  the  Blue  Cross  Association,  A.C.R. 
Board  Chairman  Dr.  T.  J.  Wachowski  of 
Wheaton,  Illinois,  specifically  requested  that 
the  Blue  Cross  exclude  medical  services 
from  the  contracts  for  the  aged  to  be  writ- 
ten by  its  member  plans.  Blue  Cross  pro- 
posed to  cover  the  services  of  radiologists, 
anesthesiologists,  pathologists  and  possibly 
other  physicians  and  to  make  payment  to 
the  hospitals  for  these  services. 

“The  inclusion  of  medical  services  in  h 
Blue  Cross  contract,  particularly  one  of  this 
significance,  perpetuates  and  magnifies  a 
major  dispute  currently  existing  between 
physicians  and  hospitals.  Physicians  and  all 
medical  organizations  oppose  and  resent  the 
hiring  of  physicians  by  hospitals  with  a re- 
sale of  the  services  of  these  doctors  for  medi- 
cal fees,  whether  such  fees  are  paid  directly 
by  patients  or  through  the  medium  of  pre- 
payment or  insurance,”  Dr.  Wachowski  said. 

The  inclusion  of  medical  service  in  hos- 
pital plans  makes  the  hospital  an  undesir- 
able middleman  between  the  doctor  and  the 
patient,  the  radiologist  said.  Where  it  is 
necessary  to  cover  service  to  hospitalized 
patients,  riders  worked  out  by  Blue  Cross 
and  Blue  Shield  are  a more  efficient  method 
of  accomplishing  the  desired  result. 

Drug-Resistant  Pain  Yields  to  Phenol  in  New 
Non-Cutting  Neurosurgical  Technique — 

Dr.  Peter  W.  Nathan,  Neurologist  for  the 
Medical  Research  Council  of  England,  in  a 
specially-arranged  “Voice  of  Medicine”  dis- 
cussion among  several  of  the  greatest  neuro- 
surgeons in  the  world,  revealed  a new  tech- 
nique of  relieving  narcotic-resistant  pain 
without  severing  nerve  tissue.  The  new 
technique,  developed  by  Dr.  Nathan  and  Dr. 
Maher,  a colleague  at  the  National  Hospital 
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for  Nervous  Diseases  (London)  relieves 
pain  without  loss  of  sensibility  to  other 
stimuli.  The  procedure  consists  essential- 
ly of  applying  a nonacqueous  phenol  solu- 
tion to  the  involved  posterior  nerve  roots. 
The  pain  vanishes  permanently.  If  the  dis- 
ease which  caused  it  intensifies  or  spreads, 
the  same  treatment  can  be  repeated  with 
minimal  risk. 


The  West  Virginia  Story — 

The  West  Virginia  Kerr-Mills  program 
has  been  the  subject  of  adverse  publicity  on 
a national  scale.  The  publicity,  pushed  by 
the  proponents  of  the  compulsory  social  se- 
curity approach  to  financing  the  health  care 
of  the  aged,  has  been  cunningly  effective. 
It  has  left  the  impression  — an  incorrect 
one  — that  the  federal-state  matching  grant 
program  for  health  care  of  the  needy  and 
near-needy  aged  in  West  Virginia  has  run 
out  of  funds.  A documented,  up-to-date  re- 
port on  the  Kerr-Mills  program  in  West 
Virginia  shows  that  the  Kerr-Mills  program 
is  succeeding  and  that  the  state  has  $4,380,- 
000  to  conduct  the  aged  care  program  in  fis- 
cal 1963. 


The  Month  in  Washington  (April) — 

Supporters  of  the  King-  Anderson  bill 
stepped  up  their  campaign  as  the  House 
Ways  and  Means  Committee  neared  a show- 
down vote  on  the  legislation  which  would 
provide  limited  health  care  for  the  aged 
under  social  security. 

The  Kennedy  Administration  took  over 
the  leadership  in  the  drive  with  the  Presi- 
dent accepting  an  invitation  to  address  a 
rally  in  Madison  Square  Garden,  New  York 
City,  on  May  20  sponsored  by  the  National 
Council  of  Senior  Citizens  for  Health  Care 
Through  Social  Security. 

The  Administration  also  was  organizing 
citizens’  committees  in  individual  states  to 
whip  up  grass  roots  pressure  for  the  bill. 
The  President  was  asking  prominent  per- 
sons, such  as  former  Democratic  Gov.  and 
U.S.  Sen.  Edwin  C.  Johnson  in  Colorado, 
to  head  such  committees. 

After  personally  pledging  their  support 
to  the  legislation  in  a White  House  call  on 
the  President,  27  physicians  formed  The 
Physicians  Committee  for  Health  Care  for 
the  Aged  Through  Social  Security  headed  by 
Dr.  Caldwell  B.  Esselstyn  of  New  York  City, 


president  of  the  Group  Health  Association 
of  America.  Most  of  the  27  are  educators, 
hospital  administrators  or  in  other  admin- 
istrative posts.  A majority  are  members  of 
the  A.M.A. 

Pointing  out  that  the  White  House  was 
able  to  muster  only  an  insignificant  number 
of  doctors  for  the  King  - Anderson  bill, 
A.M.A.  spokesman  said  at  least  90  per  cent 
of  the  nation’s  261,000  physicians  are  op- 
posed to  the  legislation. 

The  intensified  Administration  drive  made 
it  imperative  that  physicians  and  other  op- 
ponents of  the  Social  Security  approach  go 
all-out  at  this  time  in  their  efforts  against 
the  King-Anderson  bill. 

A vote  was  expected  in  the  Ways  and 
Means  Committee  in  May  or  June  at  the 
latest. 

Sen.  Robert  S.  Kerr  (D.,  Okla.),  reaf- 
firmed his  opposition  to  the  King-Anderson 
bill  but  said  he  expected  it  would  come  up 
on  the  Senate  floor  for  a vote.  He  said  he 
and  Rep.  Wilbur  D.  Mills  (D.,  Ark.),  chair- 
man of  the  Ways  and  Means  Committee, 
were  conferring  on  legislation  that  would 
expand  the  Kerr-Mills  program  — which 
has  the  wholehearted  support  of  the  A.M.A. 
— to  cover  more  aged  persons. 

Under  the  leadership  of  Rep.  William  E. 
Miller  (R.,  N.Y.),  who  is  also  chairman  of 
the  Republican  National  Committee,  some 
Republican  Congressmen  got  behind  the  so- 
called  Bow  bill  which  would  permit  aged 
persons  to  reduce  their  federal  income  taxes 
by  up  to  $125  a year  to  cover  health  insur- 
ance premiums.  The  government  also  would 
issue  to  persons  65  years  and  older  who  pay 
no  income  taxes,  or  less  than  $125,  a cer- 
tificate with  which  to  purchase  health  insur- 
ance. 

The  Public  Health  Service  licensed  Type 
III  oral  poliomyelitis  vaccine  but  left  the 
decision  to  local  health  officials  and  physi- 
cians as  to  whether  the  oral  or  the  Salk  vac- 
cine, or  both,  would  be  used  this  year. 

Types  I and  II  oral  polio  vaccine  had 
been  licensed  last  year  and  Type  III  was 
the  last  of  the  series  needed  for  protection 
against  all  three  types  of  polio. 

Production  and  availability  of  the  oral 
vaccine  will  be  a major  factor  in  the  ex- 
tent of  its  use  this  year. 

The  P.H.S.  conclusion  on  local  immuniza- 
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tion  programs  was  recommended  by  a spe- 
cial advisory  committee  to  the  Surgeon  Gen- 
eral and  was  in  line  with  a policy  adopted 
by  the  A.M.A.  House  of  Delegates  at  Denver, 
Colo.,  last  November. 

The  P.H.S.  gave  five  guidelines  for  the 
local  programs — 

1.  Organizers  of  community  drives  must 
be  assured  that  adequate  supplies  are  avail- 
able before  such  programs  are  undertaken. 

2.  All  persons  in  those  groups  selected 
by  the  community  should  receive  vaccine  re- 
gardless of  past  polio  immunization  history. 

3.  In  general,  vaccination  programs  us- 
ing either  vaccine  must  have  careful  plan- 
ning and  achieve  a maximum  of  support 
from  official  and  voluntary  health  medical 
groups. 

4.  The  plans  should  assure  the  ready 
availability  of  the  vaccine  in  all  areas  of 
the  community  and  for  all  persons  within  the 
selected  target  groups.  Special  emphasis 
must  be  directed  to  those  areas  and  popula- 
tion groups  having  the  lowest  levels  of  im- 
munization. Community  - w i d e programs 
should  achieve  the  immunization  of  the 
maximum  number  of  persons,  but  no  less 
than  80  per  cent  of  the  preschool  children  in 
all  socioeconomic  groups. 

5.  A continuing  program  of  immuniza- 
tion of  infants  should  be  incorporated  as  an 
essential  feature  of  all  organized  commun- 
ity-wide programs. 

The  P.H.S.  also  recommended  that  the 
three  types  of  oral  vaccines  be  administered 
sequentially,  each  in  monovalent  form  at  in- 
tervals of  about  six  weeks. 

“Optimally,”  the  P.H.S.  said,  “1  arge 
scale  immunization  campaigns  with  oral 
poliovirus  vaccines  should  be  conducted  dur- 
ing the  winter  or  spring  months.” 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  P.H.S.,  termed  the  licensing  of  the  Type 
III  oral  vaccine  as  “another  major  step  to- 
ward the  final  conquest  of  paralytic  polio- 
myelitis.” 

“Now,  two  effective  weapons,  the  formal- 
dehyde-inactivated vaccine  and  the  oral  vac- 
cine, are  available  for  general  use,”  Dr. 
Terry  said.  “T  h e i r proper  application 
should  accelerate  the  decline  in  poliomyelitis 
and  could  lead  to  the  early  elimination  of 
the  disease.” 


The  P.H.S.  called  for  emphasis  this  year 
on  vaccination  of  the  unimmunized  and  in- 
adequately protected  with  one  or  the  other 
of  “these  effective  vaccines  (or  a combina- 
tion so  long  as  there  is  at  least  a complete 
series  of  either)  and  also  to  the  initiation 
of  as  many  well-organized  community-wide 
programs  as  the  supply  of  vaccines  will  per- 
mit.” 

The  P.H.S.  set  four  priorities  in  use  of  the 
polio  vaccines : 

1.  Vaccination  programs  in  areas  threat- 
ened with  epidemics.  The  P.H.S.  Commun- 
icable Disease  Center  at  Atlanta,  Ga.,  will 
keep  on  hand  supplies  of  oral  vaccine  to 
meet  this  need. 

2.  Routine  immunization  of  infants, 
starting  when  six  weeks  old  and  completed 
in  12  months. 

3.  Immunization  of  pre-school  children. 

4.  (Immunization  of  young  adults  and 
parents  of  young  children. 

(From  the  Washington  Office  of  the 
A.M.A.) 


How  Firm  a Foundation?  — 

A hospital  recently  evaluated  the  cytologic 
studies  done  by  its  Department  of  Pathology. 
In  96  per  cent  of  the  cases  of  cancer  of  the 
cervix,  abnormal  smears  had  been  reported 
by  ths  department  leading  to  subsequent 
confirmation  of  the  diagnosis  by  biopsy.  In 
the  same  institution,  according  to  an  edi- 
torial in  the  Pennsylvania  Medical  Journal , 
a review  of  all  cases  of  cervical  cancer  in 
which  smears  had  been  done  prior  to  hos- 
pitalization, indicated  that  numerous  differ- 
ent unidentified  laboratories  reported  only 
41  per  cent  of  the  smears  as  being  abnormal. 

A physician  may  observe  that  the  sugar 
determinations  reported  by  the  pathologist 
in  his  hospital  laboratory  are  consistently 
higher  than  those  determined  on  the  same 
patient  in  his  own  office.  Both  may  use 
photo  electric  methods.  The  difference  can 
be  resolved  only  by  knowing  if  known 
standards  are  run  through  the  procedure  and 
if  instruments  and  pipettes  are  calibrated. 

Another  physician  may  note  a difference 
between  the  results  repoi’ted  by  his  hospital 
pathologist  and  the  results  obtained  prior 
to  admission  of  the  patient  to  the  hospital. 
The  same  question  of  standards  and  calibra- 
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tion  of  equipment  may  be  raised.  Prior  to 
hospitalization,  the  laboratory  examination 
included  tests  performed  by  an  out-of-town 
laboratory.  The  important  questions  are 
unknown  to  the  physician  as  may  be  the  an- 
swer to  the  question  of  the  qualifications  of 
the  supervisor  of  the  laboratory.  Such  serv- 
ices may  be  at  bargain  prices  but  the  physi- 
cian can  not  be  a bargain  hunter. 

In  this  day  of  greatly  expanded  knowledge 
no  man  is  completely  self-sufficient.  Each 
must  depend  on  the  special  knowledge  and 
skills  of  others  in  varying  degree.  When  we 
use  this  skill  of  others  we  must  ask  if  the 
source  is  accurate  and  reliable  and  if  we  can 
have  first-hand  knowledge  of  the  basis  for 
accuracy.  The  foundation  is  firm  if  those 
upon  whom  we  depend  are  competent  by 
virtue  of  background,  training  and  proven 
qualification. 

Praise  for  the  Faithful — 

Hospital  rules  are  frequently  broken  by 
the  busy  doctors  who  have  made  the  rules 
in  the  beginning,  but  who  subsequently  find 
themselves  too  rushed  to  obey  them,  accord- 
ing to  an  editorial  in  the  Dade  County  Medi- 
cal Association  Bulletin.  The  result  is  what 
sometimes  seems  mortal  combat  between 
these  doctors  and  the  nonphysician  person- 
nel responsibilties  for  enforcing  hospital 
rules.  If  some  can  find  a bit  of  humor  in 
this  situation,  most  find  two  opposing  view 
points  resulting  in  tension  and  irritation. 

The  medical  record  librarian  is  deserv- 
ing of  some  pity  since  it  is  her  duty  to  nag, 
brow-beat,  threaten,  and  when  all  else  fails, 
to  ostracize  the  physician  who  will  not  or 
can  not  find  time  to  keep  his  records  up  to 
date.  Also  in  need  of  pity  is  the  doctor 
who  feels  that  he  is  doing  his  best  in  the 
limited  amount  of  time  that  each  day  pro- 
vides for  him  to  struggle  with  records. 

Cited  as  the  refreshing  example  is  the 
medical  record  librarian  who  suddenly  wrote 
to  certain  of  the  hospital  staff,  noting  her 
frustrations  caused  by  unresponsive  physi- 
cians with  delinquent  records,  and  thanking 
the  recipient  of  the  message  for  always  hav- 
ing been  prompt  — a matter  of  immediate 
importance  with  the  inspection  coming  up. 

In  the  hospital  that  provoked  this  narra- 
tive, 24  such  letters  were  received  out  of  a 
staff  of  100.  This  was  a great  simulus  to- 
ward keeping  hospital  charts  current  than 
a score  of  threats  could  have  been. 


Hoping  that  this  idea  might  spread  to 
other  hospitals  and  other  librarians,  it 
should  be  noted  that  honey  is  for  flies  — and 
doctors. 


Complacency  Is  the  Problem — 

Perhaps  complacency  is  the  chief  problem 
of  the  American  doctor.  Too  many  physi- 
cians seem  quite  satisfied  with  the  status 
quo.  This  fault  would  be  less  dangerous  if 
it  were  not  productive  or,  at  least,  accom- 
panied by  a failure  to  note  what  is  happen- 
ing in  other  countries. 

Everyone  of  us  must  take  note  of  what  is 
happening  in  Canada,  according  to  an  edi- 
torial in  the  Pennsylvania  Medical  Journal, 
and  this  country  is  nearby  and  not  usually 
considered  as  foreign. 

The  nearby  province,  Saskatchewan,  has 
had  the  only  socialist  government  in  North 
America  for  the  past  seventeen  years.  High 
on  the  list  of  activities  for  this  government 
has  been  state  medicine.  A recent  legisla- 
tive session  enacted  a bill  providing  com- 
pulsory province-wide  government  control 
of  health  care.  This  legislation  was  passed 
in  spite  of  the  repeated  endorsement  by  the 
medical  profession  of  voluntary  pre-paid 
medical  care,  free  from  compulsion  and  gov- 
ernment control. 

A Provincial  Medical  Association  has 
unanimously  decided  not  to  negotiate  with 
the  government  under  the  recently  enacted 
bill  and  has  refused  to  cooperate  with  the 
act,  resolving  to  continue  with  the  private 
practice  of  medicine. 

This  nearby  medical  society  is  said  to  be 
convinced  that  the  final  show-down  between 
the  medical  profession  and  socialists’  gov- 
ernment will  soon  occur.  The  society  is  con- 
fident that  its  solidarity  will  preserve  the 
freedom  of  the  profession  and  prove  deter- 
rent to  those  attempting  to  degrade  medical 
care  elsewhere. 


One  Physician’s  Campaign — 

A physician  was  the  hard-working  but 
unsuccessful  candidate  for  a place  in  Con- 
gress as  a representative  from  Pennsyl- 
vania. The  Pennsylvania  Medical  Journal 
describes  Doctor  Fred  A.  Obley  as  a “coui*- 
ageous  person  in  our  profession  and  in  our 
state  who  dares  to  oppose  the  prevailing  ac- 
cent on  security.” 
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Veteran  politicians  had  identified  Doctor 
Obley  as  an  ideal  candidate  for  Congress. 
He  has  supplemented  his  professional  serv- 
ice with  many  fine  civic  activities.  He  was 
president  of  his  local  Board  of  Health  and 
served  on  several  boards  of  civic  and  char- 
itable organizations.  He  had  been  cited  as 
an  outstanding  young  man  of  the  year  by 
the  Junior  Chamber  of  Commerce  of  Penn- 
sylvania. 

The  campaign  took  him  from  his  office, 
leaving  his  practice  in  the  hands  of  an  asso- 
ciate, for  nearly  five  months.  The  candidate 
drove  11,000  miles,  delivered  115  speeches 
and  shook  hands  with  40,000  people.  Some 
250  volunteers  and  three  paid  employees  as- 
sisted 'with  the  campaign. 

Doctor  Obley  is  described  as  being  dis- 
couraged by  current  trends  for  the  provision 
of  security  by  the  government  in  exchange 
for  freedom.  He  is  optimistic  enough  to 
believe  that  totalitarian  control  of  our  lives 
by  government  or  complete  socialism  is  not 
inevitable.  It  is  a paradox  that  our  citizens 
are  willing  to  risk  nuclear  war  in  defense 
against  a foreign  totalitarian  government 
but  willing  to  impose  a similar  control  upon 
our  society  by  every  year  legislating  our- 
selves one  step  closer  to  that  form  of  gov- 
ernment. 

The  paradox  is  explained  by  the  growth 
of  organized  pressure  groups  which  increas- 
ingly influence  the  results  of  the  elections 
and  the  direction  of  legislation.  Basic  to 
this  explanation  is  a general  lack  of  proper 
appreciation  and  utilization  of  our  basic 
system  of  government.  Organized  labor,  in 
Doctor  Obley’s  opinion,  has  become  the  most 
powerful  single  influence  in  contemporary 
politics.  Veterans’  organizations  and  the 
agricultural  bloc  together  with  school  teach- 
ers are  other  important  segments  of  society 
capable  of  exerting  pressure  to  influence 
legislation.  Groups  attempting  to  speak  for 
the  elderly  and  retired  citizen  are  developing 
a political  potency. 

Perhaps  it  is  fortunate  that  many  mem- 
bers of  these  pressure  groups  either  do  not 
vote  or  vote  reflecting  their  independent 
thoughts  which  may  be  at  variance  with 
their  organization’s  policy. 

Other  groups  have  been  politically  knowl- 
edgeable and  have  spent  much  time  and  even 
money  to  influence  legislators  to  vote  in  ac- 
cordance with  their  wishes.  So  far,  they 
have  done  little  to  help  elect  those  candi- 


dates who  are  likely  to  vote  against  more 
government  assumption  of  our  responsi- 
bilities. These  latter  organizations  are  often 
nonpartisan  and  hesitate  to  endanger  their 
standings  by  the  endorsement  of  candidates 
or  by  organized  political  activity.  Our  na- 
tion is  believed  threatened  if  some  of  the 
groups  continue  their  hard-working  and  ef- 
fective political  activity  while  others  adhere 
to  the  technicalities  and  traditions  that  pre- 
vent their  participation  in  political  cam- 
paigns. 

This  physician,  a defeated  candidate, 
plans  to  continue  in  his  political  endeavors 
and  to  work  for  a better  balance  and  greater 
participation  in  political  activity. 


Responsibility  of  Voluntary  Agencies — 

Voluntary  health  and  welfare  agencies  are 
receiving  increased  scrutiny.  In  1940,  $188 
million  was  given  by  an  open  hearted  public 
to  an  unknown  number  of  private  agencies. 
In  1958,  one  and  one-half  billion  dollars  was 
collected  by  more  than  one  hundred  thou- 
sand such  agencies,  in  addition  to  500  mil- 
lion contributed  to  the  support  of  health  and 
welfare  activities  of  religious  organizations. 
Editorially,  the  New  England  Journal  of 
Medicine  cites  more  detailed  figures  indi- 
cating that  national  and  regional  voluntary 
agencies  increased  from  15  in  1940  to  about 
100  at  the  present  time.  United  Funds  and 
Community  Chests  increased  from  549  in 
1939,  to  2,000  in  1960. 

Noting  a study  financed  by  the  Rocke- 
feller Foundation  as  well  as  other  comment, 
it  is  observed  that  being  one’s  brother’s 
keeper  has  gone  from  a simple  and  direct 
act  of  charity  to  a complex  and  colossal 
business.  With  the  increasing  business  of 
supplying  charity  is  the  growth  of  govern- 
ment programs,  which  have  expanded  more 
rapidly  than  the  voluntary  agencies.  The 
government  spends  about  20  times  as  much 
for  welfare  and  9 times  as  much  for  health 
as  the  voluntary  agencies.  The  federal 
agencies  do  not  have  to  depend  on  solicita- 
tions for  the  procurement  of  their  funds. 

Since  so  many  agencies  deal  with  such 
large  sums,  an  evaluation  of  their  practices 
seems  indicated.  It  was  this  concern  which 
prompted  the  Rockefeller  Foundation  to  ap- 
point and  finance  a committee  consisting  of 
twenty-two  persons  which  produced  a report 
designed  to  analyze  some  of  the  features  of 
these  organizations. 
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One  conclusion  is  the  belief  that  agencies 
supported  by  public  contributions  are  under 
an  obligation  to  account  to  the  public.  One 
resulting  recommendation  is  for  the  creation 
of  a National  Commission  on  Voluntary 
Health  and  Welfare  Agencies  to  continue  in 
the  appraisal  of  their  work  and  to  assist 
in  their  c-oordinative  planning  as  well  as  to 
serve  as  a court  of  appeal  for  them.  It 
should  be  a private  commission  and  appoint- 
ed by  private  groups  forming  to  offer  finan- 
cial support  for  its  operation.  It  should  not 
be  another  government  operation. 

There  is  a further  plea  for  a standardized 
accounting  system  for  voluntary  agencies 
and  The  American  Institute  of  Certified 
Public  Accountants  has  indicated  its  will- 
ingness under  proper  conditions  to  under- 
take this  project. 


Drugs  and  Driving — 

It  is  obvious  that  many  drugs  and  medi- 
cations have  the  potential  to  impair  the 
driver’s  ability  to  safely  operate  his  vehicle. 
Some  have  proposed  legislation  to  regulate 
this  phase  of  motor  vehicle  operation.  The 
relative  importance  of  any  drugs  other  than 
alcohol  in  the  overall  picture  of  automobile 
accidents,  is  not  known.  More  knowledge 
is  necessary  before  legislation  in  this  field 
should  be  advocated. 

Proposals  to  restrict  individuals  from 
driving,  according  to  an  article  in  the  Texas 
Journal  of  Medicine  are  not  reasonable  un- 
less it  can  be  demonstrated  that  the  drivers 
to  be  restricted  have  accident  rates  per  li- 
cense holder  specifically  greater  than  other 
licensed  drivers  operating  under  similar  con- 
ditions. The  additional  hazard  in  terms  of 
accidents  per  thousand  such  drivers  should 
also  be  known,  for  the  difference  may  be 
negligible.  In  a similar  way,  the  theoretical 
gain  in  accident  prevention  should  be  worth 
the  practical  cost. 

As  a further  practical  point,  we  cannot  be 
completely  confident  as  to  our  ability  to  effi- 
ciently and  reliably  screen  drivers  in  order 
to  pick  out  those  with  the  characteristics 
which  are  hazardous  to  driving  or  to  assess 
the  circumstances  under  which  medications 
may  prove  a hazard.  Drugs  do  not  in  them- 
selves cause  accidents  but  they  may  cause  a 
change  in  the  physiological  state  of  an  indi- 
vidual that  would  impair  him  in  his  ability 
to  safely  operate  a motor  vehicle.  Most 
drugs,  with  the  possible  exception  of  al- 


cohol, are  used  primarily  to  produce  a 
change  for  the  better  in  the  individual. 


Pharmaceutical  Prices — 

Wholesale  prices  of  prescription  drugs,  in 
1961,  declined  over-all.  This  is  reported  as 
the  third  straight  year  that  these  prices 
have  declined  according  to  an  index  prepared 
by  Doctor  John  N.  Firestone,  consultant  to 
the  U.  S.  Bureau  of  Labor  Statistics. 

The  index  which  indicates  this  price  de- 
cline, measures  manufacturers  wholesale 
prices  to  drugstores  and  hospitals.  The  in- 
dex price  is  10  per  cent  below  the  base  price 
for  the  year  1949.  It  is  said  to  reflect  a 
long-term  downward  trend  in  wholesale 
prices  of  drugs  prescribed  by  physicians. 
This  decline  is  in  contrast  to  the  prices  of 
many  other  commodities  which  have  moved 
up  sharply  during  the  same  period.  The 
most  recent  annual  price  reduction  is  reflec- 
tive of  declining  prices  in  antibiotics  and  to 
a lesser  extent  in  the  price  of  vitamins,  hor- 
mones, and  dermatological  products.  The 
index  is  constructed  according  to  procedures 
similar  to  those  used  by  The  Bureau  of  La- 
bor Statistics,  by  the  analysis  of  leading 
products  in  16  therapeutic  classifications. 


Fewer  Die  of  Accidents — 

About  ninety  - one  thousand  Americans 
died  as  a result  of  injuries  sustained  in  ac- 
cidents during  1961.  This  is  1500  fewer 
than  the  total  in  1960.  The  reduction  in 
the  number  of  deaths  from  this  cause  is  the 
continuation  of  a trend  of  many  years.  The 
trend  has  continued  downward  in  spite  of 
an  increasing  population.  Therefore  the 
death  rate  from  this  cause  has  declined  more 
rapidly  than  indicated  by  the  total  number 
of  injured  and  killed. 

The  peak  rate  of  accidental  death  was 
reached  in  1906,  when  the  rate  was  nearly 
100  deaths  from  accidents  per  100  thousand 
population.  The  estimated  1961  rate  is 
slightly  over  50  deaths  per  100  thousand 
and  is  not  only  the  lowest  ever  recorded, 
after  adjustment  for  age  differences  of  the 
population,  but  is  almost  half  that  of  a half 
century  ago. 

Accidents  have  consistently  ranked  fourth, 
in  recent  years,  among  the  leading  causes  of 
death,  being  exceeded  in  rate  of  mortality 
only  by  major  illnesses  such  as  heart  disease, 
cancer,  and  cerebro-vascular  lesions.  Acc; 
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dents  are  the  leading  cause  of  death  for  the 
age  group  1 to  36  years. 

A remarkable  reduction  has  occurred  in 
the  incidents  of  on-the-job  accidents.  Much 
of  the  success  in  the  reduction  of  work  ac- 
cidents has  been  due  to  intensive  safety  cam- 
paigns and  to  improvements  in  conditions  at 
work  and  in  levels  of  living  and  medical 
care. 

In  the  home  the  accident  record  has  been 
less  promising  and  the  number  of  deaths 
from  this  cause  has  averaged  about  30  thou- 
sand per  year  for  the  past  30  years.  In  re- 
cent years  the  American  home  was  involved 
in  nearly  30  per  cent  of  all  accidental  deaths. 
The  chief  accident  is  that  due  to  falls,  pri- 
marily involving  older  persons. 

Motor  vehicle  accidents  continue  to  ac- 
count for  a large  proportion  of  all  accidental 
deaths.  In  the  past  five  years  there  has 
been  a slight  decline  in  the  absolute  number 
and  when  related  to  passenger  miles,  in  view 
of  the  increasing  utilization  of  the  automo- 
bile, the  death  rate  per  unit  of  miles  driven 
is  declining.  There  are  regional  differences 
in  the  fatality  rate  per  one  hundred  million 
vehicle  miles.  According  to  the  Health  In- 
formation Foundation,  if  the  states  are  di- 
vided into  four  categories,  according  to  their 
rate  per  one  hundred  million  vehicle  miles, 
Nebraska  is  in  the  safest  group. 

Two  Kinds  of  Technicians — 

Many  physicians  and  probably  most  non- 
physician members  of  the  public  are  not 
clearly  aware  of  what  the  term  “approved 
registered  laboratory  technologist”  implies. 
Doctor  John  D.  Denko,  writing  in  the  Texas 
State  Journal  of  Medicine  states  that  this 
confusion  has  been  caused  by  the  existence 
of  two  widely  different  medical  technology 
organizations.  Only  one  of  these  is  recog- 
nized and  approved  by  the  medical  profes- 
sion, federal  governmental  bodies,  and  na- 
tional health  organizations.  The  approved 
technologist  is  so  designated  by  the  Registry 
of  Medical  Technologists,  The  American  So- 
ciety of  Clinical  Pathologists.  Candidates 
certified  by  this  registry  may  indicate  their 
status  by  using  after  their  name  the  letters 
“M.T.,  A.S.C.P.” 

This  approved  registry  was  organized  by 
the  American  Society  of  Clinical  Patholo- 
gists to  raise  the  standards  of  workers  in 
this  rapidly  growing  field.  A college  back- 
ground is  a prerequisite  for  admission  to  an 


A. M. A. -approved  School  of  Medical  Tech- 
nology, 95  per  cent  of  ivhich  have  no  tuition 
charge. 

There  is  another  nonapproved  group  of 
technologists  or  “technicians”  as  they  were 
formally  labeled,  who  also  have  a type  of 
registry  and  call  themselves  registered  tech- 
nologists, using  the  designation  of  “M.T., 
A.M.T.”  These  letters  stand  for  Medical 
Technologist,  American  Medical  Technolo- 
gists. It  is  an  organization  controlled  by 
nonmedical  individuals.  Training  is  at- 
tempted most  often  in  commercial  schools  of 
technology  with  frequently  high  tuition 
rates.  High  school  students  are  accepted 
for  training. 

Physicians,  who  may  be  confused  by 
semantic  titles  and  labels,  should  learn  of 
the  difference  in  education,  training,  and 
ethics  that  exist  between  these  two  types  of 
technologists,  one  approved  and  the  other 
not  approved. 


Money  From  Drug  Firms — 

The  Pennsylvania  Medical  Society  has 
considered  the  propriety  of  accepting  money 
from  pharmaceutical  corporations  for  the 
presentation  of  educational  programs.  The 
Council  on  Scientific  Advancement  of  the 
Society  recommended  to  the  Board  of 
Trustees  a policy  statement  which  appears 
in  the  Pennsylvania  Medical  Journal: 

“That  it  be  the  policy  of  the  Pennsylvania 
Medical  Society  to  accept  money  from  ethical 
drug  firms  and  from  other  reputable  organ- 
izations in  order  to  underwrite  portions  of 
the  cost  of  presenting  educational  programs 
and  speakers  to  the  medical  profession,  to 
paramedical  personnel,  and  to  the  public.” 

“Such  monies  to  be  accepted  without  im- 
plying any  control  of  the  programs  by  the 
donor  but  with  the  understanding  that  due 
credit  will  be  given  in  a dignified  and  ethi- 
cal manner.” 


Relief  for  Motherhood — 

Saying  a good  word  for  physicians  who 
quietly  work  for  better  patient  care,  an  edi- 
torial in  the  Wisconsin  Medical  Journal  com- 
mends the  maternal  mortality  study  com- 
mittee of  the  State  Medical  Society.  A 
committee  has  carefully  evaluated  every  ma- 
ternal death  occurring  in  Wisconsin  in  the 
last  seven  years.  It  has  informed  doctors 
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and  hospital  personnel  on  current  problems 
connected  with  obstetrics. 

The  members  of  the  committee  meet  on 
the  average  of  four  times  a year.  When  an 
instance  of  maternal  mortality  occurs, 
trained  interviewers  meet  with  the  attend- 
ing physicain  to  review  the  circumstances 
of  the  death.  The  cooperation  of  the  attend- 
ing physician  is  obtained  and  any  flavor  of 
an  investigation  is  avoided.  All  cases  are 
coded  and  identifying  features  are  removed 
before  the  information  is  transmitted  to  a 
group  of  ten  physicians  for  study. 

Many  benefits  to  the  practice  of  medicine 
and  to  the  general  public  have  resulted  from 
the  work  of  this  group.  Special  problems 
are  described  in  the  Wisconsin  Medical  Jour- 
nal, and  since  1938,  the  group  has  conducted 
thirteen  interpretive  teaching  conferences 
attended  by  a total  of  1420  physicians  and 
hospital  personnel.  Special  bulletins  have 
been  dispatched  to  hospitals  spotlighting  the 
findings  of  the  study. 

Portions  of  the  scientific  program  of  the 
Wisconsin  Academy  of  General  Practice 
have  been  devoted  to  the  results  of  the  work 
of  this  committee.  The  doctors  who  have 
given  generously  of  their  talents  and  time 
to  this  project  can  properly  view  their  con- 
tribution with  satisfaction. 


News  From  Our  Medical  Schools 

Post  graduate  Series,  University  of 
Nebraska  College  of  Medicine — 

GENERAL  SURGERY 
(Seventh  Annual  Trauma  Day) 

Conkling  Hall  Postgraduate  Conference  Room 
May  14  and  15,  1962 

Course  Coordinator:  George  H.  Pester,  M.D. 

Monday,  May  14,  1962 

8:00  Registration,  Conkling  Hall  Lobby 
8:05  Motion  Picture  Clinic 

Moderator:  John  B.  Davis,  M.D. 

8:55  Welcome,  Dean  J.  Perry  Tollman 
9:00  Athletic  Injuries  Seen  in  the  Training  Room, 
Mr.  George  Sullivan 

9:30  Injuries  of  the  Abdomen,  Dr.  Warren  H. 
Cole 

10:30  Coffee,  Conkling  Hall  Lounge 

Moderator:  Charles  W.  McLaughlin,  M.D. 
11:00  Resuscitation,  Including  Cardiac  Arrest,  Dr. 
John  Barmore 

11:30  The  Broken  Back,  Dr.  L.  Thomas  Hood 
11:45  The  Broken  Pelvis,  Dr.  Dwight  Burney,  Jr. 
12:00  Psychiatric  Implications  of  the  Trauma  Seek- 
ing Individual,  Capt.  George  D.  Gulevich 


12:30  Luncheon,  University  Hospital  Staff  Dining 
Room 

1:30  The  afternoon  program  will  begin  in  the 
Medical  Amphitheater,  University  Hospital 
Moderator:  Herbert  H.  Davis,  M.D. 

The  Role  of  Nutrition  in  Surgery,  Dr.  War- 
ren H.  Cole 

2:30  Coffee,  Conkling  Hall  Lounge 

3:00  The  afternoon  program  continues  in  the 
Postgraduate  Conference  Room 
Moderator:  John  C.  Kennedy,  M.D. 

How  I Do  It  . . . 

Axilarry  Brachial  Plexus  Block,  Dr.  James 
Carter 

Tetanus,  Dr.  Merle  Musselman 
Suture  Lacerations  of  the  Face,  Dr.  Law- 
rence Anderson 

Treatment  of  Code’s  Fracture,  Dr.  Wil- 
liam Hamsa 

Treatment  of  Chest  Wall  Trauma,  Dr. 
Stanley  Potter 

Evaluation  of  Hematuria  After  Trauma, 
Dr.  Edward  Malashock 

Tuesday,  May  15,  1962 

8:00  The  registrants  are  invited  to  attend  the 
regularly  scheduled  Medical-Surgical  Con- 
ference, beginning  in  the  Medical  Amphi- 
theater at  8:00  a.m.  and  lasting  until  9:30 

8:30  Registration,  Conkling  Hall  Lobby 

9:30  Postgraduate  Course  continues  in  the  Post- 
graduate Conference  Room,  Conkling  Hall 
Moderator:  J.  Dewey  Bisgard,  M.D. 

Cancer  Chemotherapy  for  the  Surgical  Pa- 
tient, Dr.  Daniel  Miller 

9:45  Pyloroplasty  and  Fagotomy  for  Duodenal 
Ulcer,  Di\  George  Pester 

10:00  Current  Concepts  in  the  Treatment  of  Goitei’, 
Dr.  Paul  Hodgson 

10:15  Scrotal  Enlargements,  Di\  Henry  Kamman- 
del 

10:30  Coffee,  Conkling  Hall  Lounge 

Moderator:  John  H.  Brush,  M.D. 

11:00  Surgical  Treatment  of  Stroke,  Dr.  Alister 
Finlayson 

11:15  Temperature  Control  of  the  Surgical  Pa- 
tient, Dr.  Russell  Brauer 

11:30  Ileostomy,  Colostomy  and  Their  Manage- 
ment, Dr.  Carlyle  Wilson 

1 1 :45  Amputations  for  Arteriosclerotic  Gangrene, 
Dr.  Samuel  Swenson 

12:00  The  Proctoscopic  Examination,  Dr.  John 
Brush 

12:30  Luncheon,  University  Hospital  Staff  Dining 
Room 

Moderator:  R.  Russell  Best,  M.D. 

1:30  How  I Do  It  . . . 

Radical  Mastectomy,  Dr.  John  B.  Davis 
Cholecystectomy,  Dr.  R.  Russell  Best 
Ventriculocardiac  Shunt  for  Hydrocephal- 
us, Dr.  Kenneth  Browne 
Vein  Stripping,  Dr.  Robert  Cochran 
The  Operative  Cholangiogram,  Dr.  Donald 
Stroy 

Renal  Artery  Transplants  for  the  Gold- 
blatt  Kidney,  Dr.  Delbeit  Neis 
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,!:00  Coffee,  Conkling  Hall  Lounge 

Moderator:  John  D.  Coe,  M.D. 

3:30  How  I Do  It  . . . 

Lymphography,  Resident  Staff 

Repair  of  Inguinal  Hernia  in  Childhood, 

Dr.  John  Coe 

Treatment  of  Leg  Ulcers,  Dr.  George 
Johnson 

Vasectomy,  Dr.  Neal  Davis 
Besides  the  well  known  local  faculty  members,  we 
will  be  favored  by  the  following  distinguished 

Guest  Faculty: 

Warren  H.  Cole,  M.D.,  Professor  and  Head, 
Department  of  Surgery,  University  of  Illinois 

Capt.  George  D.  Gulevich,  USAF,  MC,  Chief  of 
Psychiatric  Services,  Offutt  Air  Base  Hos- 
pital 

George  Sullivan,  R.P.T.,  Assistant  Athletic 
Trainer,  University  of  Nebraska 


The  Woman's  Auxiliary 

Dawson  County  (March) — 

The  Dawson  County  Medical  Auxiliary 
viewed  the  film  “Communist  Encirclement, 
1961”  at  the  March  meeting  with  Mrs. 
Chas.  Sheets,  Cozad. 


hour  at  the  Olsson  home  following  their  re- 
spective business  meetings. 

Present  were:  Mrs.  Chas.  Sheets.  Drs. 
and  Mesdames  Chas.  Hranac,  J.  V.  Scholz, 
0.  P.  Rosenaugh,  Cozad;  B.  W.  Pyle,  S.  H. 
Perry,  D.  0.  Inslee,  Gothenburg;  A.  W.  An- 
derson, W.  B.  Long,  D.  A.  McGee,  V.  D. 
Norall,  P.  B.  Olsson,  Ray  Wycoff,  Lexington. 


Know  Your 
Blue  Shield  Plan 


One  of  the  Most  Thorough  and  Compre- 
hensive Analysis  of  the  British  National 
Health  Service  to  come  out  of  England  since 
the  inception  of  that  program  more  than  a 
decade  ago  was  recently  completed  by  a 
noted  British  economist,  Dr.  D.  S.  Less. 
The  study  provides  the  reader  with  a concise 
and  factual  insight  into  the  economic  draw- 
backs of  a compulsory  health  system  fi- 
nanced through  the  mechanism  of  general 
taxation.  * 


The  film,  supplied  by  Representative  Dave 
Martin,  portrays  the  insidious  growth  of 
Communism  and  illustrates  the  necessity  for 
constant  vigilance  against  the  growth  of  so- 
cialism in  the  United  States. 

Auxiliary  President  Mrs.  V.  D.  Norall, 
Lexington,  conducted  the  business  meeting. 
It  was  announced  that  three  Nurse  Schol- 
arship Fund  loans  are  available  this  year. 
Anyone  interested  in  such  a loan  for  a ca- 
reer in  nursing  or  other  medically-allied 
field  may  make  application  to  any  county 
Auxiliary  member. 

Dawson  County  (April) — 

New  officers  were  elected  at  the  April 
meeting  of  the  Dawson  County  Medical 
Auxiliary.  They  are: 

President:  Mrs.  D.  A.  McGee,  Lexington 

Vice  President:  Mrs.  Wm.  B.  Long,  Lex- 
ington 

Secretary:  Mrs.  0.  P.  Rosenaugh,  Cozad 

Treasurer:  Mrs.  P.  B.  Olsson,  Lexington 

The  Auxiliary  met  at  the  home  of  Dr.  and 
Mrs.  P.  B.  Olsson,  following  a dinner  with 
the  men  of  the  Dawson  County  Medical  So- 
ciety. Both  groups  gathered  for  a coffee 


As  the  foreword  of  the  book  indicates,  Dr. 
Lees  has  produced  a thorough  analysis 
“.  . . of  the  inescapable  economic  dilemmas 
created  by  a health  service  financed  out  of 
general  taxation.”  It  is  the  first  analysis 
of  its  kind  prepared  by  an  economist  in 
England. 

The  foreword  to  the  study  points  out  that 
Dr.  Lees  “.  . . refutes  the  view  that  health 
is  in  principle  different  from  any  other 
service  rendered  to  consumers  . . . questions 
many  of  the  arguments  used  in  defense  of 
a state  health  service  by  academics  and  by 
politicians  of  all  parties  . . . emphasizes  the 
dangers  to  the  patient  and  to  the  medical 
professions,  not  least  in  the  prescribing  of 
medicines,  of  political  control  based  on  short- 
period  electoral  calculation,  and,  in  total 
. . . is  skeptical  of  the  social,  the  political, 
and  the  economic  mystiques  that  have  been 
built  around  the  National  Health  Service.” 

We  feel  that  many  of  the  conclusions 
drawn  by  Dr.  Lees  in  his  study  are  particu- 
larly significant,  and  will  serve  to  provide 
readers  with  a new  insight  into  the  intrica- 
cies of  a compulsory  health  insurance 
scheme,  and  the  ramifications  which  may 
occur  when  a commodity  such  as  medical 
care  is  removed  from  the  competitive  mar- 
ket and  placed  under  government  control. 
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Readers  wishing  to  obtain  copies  of  this  ex- 
cellent publication  may  obtain  them  free  on 
request  by  writing  the  National  Association 
of  Blue  Shield  Plans,  425  North  Michigan 
Avenue,  Chicago  11. 

Dr.  Edward  R.  Annis,  one  of  medicine’s 
most  eloquent  spokesmen,  recently  charged 
that  sponsors  of  the  King- Anderson  Bill 
pending  in  Congress  “are  callously  playing 
a political  game  that  can  lead  to  medical 
catastrophe  in  this  country.” 

Speaking  before  the  G r o u p Insurance 
Forum  of  the  Health  Insurance  Association 
of  America,  Dr.  Annis  said,  “I  have  little 
doubt  that  the  ultimate  purpose  of  this  legis- 
lation is  the  destruction  of  the  medical  pro- 
fession as  a free  institution  in  American 
life.” 

Dr.  Annis  emphasized  that  enactment  of 
the  King-Anderson  Bill  would  “launch  the 
United  States  on  the  same  tragic  course  that 
had  led  England’s  medical  profession  to  the 
brink  of  disaster.  The  British  people  them- 
selves — economists,  educators,  journalists, 
government  officials  and  doctors  — are 
awakening  to  the  realization  that  adoption 
of  government-controlled  medicine  in  that 
country  14  years  ago  was  a costly  blunder. 
It  would  be  sheer  folly  for  this  country  to 
ignore  the  lesson  of  England  and  court  med- 
ical catastrophe  for  America,”  he  stated. 

Dr.  Annis  reiterated  the  point  that  bene- 
fits under  the  King-Anderson  Bill  would  be 
available  to  everyone  over  65  eligible  for  so- 
cial security  “whether  they  needed  these 
benefits  or  not,  and  the  wealthy  would  get 
them  along  with  the  needy.” 

“What  kind  of  moral  or  economic  sense 
does  it  make  to  force  the  working  people  to 
pay  additional  taxes  — a 17  per  cent  double 
tax  increase  immediately  — to  pay  the  med- 
ical bills  of  millions  of  persons  who  can 
afford  to  pay  their  own  way,”  Dr.  Annis 
asked.  “To  embark  on  a program  of  gov- 
ernment medicine  for  an  entire  population 
group  over  65  would  direct  this  country  to- 
ward the  same  blunder  England  made  14 
years  ago,”  he  concluded.  “It  would  invite 
wreckage  of  a medical  system  that  has  given 
the  American  people  the  best  medical  care 
in  the  world,  and  its  price  in  dollars  and  the 
loss  of  freedom  would  be  incalculable.” 


The  true  value  of  a drug  can  be  determined 
only  by  its  extensive  use  in  medical  prac- 
tice. 


TUBERCULOSIS  ABSTRACTS 

CLASSIFICATION  OF  PULMONARY 
TUBERCULOSIS 

~Pl?«no;.tj.c  Standards  and  Classification  of  Tuberculosis, 
1961  edition,  published  by  the  National  Tuberculosis  Asso- 
ciation. 

A new  edition  of  Diagnostic  Standards  and 

Classification  of  Tuberculosis  — the  eleventh 
ledefines  the  terms  to  be  used  in  primary 

and  reinfection  disease. 

No  single  system  of  classification  can  give  in- 
formation which  completely  describes  the  lesions 
of  tuberculosis.  However,  certain  basic  categories 
ai  e needed  for  records  and  for  statistical  purposes. 
There  are  also  optional  classifications  which  may 
be  used  for  a comparison  of  disease  characteristics 
and  which  may  include  general  status  of  the  pa- 
tient, pathologic  character  of  lesions,  detailed  loca- 
tion of  lesions,  pathogenic  status,  mode  of  dissem- 
ination, dynamic  status,  duration  of  disease,  and 
previous  treatment. 

The  basic  classifications  should  include  the  fol- 
lowing: extent  of  disease,  status  of  clinical  activ- 
ity, therapeutic  status,  and  exercise  status. 

Extent  of  Disease.  The  total  extent  and  loca- 
tion of  pulmonary  lesions  are  decided  from  exam- 
ination of  chest  roentgenograms. 

Minimal  lesions  include  those  of  slight  to  mod- 
erate density  without  demonstrable  cavitation. 
They  may  involve  a small  part  of  one  or  both 
lungs,  but  the  total  extent  should  not  exceed  the 
volume  of  lung  present  above  the  second  chon- 
drostemal  junction  and  the  spine  of  the  fourth  or 
the  body  of  the  fifth  thoracic  vertebra  on  one  side. 
The  term  minimal  is  not  to  be  interpreted  as  mini- 
mizing the  activity  or  hazards  of  the  disease  in 
this  stage. 

Moderately  advanced  lesions  may  be  in  one  or 
both  lungs,  but  the  total  extent  should  not  exceed 
the  following  limits:  disseminated  lesions  of  sight 
to  modex-ate  density  extending  throughout  the  total 
volume  of  one  lung  or  the  equivalent  in  both  lungs; 
dense  and  confluent  lesions  limited  to  one  third 
the  volume  of  one  lung;  if  cavitation  is  pi-esent, 
its  total  diameter  must  be  less  than  4 cm. 

Far  advanced  lesions  are  all  those  more  exten- 
sive than  moderately  advanced. 

Both  original  extent  of  disease  and  change  in 
extent  must  be  noted. 

Status  of  Clinical  Activity.  The  activity  of  pul- 
monary  tubei'culosis  is  based  largely  on  l’oentgeno- 
gi-aphic  and  bacteiiologic  factors  and  their  dura- 
tion. Detennination  of  bacteriologic  status  must 
include  the  use  of  sputum  concenti’ates,  cultui’es, 
and  animal  inoculations,  or  similar  tests  of  gasti’ic 
aspii-ates  or  lavages.  A positive  bactei-iologic  find- 
ing means  the  presence  of  tubei’cle  bacilli  by  micro- 
scopy  of  sputum  specimens,  prefei’ably  continued 
by  cultuie  or  guinea  pig  inoculation.  Susceptibil- 
ity studies  should  be  made  for  the  major  anti- 
tubei-culosis  di-ugs  whenever  possible. 

Roentgenographic  status  should  be  determined 
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by  serial  posteroanterior  films,  where  feasible,  by 
planigi-ams  and  other  supplementary  films. 

Active  pulmonary  tuberculosis  may  be  so  classi- 
fied on  the  basis  of  one  or  more  of  the  following 
criteria: 

If  the  probability  of  change  is  obvious  on 
a single  chest  roentgenogram  or  if  change  for 
better  or  worse  is  demonsti'able  on  serial  roent- 
genograms at  intervals  of  6 months  or  less. 

If  tubei’cle  bacilli  can  be  demonstrated  in  the 
sputum,  gastric  aspirates  or  tracheal  aspirates. 

If  such  complications  as  tuberculous  empy- 
ema, bronchial  or  pleural  fistula,  or  active  endo- 
bronchial tuberculosis  are  present,  the  associat- 
ed pulmonary  tuberculosis  must  be  classified  as 
active  even  if  other  criteria  are  not  apparent. 

Duration  of  activity  should  be  designated  if 
known.  The  terms  “improved,”  “unimproved,”  or 
“worse”  may  be  added  to  “active”  after  an  interval 
of  observation. 

Quiescent  is  a newly  reinstated  term  to  be  ap- 
plied to  a class  intermediate  between  active  and 
inactive.  It  denotes  negative  bacteriologic  findings 
(a  negative  bacteriologic  finding  means  that  ade- 
quate examinations  have  been  made  to  exclude  the 
presence  of  tubercle  bacilli)  on  monthly  examina- 
tions for  at  least  six  months  and  stable  or  slowdy 
improving  lesions  visible  by  roentgenography,  al- 
though cavitation  may  be  present.  The  “open-neg- 
ative” is  in  this  category. 

Inactive  denotes  constant  and  definite  healing. 
Bacteriology  must  have  been  negative  on  monthly 
examinations  for  at  least  six  months  by  all  methods 
used.  Serial  roentgenograms  must  show  stability 
and  no  evidence  of  cavitation  for  at  least  six 
months. 

Tuberculosis  may  be  temporarily  classified  as 
activity  undetermined  if  adequate  bacteriologic 
and  roentgenographic  examinations  have  not  been 
completed,  or  if  observation  has  been  too  brief. 

Therapeutic  Status.  Chemotherapy  and  surgical 
collapse  or  excision,  when  used,  should  be  added 
to  the  terms  applied  to  clinical  status. 

Exercise  Status.  The  amount  of  exercise  pre- 
scribed should  be  designated  as:  I.  Bed  rest  (va- 
ries from  strict  immobilization  to  bathroom  priv- 
iliges).  II.  Semi-ambulatory  (rest  and  exercise). 

III.  Ambulatory  (a  greater  amount  of  exercise). 

IV.  Ordinary  living  conditions  (the  amount  of  ex- 
ercise equals  full  activities  of  home  life  and  work). 

PRIMARY  TUBERCULOSIS 
The  basic  features  of  primary  tuberculosis  should 
include  data  on  tuberculin  tests,  bacteriologic  data, 
roentgenographic  findings,  symptoms,  and  extra- 
pulmonary  tuberculosis. 

Classification.  Primary  tuberculosis  may  be 
classified  as  to  extent  of  lung  lesions  and  status 
of  activity.  The  extent  is  classified  the  same  as 
for  reinfection  tuberculosis.  Activity  is  classified 
as  follows: 

Active  — A positive  tuberculin  reaction  plus  one 
or  more  of  the  following:  tubercle  bacilli  in  the 


bronchial  secretions  or  gastric  contents;  roentgeno- 
graphic evidence  of  activity  in  a parenchymal, 
pleural,  or  lymph  node  lesion.  Tuberculin  reactors 
less  than  36  months  of  age  or  those  of  any  age 
who  have  converted  from  nonreactors  to  reactors 
within  the  previous  years  are  often  treated  as  active 
primary  tuberculosis  even  in  the  absence  of  other 
evidence  of  activity,  but  should  not  be  reported  as 
active  primary  tuberculosis. 

Inactive  — Absence  of  criteria  of  activity. 

Undetermined  — No  classification  with  respect 
to  activity  can  be  made  due  to  lack  of  data. 


THE  EMERGING  PATTERN  OF  URBAN 
HISTOPLASMOSIS 

— M.  L.  Furcolow,  M.D. ; F.  E.  Tosh,  M.D.  ; H.  W.  Larsh, 
Ph.D.  ; H.  J.  Lynch,  Jr.,  M.D.  ; and  G.  Shaw,  M.D.,  The 
New  England  Journal  of  Medicine,  June  15,  1961. 

An  epidemic  of  the  fungous  disease  occurred 
in  Mexico,  Missouri,  among  a group  of  boys 
who  had  helped  clear  a large  city  park.  Soil 
samples  from  the  park,  a favorite  roosting 
place  for  starlings,  yielded  positive  cultures 
for  Histoplasma  capsulatum. 

Urban  children,  because  of  their  more  localized 
environment  and  less  frequent  exposure,  appear 
to  be  more  suitable  subjects  than  rural  children 
for  studies  of  the  acquisition  of  infection  with 
Histoplasma  capsulatum.  Three  sources  of  infec- 
tion among  urban  children  have  been  reported: 
visits  to  farms  or  prior  rural  residence,  exposure  in 
urban  structures  contaminated  with  bird  droppings, 
and  importation  of  contaminated  farm  soil  or 
manure  as  fertilizer. 

In  the  present  paper  we  wish  to  call  attention 
to  a fourth  source  of  infection  among  urban  chil- 
dren, namely,  infection  in  w’ooded,  open  park  areas 
contaminated  by  bird  droppings.  This  mode  of  in- 
fection is  illustrated  by  the  report  of  an  epidemic. 

THE  EPIDEMIC 

Mexico  is  a city  of  15,000  people  in  east  central 
Missouri.  During  the  second  week  in  April,  1959, 
similar  illnesses  characterized  by  chills,  high  fever, 
and  cough  developed  in  four  boys  in  Mexico.  All 
four  had  X-ray  films  of  the  chest  taken  at  the 
local  hospital,  and  two  were  admitted  there.  The 
clinical  features  and  X-ray  findings  in  these  four 
cases  led  the  hospital  radiologist  to  suspect  histo- 
plasmosis. Postive  skin  and  serologic  tests  later 
confirmed  the  diagnosis. 

An  interview  with  these  boys  revealed  that  they 
were  all  Boy  Scouts  and  members  of  the  same 
troop.  Furthermore,  their  only  close  association 
was  relating  to  scouting  activities.  All  four  had 
onsets  of  illness  within  twelve  to  fourteen  days 
after  March  28,  1959.  On  that  day  a group  of  64 
Scouts  from  the  four  Mexico  troops  had  worked 
together  clearing  a large  city  park. 

Since  it  was  probable  that  a large  proportion 
of  the  Scouts  in  Mexico  had  ben  exposed  to  the  in- 
fection, arrangements  were  made  through  the  or- 
ganization for  further  investigations.  An  epi- 
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demiologic  questionnaire  was  completed  by  113 
boys,  but  not  all  were  willing  to  have  skin  and 
serologic  tests  and  X-ray  examination. 

TESTS  PERFORMED 

The  standard  used  in  skin  testing  was  of  a po- 
tency equivalent  to  standard  histoplasmin.  Two 
complement-fixation  tests  were  performed,  histo- 
plasmin being  used  as  antigen  in  one  and  whole- 
yeast  phase  organisms  in  the  other.  X-ray  films, 
14  by  17  inches,  were  evaluated  by  physicians  ex- 
perienced in  the  interpretation  of  chest  films. 

Soil  samples  were  collected  on  several  occasions 
from  the  park  suspected  as  the  source  and  cultured 
for  H.  capsulatum. 

The  site  of  the  epidemic  was  a part  of  11  acres 
on  which  a large,  plantation-type  home,  built  be- 
fore the  Civil  War,  is  located.  The  house  had  fallen 
into  disrepair  and  the  grounds  converted  into  pasture 
for  livestock.  The  grounds  had  been  completely  un- 
tended for  15  or  20  years  and  had  become  heavily 
overgrown  with  brush  and  trees.  The  city  of  Mexi- 
co had  grown  around  the  property  so  that  the  park 
now  lies  near  the  center  of  the  city. 

In  December,  1958,  when  the  city  began  clear- 
ing the  property,  it  was  described  as  a jungle,  with 
dense  underbrush  and  vines  among  large  trees. 
Leaves  and  debris  were  at  least  several  inches 
deep.  Since  about  1950  the  park  had  been  a fav- 
orite roosting  place  for  starlings.  By  the  summer 
of  1955  thousands  of  these  birds  inhabited  the  park 
and  their  droppings  almost  completely  covered  the 
ground.  Because  of  the  noise  of  the  birds  and 
the  disagreeable  odor,  the  local  residents  had  un- 
dertaken eradication  measures.  Dqspite  a marked 
decrease  in  the  bird  population,  at  the  time  of  the 
epidemic  there  was  still  evidence  of  considerable 
bird  droppings. 

HISTOPLASMIN  RESULTS 

Of  64  boys  who  worked  in  the  park,  62,  or 
97  per  cent,  had  positive  histoplasmin  tests,  36 
of  60,  or  60  per  cent,  had  positive  complement-  fix- 
ation tests  for  histoplasmosis,  and  28  of  60,  or 
47  per  cent,  had  active  lesions  on  X ray.  Of  a 
group  of  boys  who  had  not  worked  in  the  park 
only  41  per  cent  had  positive  skin  tests,  25  per 
cent  had  positive  complement-fixation  tests,  and 
25  per  cent  had  active  lesions  on  X-ray  films.  It 
appears  that  practically  all  the  exposed  susceptible 
boys  became  infected.  It  is  not  surprising  to  find 
a number  with  evidence  of  H.  capsulatum  infection 
even  though  they  did  not  work  on  the  property 
because  Mexico  lies  within  a highly  endemic  area. 
Furthermore,  the  central  location  of  the  park 
favored  casual  visits  and  exposures. 

Only  10  of  the  boys  who  worked  in  the  park 
gave  a history  of  clinical  illness.  Nine  of  these 
had  positive  histoplasmin  skin  tests  and  serologic 
and  X-ray  findings.  In  the  other  boy,  only  the 
skin  test  was  performed  and  it  was  positive.  In 
five  of  the  10  boys  a moderately  severe  illness  de- 
veloped, lasting  from  one  to  six  weeks,  with  symp- 
toms of  chills,  fever,  cough,  malaise,  and  chest  dis- 
comfort. The  other  five  reported  symptoms  of  a 
mild  upper-respiratory  tract  infection  lasting  a few 
days. 


Sixty-two  per  cent  of  all  soil  samples  collected 
from  this  property  were  positive  for  H.  capsula- 
tum by  culture,  a usually  high  yield.  There  is 
little  doubt  that  the  fungus  was  flourishing  abund- 
antly throughout  a large  portion  of  the  park  site. 

The  question  arose  of  whether  the  frequency  of 
isolations  from  the  park  represented  an  unusual 
prevalence  of  the  fungus  or  merely  reflected  a 
high  prevalence  throughout  the  entire  area.  Thus, 
soil  samples  were  collected  from  six  selected  sites 
within  a radius  of  thi'ee  miles  from  the  city  of 
Mexico  and  in  the  city  itself.  Only  one  of  the  soil 
specimens  was  postive  for  H.  capsulatum.  It  is 
clear,  therefore,  that  the  frequency  of  isolations 
from  the  park  was  unique  and  not  in  any  way 
typical  of  similar  sites  in  the  same  areas. 


Familial  Lupus  Erythematosus  — R.  W. 

Steagall,  Jr. ; H.  T.  Ash,  and  B.  I’.  Luis 
Arch.  Derm.  — Vol.  85:394  (March)  1962 

Discoid  lupus  erythematosus  was  observed 
in  identical  twin  sisters.  The  criteria  for 
diagnosis  included  clinical  picture,  skin  bi- 
opsies demonstrating  discoid  lupus  erythe- 
matosus (L.E.),  negative  L.E.  cell  prepara- 
tions, and  improvements  with  use  of  anti- 
malarial  therapy.  These  cases  and  54  others 
in  25  families  suggest  a possible  genetic  fac- 
tor in  the  pathogenesis  of  L.E. 

Physical  Factors  in  Sun  Exposures  — F. 

Daniels,  Jr. 

Arch.  Derm. — Vol.  85:358  (March)  1962 

A number  of  atmospheric  factors  in  trans- 
mission of  wavelengths  of  ultraviolet  causing 
sunburn  and  skin  cancer  are  reviewed.  Of 
practical  clinical  conocern  is  the  fact  that 
scattering  and  absorption  in  the  atmosphere 
make  the  risk  of  sunburn  dependent  upon 
the  angle  which  the  sunlight  traverses  in 
the  atmosphere.  Maximum  risk  of  sunburn 
and  other  harmful  effects  is  found  at  2 to  3 
hours  before  and  following  solar  noon.  Pa- 
tients with  poor  solar  tolerance  will  be  able 
to  spend  time  outdoors  if  they  avoid  these 
critical  hours. 

Management  of  Epistaxis  Other  Than  from 
Little’s  Area  — J.  A.  Harpman 

Arch.  Otolarvng. — Vol.  75:254 
(March)  1962 

Personal  experience  of  the  investigation, 
causes  and  management  of  severe  epistaxis 
other  than  Little’s  area  is  reported.  Medical 
therapies,  packing  with  oxycell  gauze,  and 
surgical  obliteration  of  the  anterior  ethmoid 
artery  and'  of  the  internal  maxillary  artery 
in  the  pterygoid  fossa  are  described  in  de- 
tail. 
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Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Secy. 

350  Post  Street 
San  Francisco,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 

Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eve,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Roger's,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countiyside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Bowen  Taylon,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal v 

THE  SERVICE  TRADITION  OF  THE 
HIPPOCRATIC  OATH 

Although  the  administration  of  the  Oath 
of  Hippocrates  to  graduating  medical  stu- 
dents does  not  enjoy  the  popularity  it  once 
did,  some  of  its  tenets  seem  to  be  inherent 
in  the  philosophy  of  medical  education  and 
practice.  This  truth  drew  considerable 
comment  in  a recent  Datagram  (April,  1962) 
of  the  Association  of  American  Medical  Col- 
leges. The  first  paragraph  of  the  Oath 
deals  with  the  obligation  of  the  physician 
to  teach  the  healing  art  to  others,  especially 
his  sons  and  the  sons  of  other  physicians, 
“without  fee  or  stipulation.”  The  Data- 
gram sets  forth  the  fact  that  this  service 
tradition  still  “pervades  the  profession  to  a 
significant  degree.” 

Regardless  of  the  fact  that  the  Hippo- 
cratic oath  is  now  rarely  administered,  doc- 
tors continue  to  contribute  freely  and  with- 
out “fee  or  stipulation”  to  the  education  of 
young  men  and  women  in  the  pursuit  of 
medical  education. 

The  Datagram  states  that  the  extent  of 
contribution  by  part-time  faculty  in  71  se- 
lected schools  is  not  susceptible  of  precise 
measurement,  but  that  approximation  indi- 
cates the  wide  scope  of  their  service.  Seven- 
ty-one schools  were  surveyed,  basing  the  in- 
formation on  the  Faculty  Register,  and  the 
part-time  faculties  were  converted  to  full- 
time equivalent.  In  1951  the  working  hours 
of  part-time  faculty  members  equalled  those 
of  2191  full-time  teaching  personnel.  In 
1960,  the  corresponding  number  of  working 
hours  equalled  those  of  2358  full-time  fac- 
ulty members.  The  conclusion  is  that : 
“These  data  support  the  conclusion  that  the 
amount  of  time  and  effort  devoted  by  part- 
time  clinical  faculty  members  to  the  cause  of 
medical  education  has  continued  without 
diminution  over  the  years.” 

Translation  of  this  work  into  terms  of 
dollar-value  is  quite  startling.  From  the 
most  recent  salary  survey  of  U.S.  medical 
schools,  made  in  1959-60,  the  median  salary 
for  a full-time  faculty  member,  including  all 
those  holding  the  rank  of  instructor  or  high- 
er, was  found  to  be  $12,000  per  year.  Using 
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this  median  we  find  that,  in  1960,  practic- 
ing physicians  in  the  71  clinical  departments 
contributed  the  equivalent  of  $28,300,000 
worth  of  professional  time.  Taking  all  the 
medical  schools  in  the  nation  into  account, 
the  donation  of  time  was  the  equivalent  of 
2835  full-time  faculty  members,  and  the  cor- 
responding value  for  1960,  was  $34,000,000. 

The  underlying  reasons  that  move  physi- 
cians to  give  up  34  million  dollars  worth  of 
time  per  year  to  teaching  are  doubtless  sev- 
eral. Part  of  the  reasons  have  to  do  with 
benefits  accruing  to  the  doctor-teacher,  but 
perhaps  the  basic  one  is  payment  of  a debt 
of  gratitude  for  their  own  education  and 
successful  pursuit  of  the  practice  of  medi- 
cine. They  are  unconsciously  fulfilling  a 
part  of  the  somewhat  outmoded  Oath  of  Hip- 
pocrates. 


SHOULD  DOCTORS  STRIKE? 

According  to  the  Lincoln  Star  of  Friday, 
May  4,  1962,  “More  than  200  New  Jersey 
doctors  have  signed  resolutions  declaring 
they  will  not  care  for  patients  under  a pro- 
posed medical-care-of-the-aged  bill  advocat- 
ed by  President  Kennedy. 

“The  doctors’  revolt,  aimed  at  the  King- 
Anderson  bill  that  would  tie  medical  care 
for  the  aged  to  Social  Security,  erupted 
there  recently  when  44  doctors  signed  the 
resolution  — 100%  of  the  active  staff  — at 
Point  Pleasant  Hospital.” 

The  doctors  who  have  thus  declared  their 
intention  not  to  be  caught  in  the  socialized 
medicine  created  by  this  bill,  also  indicated 
their  intention  to  care  for  the  sick  at  any 
age  in  the  usual  democratic  way.  They  will 
let  no  patient  suffer  for  want  of  medical 
care. 

The  above  announcement  of  intentions  in 
relation  to  practicing  medicine  under  the 
King-Anderson  bill,  should  it  become  law,  is 
encouraging.  Such  a unanimous  declaration 
would  be  difficult  to  get  from  let  us  say  the 
majority  of  licensed  physicians  in  the  Unit- 
ed States.  On  the  other  hand  a scheme  of 
socialized  medicine  can’t  be  practiced  any- 
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where  without  doctors.  Doctors  in  other 
countries  have  refused  to  work  under  sim- 
ilar circumstances  and  have  successfully 
made  null  and  void  the  legislative  acts  they 
were  resisting.  This  may  be  a last  resort 
which  we  pray  we  may  not  need,  but  if  neces- 
sary, it  should  be  given  careful  consider- 
ation. 


HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  took  action  in  its 
sessions  during  the  recent  Annual  Meeting 
to  initiate  a study  and  appropriate  action  on 
health  education  in  our  schools.  This  is  a 
very  commendable  project.  Health  educa- 
tion is  by  no  means  a new  subject.  It  is 
one,  however,  that  has  not  had  sufficient 
study  nor  adequate  promotion.  In  fact, 
some  attention  has  been  given  to  teaching 
of  healthful  living,  in  some  colleges  for  al- 
most a century.  There  is  an  “American 
College  Health  Association’’  which  held  its 
39th  Annual  Meeting  a year  ago.  The  fol- 
lowing resolution  was  favorably  voted  upon 
by  the  House  of  Delegates  of  the  A.M.A. 
in  June  1960:  ‘'Resolved,  That  the  Ameri- 
can Medical  Association  reaffirms  its  long- 
standing belief  that  health  education  should 
be  an  integral  and  basic  part  of  school  and 
college  curriculums  and  that  state  and  local 
medical  societies  be  encouraged  to  work  with 
the  appropriate  health  and  education  offi- 
cials and  agencies  in  their  communities  to 
achieve  this  end.” 

The  college  health  program  is  very  well 
presented  in  a paper  by  Doctor  Vincent 
Askey  entitled  “A  Practicing  Physician 
Looks  at  the  College  Health  Program,”  re- 
printed in  this  (June)  issue  of  the  Nebras- 
ka Medical  Journal.  It  is  interesting  to 
note,  also,  that  Doctor  George  Stafford,  in 
an  article  published  in  our  Journal  (46:387) 
entitled  “Child  Health  Teaching  at  Under- 
graduate Level,”  describes  the  planning  and 
growth  of  a course  at  the  University  of  Ne- 
braska that  had  been  given  by  him  to  “fu- 
ture teachers  and  mothers”  for  the  previous 
eight  years. 

While  this  appears  to  be  a field  that  has 
received  considerable  thought  and  some  ac- 
tion, there  seems  to  be  much  more  to  be 
done.  Other  colleges  in  our  state  may  or 
may  not  have  adequate  courses  in  health 


education.  Even  if  they  have  courses,  per- 
haps they  are  like  our  Nebraska  State  Uni- 
versity, there  could  be  improvement  if 
enough  enthusiasm  can  be  generated.  Grade 
schools  and  high  schools  are  likely  to  have 
had  too  little  attention  focused  on  health 
education  and  the  committee  of  the  State 
Medical  Association  may  find  a fertile  field 
in  this  area.  The  Director  of  Health  at  the 
University  of  Nebraska  is  deeply  interested 
in  teaching  of  health,  belongs  to  the  Asso- 
ciation mentioned  above,  and  is  well  in- 
formed on  the  status  of  this  important 
field  of  teaching.  He  might  well  be  con- 
sulted. 

The  committee  to  investigate  teaching  of 
health  education  in  Nebraska  schools  is  to 
be  appointed  and  will,  in  all  probability, 
become  a standing  committee.  The  mem- 
bers, if  sufficiently  interested,  will  find  a 
big  but  satisfying  job  awaiting  them. 


HONORS  BESTOWED 

During  the  course  of  the  banquet  on  Wed- 
nesday evening,  May  2,  1962,  the  Nebraska 
State  Medical  Association  staged  a ceremony 
during  which  Mr.  Merrill  C.  Smith  was  ad- 
vised that  he  had  been  made  an  honorary 
member  of  the  Association.  As  the  honor 
was  bestowed  on  him,  Merrill  received  a 
plaque  signifying  that  the  honorary  mem- 
bership had  been  awarded  in  appreciation  of 
the  long  years  (25)  of  service  as  executive 
secretary  of  our  association.  Mr.  Smith 
made  an  appropriate  response  during  which 
he  at  least  hinted  that  he  is  busy  setting 
up  and  getting  at  his  retirement  activities. 

This  is  the  first  time  the  Nebraska  State 
Medical  Association  has  granted  honorary 
membership  to  a layman,  and  it  would  be  dif- 
ficult to  find  one  more  deserving  of  it  than 
Mr.  Merrill  Smith. 


HONORS  TO  “FIFTY-YEAR” 
DOCTORS 

Twenty  of  Nebraska’s  doctors  were  hon- 
ored for  50  years  of  service,  on  the  evening 
of  May  2,  1962,  in  the  course  of  the  Annual 
banquet.  The  appointments  of  the  banquet 
hall  were  so  arranged  as  to  give  these  doc- 
tors and  their  wives  a special  prominence 
— they  were  seated  at  round  tables  just  be- 
low the  level  of  the  head-table.  The  bio- 
graphical sketch  of  each  was  read  as  the 


322 


Nebraska  S.  M.  J. 


honorary  Pin  was  placed  on  his  lapel.  Only 
half  the  twenty  could  be  present  to  receive 
their  Pins.  These  were:  Drs.  J.  M.  F.  Heu- 
mann,  W .R.  Strickland,  and  Chester  Waters, 
Sr.,  all  of  Omaha;  W.  I.  Devers,  Pierce; 
A.  J.  Griot,  Chadron;  L.  A.  Johnson,  Nor- 
folk; James  M.  McNally,  Bellwood;  R.  W. 
Reynolds  and  J.  D.  Taylor,  both  of  Lincoln. 

The  following  were  honored,  but  not  pres- 
ent: Drs.  C.  B.  Coe,  Wakefield;  George  B. 
Dent,  North  Platte;  G.  A.  Des  Jardien,  Lin- 
coln; C.  T.  Gritzka,  Talmage;  J.  J.  Smith, 
Hartwell;  C.  H.  Swift,  Sr.,  Crofton;  Wm. 
W.  Wegmann,  Bladen;  Edwin  G.  Davis, 
John  J.  Gleeson,  and  J.  T.  Maxwell,  all  of 
Omaha. 


MAGNA  CARTA  FOR  AMERICAN 
MEDICINE 

The  proclamation  by  more  than  200  New 
Jersey  physicians  in  regard  to  the  King- 
Anderson  bill  brought  down  a storm  of  re- 
action, as  far  as  one  can  tell  from  the  news- 
papers. The  major  blasts  were  from  the 
New  Jersey  Legislature  and  from  the  De- 
partment of  Health,  Education  and  Welfare 
by  way  of  Abraham  Ribicoff.  As  usual  the 
answers  attempt  to  cut  down  the  effect  of 
logical  and  truthful  statements  of  the  oppon- 
ents by  using  half-truths  and  less,  misquot- 
ing and  bordering  on  untruth.  For  in- 
stance, Ribicoff,  writing  in  the  latest  issue 
of  McCall’s  belittles  the  policy  developed  by 
National  Blue  Shield  which  makes  it  possi- 
ble for  most  oldsters  to  cover  their  medical 
needs  with  their  own  money.  Ribicoff 
points  out  that  it  is  not  the  doctors’  bills 
that  make  it  so  difficult  for  the  so-called 
aged  to  get  adequate  medical  care,  but  the 
hospital  expense.  He  then  states,  as  if  it 
were  a new  discovery,  that  Blue  Shield  does 
not  cover  hospital  expenses.  He  leaves  the 
uninformed  reader  without  any  information 
about  Blue  Cross.  This  he  must  do  with  a 
purpose.  He  must  hope  most  of  them  will 
not  find  out  the  truth  until  it  is  too  late. 

After  the  true  position  of  the  medical 
profession  in  this  matter  has  been  garbled, 
misstated,  and  thus  turned  against  us,  it 
might  be  well  to  reconsider  the  motion  made 
by  Doctor  Louis  Bauer  and  passed  by  the 
House  of  Delegates  of  the  A.M.A.,  on  June 
29,  1961.  This,  since  called  the  Magna 
Carta  for  Freedom  in  Medicine,  is  as  fol- 
lows : 

“The  House  of  Delegates  of  the  American 


Medical  Association  records  its  opposition 
to  any  legislation  of  the  King-Anderson 
type.  Its  opposition  is  based  on  the  facts 
that  such  legislation  does  not  meet  the  needs 
of  the  situation;  interferes  with  the  doctor- 
patient  relationship ; interfers  with  the 
rights  of  doctors  employed  in  hospitals;  is 
inordinately  expensive;  leads  inevitably  to 
further  encroachments  by  government  into 
medical  care;  results  eventually  in  a deteri- 
oration of  the  type  of  medical  care  rendered 
the  public;  and  is  therefore  detrimental  to 
the  public  interest. 

“The  house  of  Delegates  invites  attention 
to  the  fact  that  the  medical  profession  is  the 
only  group  which  can  render  medical  care 
under  any  system  and  that  the  medical  pro- 
fession is  best  qualified  to  determine  how  the 
best  medical  care  can  be  delivered. 

“The  House  of  Delegates  believes  that  the 
medical  profession  will  render  that  care  ac- 
cording to  the  system  it  believes  is  in  the 
public  interest  and  that  it  will  not  be  a party 
to  implementing  any  system  which  is  un- 
American  and  detrimental  to  the  public 
welfare.”  *- 

It  would  seem  that  the  New  Jersey  group 
was  well  within  the  bounds  of  the  above 
declaration  in  making  its  resolution.  It  also 
seems  that  every  physician  who  is  drawn 
into  any  argument,  or  has  to  frame  a state- 
ment for  public  reading  or  listening  can  feel 
quite  safe  if  his  remarks  are  based  upon  the 
above  “Magna  Carta.” 


News  and  Views 

Cost  of  Developing  a New  Drug  Comes  High — 

Speaking  before  the  Albany  Club  of  Sigma 
Xi,  Doctor  C.  M.  Suter,  director  of  Sterling- 
Winthrop  Research  Institute,  stated  that  the 
cost  of  developing  and  marketing  a new  drug 
approximates  $5,000,000. 

He  described  the  discovery  and  develop- 
ment of  a new  drug  as  “very  expensive  and 
very  frustrating  and  most  satisfying  when 
success  crowns  the  research  effort.”  He 
stated  that  about  one  million  chemical  com- 
pounds have  been  screened  as  potential 
therapeutic  agents  by  the  pharmaceutical 
industry  during  the  last  ten  years,  and  of 
that  total  only  some  400  became  useful 
medicines  and  were,  therefore,  made  avail- 
able to  the  medical  profession. 
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Comments  From 
Your  President 

To  plan  and  implement  a State  Medical 
Meeting  poses  many  problems.  It  is  diffi- 
cult to  have  something  for  everyone  and 
impossible  to  completely  satisfy  the  desires 
and  wishes  of  the  entire  membership.  The 
events  for  Sportsmen’s  Day,  the  entertain- 
ment for  Fun  Night,  the  Annual  Banquet, 
the  Scientific  Sessions,  as  well  as  the  delib- 
erations of  the  House  of  Delegates,  the 
Board  of  Councilors,  the  Board  of  Trustees 
and  various  committee  meetings,  comprise 
a complex  schedule  of  events. 

Over  450  physicians  registered  for  the 
94th  Annual  Session  of  the  Nebraska  State 
Medical  Association  — a fairly  good  at- 
tendance. The  scientific  sessions  were  gen- 
erally well  attended  and  the  workshops 
were  particularly  well  received.  This  was 
especially  gratifying,  since  this  was  a new 
venture.  Many  busy  physicians  took  time 
from  their  practices  to  be  present.  The 
executive  secretary  and  his  staff  spent  long 
anxious  hours,  organizing  and  keeping  every- 
thing on  an  even  keel. 

The  practice  of  medicine  is  a creative  art 
now  made  immeasurably  more  useful  by 
scientific  understanding  and  promise.  A 
medical  society  reflects  the  tendency  in  each 
of  us  to  feel  more  comfortable  when  sharing 
our  thoughts  with  those  whose  philosophy 
and  endeavor  correspond  to  our  own.  It 
also  reflects  a desire  to  improve  our  service 
to  humanity  by  acquiring  and  disseminat- 
ing knowledge.  With  the  recent  threat  to 
the  freedom  of  rendering  this  service,  it  is 
our  responsibility  as  citizens  to  preserve  a 
climate  compatible  with  our  aims  and  pur- 
poses. It  is  our  individual  and  collective 
responsibility  to  put  forth  every  effort  to 
give  the  best  available  medical  care  to  every- 
one. It  was  unfortunate  that  every  member 
of  the  Association  could  not  have  been  pres- 
ent, so  that  they  might  have  shared  in  the 
“feel”  of  the  organization. 

Initially  a sense  of  urgency  and  concern 
with  regard  to  the  political  crisis  confront- 
ing the  Medical  Profession  permeated  the 
session.  Dr.  Frank  C.  Coleman  of  Des 
Moines,  Iowa;  Dr.  Jack  Schriver  of  Canfield, 
Ohio,  and  Mr.  Frank  K.  Wooley  of  the 


A.M.A.  staff  helped  immensely  to  replace 
frustration  and  anxiety  with  zealous  con- 
fidence. 

The  House  of  Delegates,  the  Councilors 
and  the  Trustees  are  commended  for  their 
deliberate  clear  sighted  action  — coopera- 
tion and  understanding  seemed  to  be  the 
watchword.  These  together  with  the  newly 
elected  slate  of  officers  constitute  a formid- 
able task  force,  whose  duty  and  responsibil- 
ity lies  in  carrying  out  the  missions  of  the 
organization.  They  are  a devoted,  willing, 
competent  and  highly  knowledgeable  seg- 
ment of  the  Association.  The  initiative  and 
guiding  hand  of  each  committee  chairman, 
and  the  faithfulness  of  the  members  will 
help  in  solving  the  many  problems  now 
facing  us.  The  suggestions  and  offers  of 
assistance,  not  only  from  the  officers,  but 
from  many,  many  members  from  all  parts 
of  Nebraska,  were  heart  warming  and  reas- 
suring. You  all  may  be  sure  that  I am  not 
beyond  calling  upon  my  friends  and  col- 
leagues for  their  help  and  for  some  sacri- 
fice of  time,  effort  and  substance.  You  may 
however  feel  secure  in  the  knowledge  that 
you  will  never  be  asked  to  sacrifice  principle. 

We  are  engaged  in  an  historic  struggle 
to  preserve  our  country’s  unique  system  of 
medical  care  and  our  stature  as  a profession. 
“Those  who  expect  to  reap  the  blessings  of 
freedom  must,  like  men,  undergo  the  fa- 
tigues of  supporting  it.”  (Thomas  Paine). 

0.  A.  KOSTAL,  M.D., 
President. 
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ARTICLES 


_a 

Corneal  Transplantation * 


IN  recent  years  considerable 
publicity  has  been  given,  espe- 
cially in  the  lay  press,  to  cor- 
neal transplantation.  Unfortunately  these 
reports  often  have  been  of  a sensational  na- 
ture and  frequently  the  information  has 
been  inaccurate,  incomplete,  and  misleading. 
Too  often  these  stories  have  given  false 
hope  to  those  blind  individuals  for  whom 
transplantation  is  not  applicable.  It  is  al- 
most axiomatic  that  this  operation  cannot 
give  help  to  those  who  need  it  most.  It 
can  only  replace  the  diseased  or  deformed 
cornea  with  healthy  corneal  tissue  and  does 
not  correct  loss  of  vision  due  to  disease 
of  any  other  part  of  the  eye. 

The  operation  is  not  new.  It  was  first 
mentioned  in  the  ophthalmic  literature 
about  150  years  ago  but  it  was  not  until 
1906  that  the  first  successful  corneal  trans- 
plant in  a human  was  described  by  Zirm. 
Because  of  poor  results  due  to  crude  tech- 
nique and  the  improper  selection  of  cases, 
corneal  transplants  were  rarely  done  until 
about  1930.  Thanks  to  the  pioneer  work  of 
a few  ocular  surgeons,  in  developing  new  in- 
struments, better  suturing  materials,  and 
other  technical  advances,  the  technic  has 
been  so  greatly  improved  and  simplified 
that  a clear  transplant  with  marked  im- 
provement in  vision  can  be  obtained  in  up 
to  90  per  cent  of  those  cases  which  are 
classified  as  favorable. 

Donor  Material 

Human  corneas  must  be  used  as  donor 
material  because  grafts  from  animal  cor- 
neas invariably  become  opaque.  The  trans- 
plant is  usually  obtained  (1)  from  eyes  re- 
quiring enucleation,  in  which  the  cornea  is 
normal,  (2)  from  the  eyes  of  cadavers, 
enucleated  shortly  after  death,  and  (3) 
even  from  the  eyes  of  stillborn  babies,  sev- 
en months  to  full  term,  removed  soon  after 
delivery. 

In  rare  instances  a graft  from  the  nor- 
mal cornea  of  a blind  eye  can  be  exchanged 
for  the  scarred  cornea  in  the  same  patient’s 
other  eye. 

If  the  recipient  is  not  at  hand  at  the  time 
of  the  enucleation  of  the  donor’s  eye  so  that 
the  operation  can  be  done  immediately, 
autolysis  of  the  enucleated  eye  can  be  re- 
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tarded  for  up  to  72  hours  by  keeping  the 
eye  in  a humid  chamber  at  a temperature 
of  2 to  3 degrees  centigrade. 

The  supply  of  donor  material  has  been 
solved  in  some  countries  by  legislation 
permitting  the  removal  of  eyes  from  un- 
claimed cadavers  for  the  sole  purpose  of 
using  them  for  corneal  transplantation.  In 
the  United  States  the  supply  of  donor  ma- 
terial is  insufficient  to  meet  the  need,  and 
patients  are  forced  to  wait  until  corneas 
become  available.  During  the  past  few 
years,  however,  the  problem  of  obtaining 
donor  material  has  been  partly  solved  by 
the  establishment  of  eye  banks  throughout 
the  country.  The  Lions  Clubs  of  our  state 
have  recently  established  and  are  maintain- 
ing an  eye  bank  at  the  University  of  Ne- 
braska College  of  Medicine  as  one  of  the 
activities  of  the  Nebraska  Lions’  Sight 
Conservation  Foundation,  Inc.  The  mem- 
bers are  not  only  soliciting  eye  donors  but 
have  purchased  and  are  maintaining  kits  at 
various  hospitals  throughout  the  state  so 
that  the  donor’s  eyes  can  be  quickly  and 
properly  transported  to  the  eye  bank.  The 
State  Patrol  and  the  Airlines  have  earned 
our  deepest  gratitude  for  the  manner  in 
which  they  have  cooperated  in  expediting 
the  transportation  of  the  donor’s  eyes. 

As  soon  as  the  eyes  are  received,  they  are 
made  available,  free  of  charge,  to  any  eye 
surgeon  in  the  state  in  the  order  of  their 
request.  If  there  should  ever  be  an  in- 
stance in  which  no  request  is  on  file,  the 
corneas  will  be  made  available  to  other 
eye  banks.  Those  eyes  which  are  not  suit- 
able for  transplant  because  of  disease  or 
postmortem  changes,  due  to  too  great  delay 
in  enucleation,  are  then  used  for  research 
purposes  with  the  hope  of  learning  means 
of  preventing  blindness. 

At  this  point,  we  would  earnestly  request 
the  cooperation  of  all  doctors  in  the  state 
in  the  prompt  removal  of  eyes  willed  to  the 
Eye  Bank.  The  greater  the  delay,  the 

♦Read  before  the  Nebraska  State  Medical  Society,  May  2. 
1961. 
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greater  the  chance  that  postmortem  changes 
will  defeat  the  donor  from  making  this 
greatest  gift  of  all. 

Technique 

Transplants  vary  according  to  the  shape, 
round  or  square,  size,  thickness,  partial  or 
full,  and  the  method  of  fixation  of  the  graft. 
At  the  present  time  the  round  transplant 
is  used  in  almost  all  cases.  The  perfect 
matching  of  the  transplant  into  the  defect 
made  in  the  recipient  eye  has  been  greatly 
facilitated  by  the  development  of  a new 
trephine  by  Dr.  Ramon  Castroviejo.  This 
trephine  has  a stop  which  can  be  set  to  ac- 
curately control  the  depth  of  penetration  into 
the  cornea  from  one-tenth  to  several  milli- 
meters. Although  the  trephines  are  made 
with  diameters  from  4 to  12  millimeters  in 
one-half  millimeter  sizes,  a graft  smaller 
than  six  millimeters  or  larger  than  ten  milli- 
meters is  practically  never  used.  Fixation 
of  the  graft  has  been  greatly  improved  by 
the  use  of  interrupted  sutures  through  the 
margin  of  the  graft.  The  new  7-0  silk  su- 
tures and  the  new  extremely  sharp,  fine 
needles  make  this  much  easier. 

Types  of  Transplants 

The  main  types  of  transplants  are: 

1.  The  partial  lamellar  transplant,  in 
which  a circumscribed  area  of  the  ex- 
ternal lamellae  comprising  approxi- 
mately one-half  to  two-thirds  of  the 
thickness  of  the  cornea  is  replaced  by 
a transparent  graft  of  the  same  size 
and  thickness  taken  from  a donor  eye. 
In  favorable  cases,  this  type  of  kera- 
toplasty gives  a high  percentage  of 
good  results. 

2.  The  partial  penetrating  transplant, 
in  which  a variable  area  of  the  full 
thickness  of  the  opaque  or  deformed 
cornea  is  replaced  by  a correspond- 
ing piece  of  normal  cornea.  This  is 
the  type  of  operation  most  frequently 
used  at  present.  It  is  suitable  for 
the  greatest  number  of  eyes  affected 
with  corneal  opacities  or  deformities. 
In  favorable  cases  it  also  gives  a high 
percentage  of  successful  results. 

3.  The  total  lamellar  transplant  in  which 
the  external  layers  of  the  whole  cor- 
nea, comprising  approximately  from 
one-half  to  two-thirds  of  its  thickness, 
are  replaced  with  a graft  of  similar 
size  and  thickness  from  a transpar- 


ent cornea.  This  operation  is  used  in 
cases  of  superficial  opacity  extending 
over  the  entire  area  of  the  cornea. 
Although  it  is  not  as  likely  to  be  suc- 
cessful as  a smaller  graft,  it  gives 
good  results  in  about  50  per  cent  of 
selected  cases. 

4.  The  total  penetrating  transplant,  in 
which  an  entire  cornea  is  transplant- 
ed to  replace  one  in  which  the  entire, 
or  nearly  the  entire  cornea  is  diseased 
or  deformed.  Until  a few  years  ago 
this  type  of  transplant  had  not  been 
completely  successful.  Recently,  cases 
have  been  reported  in  which  total 
penetrating  transplantation  has  been 
successful  in  cases  followed  for  sev- 
eral years.  Total  pentrating  trans- 
plantation is  performed  only  in  ex- 
treme cases  when  other  types  of  oper- 
ation cannot  be  carried  out  success- 
fully. It  is  undertaken  only  in  eyes 
with  normal  tension  and  good  percep- 
tion and  projection  of  light  and  re- 
sults in  either  transparent  or  fairly 
transparent  grafts  with  improvement 
of  vision  in  about  25  per  cent. 

Indications  for  Transplantation 

Corneal  transplants  are  most  often  em- 
ployed for  the  restoration  of  vision  to  those 
eyes  in  which  disease  or  deformity  of  the 
pupillary  area  of  the  cornea  has  resulted  in 
vision  insufficient  for  the  patient’s  needs. 
Vision  of  20/200,  which  is  classified  as  in- 
dustrial blindness,  is  generally  considered 
poor  enough  to  indicate  the  operation  but 
in  some  circumstances  a corneal  graft  may 
be  advisable  even  when  the  patient  sees 
much  better  than  this. 

They  can  also  be  used  for  non-visual  pur- 
poses. Therapeutic  transplants  may  be 
done  to  arrest  or  shorten  the  disease-process 
in  cases  with  irritable,  inflammatory,  or 
degenerative  corneal  disease  which  does 
not  respond  to  conservative  treatment. 
Therapeutic  grafts  have  been  used  success- 
fully in  cases  of  corneal  abscess,  herpetic 
and  disciform  keratitis,  and  acute  inter- 
stitial keratitis.  In  traumatic  lesions  where 
a part  of  the  cornea  is  absent  or  if  a des- 
cemetocele  or  perforation  are  imminent, 
and  in  cases  of  progressive  ulceration,  emer- 
gency transplantations  are  indicated. 

Occasionally,  corneal  grafts  may  be  done 
for  cosmetic  reasons  when  no  visual  im- 
provement is  possible.  Even  in  eyes  with 
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extensive  staphylomas,  total  penetrating 
grafts  have  been  used  in  a final  attempt  to 
avoid  enucleation. 

Use  of  Different  Types  of  Grafts 

Lamellar  grafts  do  not  ordinarily  achieve 
as  brilliant  results  as  penetrating  grafts. 
Vision  of  20/20  or  better,  which  not  infre- 
quently follows  penetrating  grafts,  is  ex- 
ceptional after  lamellar  grafting.  Unques- 
tionably, however,  lamellar  grafts  are  safer, 
because,  since  the  eye  is  not  perforated, 
there  is  less  danger  of  such  complications 
as  iris  incarceration  or  prolapse,  injury  to 
the  lens,  secondary  glaucoma,  or  endoph- 
thalmitis. Therefore,  although  the  visual 
results  may  not  be  as  satisfactory,  lamellar 
grafts  should  be  used  when  the  factor  of 
safety  is  exceptionally  important,  as  for 
children  or  other  patients  who  are  likely  to 
jeopardize  the  success  of  the  operation  by 
unruly  behavior  during  the  postoperative 
period  or  in  one-eyed  persons.  A lamellar 
graft  is  also  preferred  for  aphakic  eyes,  or 
when  the  opacity  is  superficial,  especially  if 
it  is  restricted  to  the  pupillary  area  and  the 
rest  of  the  cornea  is  in  good  condition,  or 
when  the  operation  is  performed  chiefly  for 
cosmetic  reasons.  Unless  lamellar  grafts 
are  clearly  indicated  by  some  of  these  con- 
siderations, penetrating  grafts  should  be 
used. 

Prognosis 

The  approximate  percentage  of  success  to 
be  expected  for  a corneal  transplantation 
depends  on  the  condition  of  the  recipient’s 
cornea.  If  the  corneal  opacities  or  deform- 
ities are  limited  to  the  pupillary  area,  so 
that  the  transplant  will  be  surrounded  by 
healthy  cornea  in  the  host,  the  chances  for 
success  are  high.  On  the  contrary,  in  eyes 
with  dense  scarring  extending  over  most  of 
the  cornea,  particularly  when  there  is  cor- 
neal vascularization,  the  chances  for  a suc- 
cessful graft  are  limited.  According  to  Dr. 
Castroviejo,  eyes  may  be  classified  into 
three  main  groups  having  a (1)  favorable, 
(2)  moderately  favorable,  and  (3)  unfavor- 
able prognosis. 

Group  I,  Favorable 

In  the  favorable  group  are  those  condi- 
tions in  which  clear  grafts  may  be  expected 
in  up  to  90  per  cent  of  the  cases.  In  this 
group  are  those  having: 

1.  Central  corneal  opacities  surrounded 
by  clear,  healthy  cornea. 


2.  Keratoconus,  where  the  vision  cannot 
be  improved  by  regular  or  contact 
lenses,  or  if  contact  lenses  are  not 
tolerated. 

3.  Interstitial  keratitis  in  which  the 
opacity  is  not  too  dense  and  exten- 
sive so  that  the  graft  will  be  in  con- 
tact with  fairly  healthy  corneal  tis- 
sue. 

4.  Corneal  dystrophies  of  the  superficial 
type. 

Group  II,  Moderately  Favorable 

Transplantation  can  be  expected  to  give 
clear  grafts  or  at  least  considerable  im- 
provement of  vision  in  about  half  of  all 
eyes  with  the  following  conditions: 

1.  Superficial  opacities  extending  over 
the  entire  surface  of  the  cornea;  if 
the  epithelium  appears  healthy,  the 
cornea  is  not  superficially  vascular- 
ized and  it  can  be  determined  that 
most  of  the  layers  of  the  stroma  under 
the  opacity  are  healthy. 

2.  Tear-gas  burns,  if  there  is  no  pannus- 
like  superficial  vascularization  and 
only  a limited  area  of  the  superficial 
cornea  is  destroyed,  leaving  enough 
healthy  tissue  to  nourish  the  graft. 

3.  Adherent  leukomas,  provided  the  iris 
is  freed  from  the  corneal  scar  by  pre- 
liminary operation  before  the  trans- 
plantation is  undertaken. 

4.  Interstitial  keratitis  greater  in  extent 
and  more  densely  opaque  than  in 
Group  I,  but  with  enough  permeabil- 
ity remaining  in  the  stroma  to  indi- 
cate that  a graft  should  remain  more 
transparent  than  the  original  diseased 
cornea. 

5.  Nodular  corneal  dystrophy. 

6.  Fuch’s  epithelial  and  endothelial  dys- 
trophy, in  the  early  stages  and  when 
only  the  center  of  the  cornea  is  af- 
fected and  the  entire  diseased  portion 
can  be  excised. 

Group  III,  Unfavorable 

Transplantation  carried  out  on  eyes  with 
the  conditions  listed  in  this  group  is  un- 
likely to  be  successful.  However,  in  some 
instances  preliminary  operations,  to  be  de- 
scribed later,  may  improve  the  chances  of 
success  enough  to  warrant  grafting. 
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1.  Corneal  scars  which  include  the  pupil- 
lary area  and  extend  to  the  limbus. 
In  these  cases  the  graft  is  likely  to 
become  vascularized  and  the  cornea 
opaque. 

2.  Leukomas  extensive  enough  so  that 
over  half  of  the  graft  would  be  adja- 
cent to  dense  scar  tissue  in  the  host. 

3.  Band-shaped,  or  other  types  of  opa- 
city, in  eyes  affected  by  active  uveitis. 

4.  Dystrophia  adiposa.  The  implant  is 
invariably  invaded  by  the  dystrophy 
and  consequently  becomes  opaque. 

5.  Deep,  extensive  tear-gas  burns,  espe- 
cially if  the  eye  is  irritable  and  photo- 
phobic, and  blepharospasm  and  lacri- 
mation  are  present. 

6.  Deep,  extensive  tattoo-like  opacities 
caused  by  explosions. 

7.  Opacities  in  aphakic  eyes  in  which 
opacities  are  too  deep  for  lamellar 
grafting,  especially  if  intracapsular 
extraction  has  been  performed.  A 
full-thickness  graft  in  such  an  eye 
is  frequently  complicated  by  incarcer- 
ation of  the  iris,  lens  capsule,  or  vi- 
treous, with  subsequent  development 
of  cloudiness  or  opacity.  If  incarcera- 
tions do  not  develop  some  of  these 
grafts  may  preserve  transparency. 

8.  Extensive  opacities  with  superficial 
pannus-like  vascularization,  usually 
caused  by  chemical,  flame,  or  molten- 
metal  burns  and  accompanied  by  va- 
riable degrees  of  symblepharon  and 
often  intensive  photophobia.  Trans- 
plants in  these  eyes  become  opaque. 

9.  Advanced  Fuch’s  epithelial  dystrophy, 
extensive  opacities  with  calcareous 
degeneration,  and  opacity  due  to  pem- 
phigus. 

10.  Opacity  accompanied  by  anterior 
synechias  if  they  are  combined  with 
increased  intraocular  pressure ; if  ten- 
sions can  be  normalized  by  prelimin- 
ary operation,  such  eyes  offer  im- 
proved prognosis. 

11.  Opacity  of  many  years’  duration, 
especially  if  it  has  been  present  since 
shortly  after  birth.  These  eyes  usual- 
ly have  pronounced  nystagmus  so 
that,  even  though  transplants  may  re- 
main clear,  a high  degree  of  ambly- 
opia prevents  visual  improvement. 


Preliminary  Treatment  of  Unfavorable 
Eyes 

In  the  unfavorable  cases  with  extensive 
superficial,  vascularized  opacities,  a prelim- 
inary superficial  keratectomy  combined 
with  beta-irradiation  of  the  limbal  vessels 
to  prevent  vascularization,  may  improve 
these  corneas  structurally  enough  so  as  to 
make  them  more  favorable  for  a transplant 
for  visual  improvement. 

In  cases  where  the  superficial  keratec- 
tomy would  leave  the  remaining  cornea  too 
thin,  a lamellar  graft  should  be  done  for 
structural  improvement.  If  this  does  not 
improve  the  vision  enough  for  practical 
purposes,  it  makes  the  cornea  more  favor- 
able for  an  optical  graft. 

In  cases  of  densely  vascularlized  leukoma 
and  symblepharon,  the  symblepharon  should 
be  corrected  by  plastic  repair  before  doing 
a superficial  keratectomy  and  irradiation 
of  the  limbal  vessels.  The  cornea,  thus 
greatly  improved,  is  in  a more  favorable 
condition  for  an  optical  transplant. 

Even  in  some  eyes  in  the  unfavorable 
group  which  cannot  be  improved  because  of 
conditions  due  to  intra-ocular  disease,  espe- 
cially those  with  densely  opaque  corneas 
with  extensive  total  anterior  synechias,  to- 
tal penetrating  transplant  may  offer  some 
chances  of-  restoring  some  vision  if  the  ten- 
sion is  normal  and  there  is  good  light  per- 
ception and  projection. 

Retransplants 

If  a graft  becomes  cloudy  because  of  pro- 
trusion, poor  nutrition  during  the  healing 
period,  anterior  synechias  or  postoperative 
uveitis  and  no  opacity  or  vascularization 
have  appeared  in  the  surrounding  cornea,  a 
second  transplant  may  be  done  after  the 
eye  has  become  quiet.  An  interval  of  at 
least  six  months  and  preferably  a year 
should  be  allowed. 

Conclusions 

Corneal  transplantation  in  man  is  no 
longer  in  the  experimental  stage.  Thou- 
sands of  cases  have  proven  that  comeal 
grafts  can  be  successful  in  a very  high  per- 
centage of  favorable  cases  w hen  suitable 
technics  are  used,  and  that  even  many  un- 
favorable cases  can  now  be  rehabilitated  by 
the  combined  procedures  of  plastic  repair, 
keratectomy  and  transplantation. 
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Management  of  Early 
Prostatic  Carcinoma 


A Plea  for  Early  Diagnosis 

Carcinoma  of  the  prostate 
has  been  estimated  as  being 
present  in  14  to  50  per  cent  of 
men  over  fifty  years  of  age,  in  the  United 
States.  In  men  over  sixty-five  years  of 
age,  cancer  of  the  prostate  is  the  most  com- 
mon malignant  neoplasm,  exceeding  that  of 
cancer  of  the  stomach,  lung,  and  skin.1  This 
disease  is  the  cause  of  death  in  six  per  cent 
of  all  patients  dying  of  cancer  in  this  coun- 
try. 

Why  is  it  that  there  is  an  increase  in  the 
number  of  people  in  whom  cancer  of  the 
prostate  is  found?  One  factor  is  that  there 
are  more  men  living  into  the  age  at  which 
prostatic  carcinoma  occurs;  another  is  that 
methods  of  recognition  and  diagnosis  of 
prostatic  carcinoma  have  become  more  read- 
ily available  to  physicians.  However,  the  oc- 
casion of  the  use  of  radical  curative  pros- 
tatic surgery  does  not  appear  to  have  kept 
up  with  the  increase  in  number  of  persons 
found  to  have  prostatic  carcinoma.  The  abil- 
ity to  cure  a prostatic  carcinoma  by  surgical 
removal  is  a function  of  time  — eventually, 
all  lesions  become  inoperable.  If  patients 
are  to  be  given  the  opportunity  for  a cure  of 
prostatic  cancer,  diagnosis  must  be  made 
early. 

Inasmuch  as  most  prostatic  carcinomas 
are  primary  in  the  posterior  lobe  of  the 
gland,  ninety  per  cent  of  all  early  prostatic 
carcinomas  are  detectable  by  digital  rectal 
examination.  However,  less  than  five  per 
cent  of  all  prostatic  carcinoma  patients  com- 
ing to  the  urologist’s  office  are  found  to  be 
operable  at  the  time  of  consultation.  In 
our  series  of  4100  surgical  prostatic  pa- 
tients, we  found  only  sixty  candidates  with 
suspected  prostatic  lesions  early  enough  to 
warrant  perineal  exposure  and  biopsy.  Of 
these  sixty  candidates,  forty  proved  to  have 
early  carcinoma,  and  had  total  prostato- 
seminovesiculectomy  accomplished. 

To  prevent  the  irreversible  tragedy  of  the 
patient  or  the  physician  allowing  an  early 
carcinoma  of  the  prostate  to  go  beyond  the 
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state  allowing  for  total  removal,  the  follow- 
ing principles  of  preventative  medicine  are 
recommended  for  the  public  and  for  the  gen- 
eral physician: 

1.  Public  education  — Lay  programs 
which  stress  the  importance  of  rou- 
tine examination  of  the  breast  and 
cervix  in  the  female  have  brought 
many  early  lesions  of  these  organs  to 
the  attention  of  the  general  surgeon 
and  gynecologist;  however,  little  has 
been  said  about  the  prostate  in  these 
lay  educational  programs.  Failure  on 
the  part  of  the  patient  to  have  a peri- 
odic physical  examination,  and  ab- 
sence of  any  symptoms  of  early  pros- 
tatic carcinoma,  result  in  failure  to 
detect  lesions  while  in  a curable  state. 
A layman’s  educational  program 
should  stress  the  value  of  the  routine 
general  physical  examination  of  the 
man  by  his  physician  at  regular  in- 
tervals, at  periods  of  six  to  twelve 
months. 

2.  Digital  examination  of  the  prostates 
of  all  men  over  forty  years  of  age  in- 
cident to  general  physical  examina- 
tion once  every  six  to  twelve  months 
would  be  a good  rule  of  preventative 
medical  care  to  be  suggested  to  his 
patients  by  the  family  physician. 

3.  Vigorous  and  definite  surgical  attack 
on  all  suspicious  lesions  made  evident 
by  such  periodic  examinations  would 
salvage  many  victims  before  their  le- 
sions become  incurable.  If  the  diag- 
nosis of  carcinoma  is  made  early 
enough,  survival  time  after  radical 
prostatic  surgery  approaches  that  of  a 
normal  expectancy. 
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Etiology 

It  has  been  suggested  by  numerous  inves- 
tigators that  a matter  of  hormonal  imbal- 
ance is  responsible  for  the  development  of 
carcinoma  of  the  prostate.  This  is  an  ex- 
ceedingly complicated  subject  and  one  can 
dismiss  it  by  saying  that  we  really  do  not 
know  what  causes  the  development  of  car- 
cinoma of  the  prostate. 

Pathology 

It  has  been  observed  that  the  posterior 
lobe  is  most  often  the  primary  site  of  de- 
velopment of  prostatic  carcinoma.  Very 
early  the  cancer  spreads  to  the  seminal  vesi- 
cles and  lymph  nodes;  later  to  the  bladder, 
bones,  lungs,  liver,  and  brain.  Early  spread 
is  by  way  of  perineural  lymphatics.  Spread 
into  the  vertebrae  and  pelvic  bones  is  by 
way  of  Batson’s  veins. 

Symptoms 

No  pathognomonic  symptoms  of  early 
cancer  of  the  prostate  exist.  Eventually, 
the  symptoms  of  vesical  neck  obstruction, 
such  as  dysuria,  frequency,  and  urgency  oc- 
cur. Other  symptoms  which  develop  as  the 
disease  progresses  are  urinary  retention,  in- 
fection, hematuria,  and  uremia.  Evidence 
of  metastatic  carcinoma  is  manifested  by 
bone  pain,  backache,  pelvic  pain,  sciatica, 
and  anemia. 

Clinical  Diagnosis 

The  most  valuable  method  of  detection  is 
that  of  digital  rectal  palpation  of  the  pros- 
tate gland.  In  the  patient  with  early  pros- 
tatic carcinoma,  there  is  an  isolated,  dis- 
crete, circumscribed  nodule  of  induration, 
and  the  gland  is  freely  movable.  In  late 
stages  of  prostatic  carcinoma,  the  gland  may 
be  enlarged  and  it  is  hard,  fixed,  asymmetri- 
cal, and  irregular  in  contour.  The  early  le- 
sion of  prostatic  carcinoma  must  be  differ- 
entiated from  calculus,  tuberculosis,  granu- 
loma, infarct,  adenoma,  and  the  fibrous  in- 
duration of  chronic  prostatitis.  Other  ob- 
servations made  on  the  patient  with  suspect- 
ed carcinoma  of  the  prostate  are : X ray  (to 
include  KUB  film  and  chest  film),  cystos- 
copy, residual  urine  determination,  and 
serum  acid  phosphate  determination  ( if  ele- 
vated this  indicates  spread  beyond  the  cap- 
sule of  the  prostate  gland).  (Normal  0.4 
to  4.0  units). 

Biopsy  has  a place  in  the  diagnosis  of  both 
early  and  advanced  prostatic  carcinoma. 


Methods  of  biopsy  of  the  prostatic  lesion  are 
as  follows: 

a.  Perineal  punch  biopsy  ivith  Silver- 

man  needle:  This  technic  has  been 

reported  as  giving  thirty  per  cent 
false  negatives.  It  is  not  an  entirely 
satisfactory  method  to  establish  diag- 
nosis in  either  early  cancer  of  the 
prostate  or  advanced  lesions,  although 
relatively  more  valuable  in  the  latter. 

b.  Open  perineal  exposure  ivith  biopsy 
and  frozen  section:  This  method  of- 
fers the  most  reliable  technic  for  di- 
agnosis of  the  early  operable  lesion. 

c.  Resectoscopic  biopsy:  The  disadvant- 
age here  is  that  tissue  is  removed  from 
the  peri-urethral  area,  whereas  most 
early  carcinomas  of  the  prostate  are 
deep  in  the  posterior  lobe  of  the  gland, 
hence  many  times  resected  tissue  will 
not  show  the  carcinoma,  even  in  the 
presence  of  advanced  disease. 

d.  Retropubic  exposure  with  biopsy: 
This  is  an  awkward  technic  which  re- 
quires open  operation  through  a su- 
prapubic incision,  freeing  up  the  gland, 
and  then  a rotation  of  the  gland 
through  an  arc  of  180  degrees  to 
reach  a suspected  nodule  on  the  pos- 
terior surface  of  the  prostate.  There 
are  more  satisfactory  technical  meth- 
ods available. 

Treatment 

Of  available  treatments  for  prostatic  car- 
cinoma are  the  following: 

Hormonal  treatment  — These  therapeu- 
tic methods  are  of  benefit  in  the  treatment 
of  advanced  prostatic  carcinoma. 

a.  Oral  estrogens  (Stilbesteroi  1-5  mgm. 
daily  for  life).  This  neutralizes  an- 
drogen. 

b.  Orchidectomy  — eliminates  testicular 
androgen. 

Radical  Surgery 

a.  The  technic  of  total  prostatosemino- 
vesiculectomy  was  described  by  Hugh 
H.  Young  in  1904.2  This  is  a rational 
surgical  technic  which  has  stood  the 
test  of  time. 

b.  Retropubic  prostatectomy  — A more 
recent  technic,  the  results  of  which 
have  not  accumulated  in  number  so  as 
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to  give  any  scientific  evaluation  of  its 
usefulness. 

Radioactive  Therapy 

Injection  of  radioactive  colloidal  gold 
as  suggested  by  Flocks.3  This  meth- 
od is  highly  experimental  and  no  def- 
inite conclusions  have  been  reached. 

Transurethral  Surgery 

This  surgical  approach  has  no  place 
in  the  curative  treatment  of  early 
prostatic  carcinoma.  It  has  great 
value  in  the  management  of  advanced 
prostatic  carcinoma  when  there  is 
vesical  neck  obstruction  due  to  the 
prostatic  carcinoma;  it  is  here,  along 
with  hormonal  treatment,  that  its  use 
has  proved  a most  valuable  palliative 
technic  in  management. 

Technic  of  Total 
Prostatoseminovesiculectomy 

In  this  operation  the  gland  is  approached 
through  a perineal  incision,  during  which 
the  rectum  is  separated  from  the  perineal 
fascias,  thus  exposing  the  prostate  gland. 
The  membranous  urethra  is  transected  at  the 
apex  of  the  prostate  and  the  entire  prostate 
with  its  capsule,  together  with  the  bladder 
neck,  seminal  vesicles,  ampullae,  and  por- 
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1954 
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tions  of  the  vasa  are  removed  en  block. 
Anastomosis  of  the  bladder  neck  to  the  mem- 
branous urethra  is  then  accomplished  over 
a Foley  Catheter.  This  operation  is  a pros- 
tatectomy in  the  true  sense  of  the  word  as 
contrasted  with  any  of  the  ordinary  pros- 
tatic operations,  whether  by  the  perineal, 
suprapubic,  retropubic  or  transurethral 
routes.  In  each  instance  with  these  latter 
procedures,  only  abnormal  obstructing  tis- 
sue is  removed,  and  the  anatomical  glandu- 
lar prostate  and  fibrous  capsule  are  left  in 
situ  following  the  enucleation  or  removal  of 
the  hyperplastic  lobes. 

The  complications  of  total  prostatosemino- 
vesiculectomy are  those  which  are  seen  with 
prostatic  surgery  in  general,  no  matter  what 
operative  technic  is  used;  among  these  pos- 
sible complications  are:  epididymitis,  stric- 
ture, hemorrhage,  incontinence  and  im- 
potence. 

As  far  as  the  mortality  from  the  operative 
procedure  of  prostatoseminovesiculectomy  is 
concerned,  in  our  series  of  sixty  candidates 
for  perineal  exposure  and  biopsy,  among 
whom  there  were  forty  proven  early  car- 
cinoma patients  having  prostatosemino- 
vesiculectomy, there  were  no  deaths  incident 
to  the  operative  procedure. 
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Long  term  results  following  total  prostato- 
seminovesiculeetomy  have  been  recorded  by 
several  authors.  Our  series  is  not  of  such 
magnitude  as  to  allow  for  statistical  inter- 
pretation. Jewett,  in  1954,  reported  a 49  per 
cent  ten  year  survival  in  a series  of  127  pa- 
tients having  total  prostatoseminovesiculec- 
tomy;  Turner  and  Belt,  in  1957,  a 67  per 
cent  five  year  survival  and  a 47  per  cent  ten 
year  survival  in  a series  of  104  patients.4-5 
The  expected  survival  of  persons  of  the 
same  age,  and  sex  in  the  general  population, 
not  having  prostatic  carcinoma  is  53  per 
cent  for  the  ten  year  period.  One  should  in- 
terpret from  these  figures  that  there  is  little 
difference  between  expected  survival  of  in- 
dividuals having  total  prostatoseminovesicu- 
lectomy  for  early  prostatic  carcinoma  and 
persons  in  the  general  population  who  have 
no  cancer  of  the  prostate  and  who  have  had 
no  prostatic  operation. 

Conclusions 

1 . Prostatic  carcinoma  is  one  of  the  most 
common  neoplasms  occuring  in  males. 

2.  Cure  of  early  prostatic  cancer  by  to- 
tal prostatoseminovesiculectomy  is 
feasible  in  selected  cases. 

3.  Diagnosis  of  the  patient  with  early 
cancer  of  the  prostate  occurs  as  an 


incidental  situation;  when  the  careful 
physician  is  suspicious  of  discrete, 
circumscribed,  indurated  nodules  in 
the  prostate  of  a man;  when  he  per- 
forms a rectal  examination  during  a 
general  physical  check-up. 

4.  In  most  instances,  when  symptoms  of 
vesical  neck  obstruction,  pain,  hema- 
turia, or  infection  occur;  if  due  to 
prostate  carcinoma;  the  lesion  is  be- 
yond hope  of  cure. 

5.  Accordingly,  since  early  diagnosis  is 
so  important  a semiannual  rectal  ex- 
amination, with  biopsy  of  suspicious 
areas  detected,  is  recommended  for  all 
men  more  than  forty  years  of  age. 
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“The  atheistic  Communist  dictatorship  now  controls  one-fourth 
of  the  earth’s  surface  and  more  than  one-third  of  her  peoples.  The 
Communist  threat  from  without  must  not  blind  us  to  the  Com- 
munist threat  within.  The  latter  is  reaching  into  the  very  heart  of 
America  through  its  espionage  agents  and  a cunning,  defiant,  and 
lawless  Communist  party  which  is  frantically  dedicated  to  the 
Marxist  cause  of  world  enslavement  and  destruction  of  the  founda- 
tions of  our  Republic.”  (From  Spotlight  No.  L-521). 
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A PRACTICING  PHYSICIAN  LOOKS  at  the 

College  Health  Program* 


I am  pleased  to  be  here  this  eve- 
ning for  a number  of  reasons: 
(1)  as  a father  of  three  chil- 
dren who  attended  college  some  years  ago, 
I am  aware  of  the  feeling  parents  have 
about  the  need  for  proper  health  supervision 
of  their  sons  and  daughters  while  they  are 
away  from  home,  (2)  as  a practicing  physi- 
cian and  an  officer  of  the  American  Medical 
Association,  I am  interested  in  the  kind 
of  medical  care  our  future  leaders  are  re- 
ceiving during  their  college  years  and  its 
effect  on  their  attitudes  toward  the  medical 
profession  and  medical  practice,  and  (3)  to 
be  honest,  I am  just  a little  bit  envious  of 
you,  in  your  opportunity  for  daily  contact 
with  these  vibrant  young  people  of  whom  I 
see  too  little. 

I would  like  to  explore  with  you  some  of 
the  facets  of  the  college  health  program  of 
particular  interest  to  all  of  us. 

To  begin  with,  I will  discuss  some  of  the 
objectives  of  health  education  as  these  ap- 
pear to  a practicing  physician;  next,  I will 
review  with  you  some  of  the  problems  in 
the  area  of  student  health  services  as  these 
relate  to  the  provision  of  both  preventive 
and  treatment  services;  and  finally,  I will 
discuss  environmental  health,  which  is  of 
increasing  importance  in  today’s  crowded 
conditions. 

Health  Education 

I have  a vivid  recollection  of  the  sterile 
type  of  health  education  to  which  I was  ex- 
posed in  college.  In  those  days  it  was  called 
“Hygiene,”  and  it  consisted  largely  of  ele- 
mentary anatomy  and  physiology  — soon 
forgotten.  Also  included  were  scare  lec- 
tures on  communicable  and  venereal  diseases 
— usually  discounted  and  disregarded  al- 
most as  promptly. 

By  the  time  my  children  were  in  college, 
both  content  and  method  had  improved,  and 
the  teaching  had  swung  toward  instruction 
in  some  of  the  concepts  of  healthful  living. 
Not  all  colleges  had  organized  health 
courses,  however.  As  late  as  the  middle 
nineteen-fifties,  I am  told,  courses  in  health 
education  were  offered  in  less  than  80  per 
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cent  of  our  colleges,  and  were  reouired  for 
all  students  in  only  about  one-half  of  these 
institutions. 

One  objective  of  a college  education  is  a 
citizen  who  understands  healthful  living, 
who  maintains  a high  standard  of  health  in 
himself,  his  home,  and  his  community,  and 
who  is  capable  of  making  discriminating  de- 
cisions in  health  matters. 

Since  “Sputnick,”  there  has  arisen  a dan- 
ger that  the  life  sciences  may  be  crowded 
out  of  the  college  curriculum  by  the  physical 
sciences.  In  my  opinion,  this  makes  wide- 
spread medical  support  of  sound  teaching 
in  health  education  imperative.  I fully  sup- 
port the  conclusions  of  your  Third  National 
Conference  on  Health  in  Colleges  and  more 
recent  pronouncements  recommending  that 
every  college  should  require  a basic  health 
course  of  all  undergraduate  students.  This 
course  would  involve  a minimum  of  three  or 
four  semester  hours  with  credit  and  would 
be  administered  autonomously,  not  in  con- 
nection with  any  other  course. 

To  indicate  further  the  interest  of  the 
medical  profession  in  the  health  education 
of  students,  I would  like  to  present  a resolu- 
tion passed  by  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1960, 
at  the  suggestion  of  the  Association’s  Board 
of  Trustees: 

Resolved:  That  the  American  Medi- 
cal Association  reaffirm  its  longstand- 
ing and  fundamental  belief  that  health 
education  should  be  an  integral  and 
basic  part  of  school  and  college  curricu- 
lums  and  that  state  and  local  medical 
societies  be  encouraged  to  work  with 
the  appropriate  health  and  education 
officials  and  agencies  in  their  commun- 
ities to  achieve  this  end. 

♦Presented  before  the  General  Session,  American  College 
Health  Association.  Thirty-ninth  Annual  Meeting,  Detroit, 
April  28,  1961.  Reprinted  with  permission  of  the  author  and 
the  publisher,  Student  Medicine,  10 :66. 
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Student  Health  Services 

Generally  speaking,  the  college  age  group 
is  in  a healthy  period  of  life.  Despite  their 
comparative  health,  however,  all  students 
will  profit  from  certain  preventive  services 
and  some  have  need  of  therapeutic  care  each 
term.  There  is  no  debate  as  to  this  need, 
but  just  how  the  services  should  be  admin- 
istered and  by  whom  they  should  be  provid- 
ed is  certainly  not  a settled  question  even 
among  yourselves.  This  diversity  of  opinion 
and  practice  is  pointed  up  in  the  report  of 
your  Fourth  National  Conference  on  College 
Health:1  the  services  range  from  only  a 
first-aid  station  with  a nurse  in  charge  in 
some  institutions  to  comprehensive  medical 
care  with  specialists  available  in  others.  In 
a college  community,  like  any  other  com- 
munity, certain  preventive  procedures  are 
essential  to  the  control  of  communicable 
diseases  and  to  the  general  welfare.  Natur- 
ally, you  want  to  arrange  for  proper  con- 
trols. 

You  want,  also,  to  build  in  young  people, 
through  their  college  experience,  an  appre- 
ciation of  high-quality  medical  care  during 
the  period  when  their  insights  into  such 
matters  are  being  founded.  Practicing 
physicians  should  be  among  the  first  to  sup- 
port these  efforts  to  instill  an  appreciation 
of  quality  in  medical  practice. 

In  addition,  from  talking  with  others  of 
you,  I know  that  you  feel  it  is  desirable  to 
provide,  during  the  college  years,  an  experi- 
ence in  risk-sharing  relating  to  sickness. 
Certainly  the  inevitability  of  some  illness 
and  injury  and  the  need  to  budget  in  ad- 
vance for  the  costs  involved  are  important 
principles  to  establish.  Hopefully,  volun- 
tary health  insurance  and  prepayment  plans 
are  developing  rapidly  and  are  being  in- 
creasingly utilized,  to  give  the  provision  of 
health  services  in  the  college  setting  a more 
realistic  quality  in  terms  of  conditions  the 
students  will  encounter  in  postcollege  life. 
Studying  about  voluntary  health  insurance 
in  the  classroom  is  a valuable  exercise,  but 
actually  participating  in  an  insurance  pro- 
gram during  college  years  is  an  essential 
part  of  such  education. 

I am  aware  that  there  are  many  prob- 

lems in  this  area,  although  from  the  insur- 
ance standpoint  the  college  population  is  a 
favored  group.  To  illustrate,  on  an  inci- 
dence basis,  students  might  be  provided  with 
a combined  policy  of  hospital  and  surgical 


coverage  at  less  than  the  usual  cost  of  hos- 
pital coverage  alone.  Yet  some  segments  of 
the  college  population  are  vulnerable  to  cer- 
tain infections  and  the  men  particularly 
are  subject  to  accidents.  This  would  seem 
to  require  a special  student  experience  with 
programs  of  health  insurance  being  devel- 
oped co-operatively  with  the  insurance  in- 
dustry as  time  goes  on. 

Perhaps  we  have  explored  these  program 
objectives  sufficiently  to  indicate  that  as  a 
practicing  physician  and  a parent,  my  aims 
in  respect  to  preventive  and  protective  serv- 
ices for  young  people  in  college  are  about 
the  same  as  yours.  Nor  do  I know  that  we 
would  differ  markedly  in  our  ideas  con- 
cerning the  provision  of  essential  services. 
In  this  connection,  I note  that  a few  years 
ago  a summary  report  on  college  health 
services  the  Commission  on  Medical  Care 
Plans  of  the  American  Medical  Association 
made  these  comments  among  others:  Large 
numbers  of  students  are  dependent  upon 
colleges  for  their  health  care  because  in 
many  cases  they  reside  at  a distance  from 
their  homes,  and,  in  other  cases,  the  colleges 
are  located  in  small  communities  with  lim- 
ited medical  facilities  . . . The  Committee 
wishes  to  point  out  that  the  student-physi- 
cian relationship  under  a student  health 
service  plan  is  transient  and  temporary. 
The  personal  physician  is  not  entirely  or 
permanently  replaced  . . . Although  some  of 
these  mechanisms  utilize  closed  panels  and 
involve  compulsory  participation  by  the 
student,  the  peculiar  circumstances  sur- 
rounding such  care  have  resulted  in  the  ac- 
ceptance of  many  of  these  plans  by  local 
medical  societies.2 

It  seems  to  me  that  these  statements  as 
well  as  other  parts  of  the  report  reflect  a 
spirit  of  objectivity  on  the  part  of  the  Com- 
mission. I feel  sure  that,  with  patient  de- 
liberation, physicians  in  private  practice 
and  those  involved  in  student  health  services 
could  achieve  mutual  understanding  and 
perhaps  much  agreement  on  policies  and 
practices.  In  this  connection,  our  Council 
on  Medical  Service  at  the  American  Medical 
Association  will  soon  undertake  a study  of 
College  Health  Services  in  terms  of  medical 
practices  and  procedures. 

For  my  part,  I am  particularly  interested 
in  an  assertion  in  the  Commission’s  Report 
that  I believe  has  had  too  little  attention  in 
comparison  with  some  other  parts  of  the 
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statement.  This  relates  to  the  educational 
impact  of  student  health  services  as  follows: 
The  characteristics  of  the  program  to 
which  the  student  is  exposed,  the  quality 
of  medical  services,  and  the  satisfaction  de- 
rived by  the  student  will  have  a decided  in- 
fluence on  his  attitudes  toward  medical 
care  when  he  assumes  his  position  in  his 
community  after  graduation.3 

Perhaps  you  will  agree  that  what  you  do 
about  health  services  — their  quality  and 
the  ways  and  means  of  providing  them  — 
will  have  as  much  if  not  more  to  do  with 
student  attitudes  toward  medical  practice 
than  what  they  are  taught  about  consumer 
health  in  the  classroom. 

With  this  in  mind  I hope  you  will  keep 
the  following  goals  in  mind: 

1.  The  Development  of  Self-Reliance  in 
Health.  We  have  reached  a point  in  health 
advancement  when  the  individual  can  do 
more  to  promote  his  own  health  than  can  be 
done  for  him.  Through  teaching  and  ex- 
perience the  student  should  be  accepting  his 
responsibilities  along  with  his  rights. 

2.  The  Realization  That  Good  Medical 
Care  Costs  Money.  The  idea  that  quality 
medical  care  can  be  had  “free”  or  at  bargain 
prices,  as  is  now  being  implied  in  some  quar- 
ters, is  a snare  and  a delusion.  Students 
may  have  to  be  helped  over  the  college 
“hump”  but  they  should  appreciate  the 
value  of  the  services  they  receive. 

3.  The  Importance  of  Budgeting  for 
Health  Care.  Every  family  needs  preven- 
tive services  to  stay  well.  On  the  other 
hand,  some  member  of  almost  every  family 
will  spend  some  time  in  a hospital  this  year 
or  next.  Also,  the  average  American  will 
make  five  physician  visits  next  year.  Col- 
lege students  should  leam  to  recognize  these 
risks  so  that  they  will  act  intelligently  to 
meet  them  in  postschool  years. 

4.  The  Value  of  Intelligent  Health  Con- 
sumership. Through  their  health  service 
and  health  education  experience,  college  stu- 
dents need  to  learn  how  to  use  their  health 
dollars  wisely.  I need  only  to  remind  you 
that  last  year  Americans  spent  350  million 
dollars  on  vitamin  supplements,  mostly  self- 
prescribed;  148  million  dollars  on  laxatives 
they  did  not  need,  and  68  million  dollars  on 
aspirin.  There  are  many  other  values  I 
might  mention  but  these  four  seem  most 


significant  to  me.  I hope  you  agree  that 
they  are  worthy  of  your  attention  and  con- 
cern. 

Occupational  Health  Programs 

Colleges  and  universities,  like  other  indus- 
trial and  business  establishments,  provide 
certain  occupational  health  services  to  em- 
ployees, including  faculty  and  nonteaching 
personnel.  The  larger  the  college  or  uni- 
versity and  the  more  varied  the  curriculum 
and  research  endeavors,  the  more  nearly  its 
environmental  health  needs  resemble  those 
of  industry  and  the  greater  the  need  is  for 
an  occupational  health  and  safety  program. 
The  American  Medical  Association  has 
developed  recommendations  relating  to  em- 
ployee health  under  the  title  “Scope,  Ob- 
jectives and  Functions  of  Occupational 
Health  Programs.”4  These  recommenda- 
tions may  be  of  assistance  to  you  in  deter- 
mining the  nature  and  breadth  of  such  pro- 
grams in  your  own  institutions. 

Medical  Aspects  of  Sports 

Having  participated  in  athletics  to  some 
extent  myself,  I have  always  been  concerned 
with  health  care  of  the  athlete.  The  devel- 
oping activities  of  the  A.M.A.’s  Committee 
on  the  Medical  Aspects  of  Sports  are,  there- 
fore, a great  source  of  pleasure  to  me.  Basic 
objectives  of  the  Committee,  which  was  first 
appointed  in  1954  at  the  suggestion  of  the 
collegiate  athletic  associations,  are:  (1)  to 
advise  athletic  personnel  on  the  various 
phases  of  the  health  supervision  of  sports, 
and  (2)  to  disseminate  information  to  inter- 
ested physicians  on  the  application  of  med- 
ical skills  in  the  athletic  situation. 

The  Committee  has  attempted  to  imple- 
ment these  objectives  through  co-operative 
activity  with  the  college  and  high  school  ath- 
letic associations,  through  a variety  of  pub- 
lications, and  through  the  National  Confer- 
ences on  the  Medical  Aspects  of  Sports.  The 
third  such  conference  is  scheduled  for  Den- 
ver, Colorado,  on  November  26,  1961,  im- 
mediately preceding  the  next  A.M.A.  Clin- 
ical Meeting.  We  are  delighted  that  the 
American  College  Health  Association  now 
has  a Section  on  Athletic  Medicine.  This 
should  provide  a helpful  channel  for  valu- 
able interchange  between  our  two  associa- 
tions. 

A Healthful  College  Environment 

When  our  children  began  to  talk  about 
college  we  were  concerned,  of  course,  that 


June,  1962 


335 


the  schools  they  selected  provide  a good  edu- 
cation in  their  chosen  fields.  We  were  also 
concerned,  however,  with  a number  of  oth- 
er factors:  Where  would  they  live?  What 
about  their  first  real  freedom?  To  whom 
could  they  turn  when  advice  was  needed? 

We  were  interested  in  the  physical  phases 
of  the  environment : Housing  that  was 
clean,  comfortable,  and  reasonably  attrac- 
tive; enough  space  for  sensible  orderliness 
and  essential  privacy;  opportunity,  encour- 
agement, and  quiet  for  study;  a food  service 
providing  good  nutrition;  and  a reasonable 
degree  of  enjoyment. 

We  were  equally  concerned  about  the 
mental-emotional  aspects  of  the  situation. 

I am  conscious  of  your  awareness  of  these 
and  many  other  needs  and  I know,  from 
review  of  your  reports,  that  you  are  stress- 
ing the  mental-emotional  as  well  as  the 
physical  facets  of  the  environment  in  your 
long-term  efforts  as  well  as  in  your  day-to- 
day  work.  I mention  these  problems  here 
only  to  emphasize  the  mutuality  of  our  in- 
terests and  concerns. 

I like,  particularly,  what  is  said  in  one 
of  your  Association  reports  relating  to  ob- 
jectives of  environmental  control:  It  must 
be  emphasized  that  a safe  and  proper  en- 
vironment has  multiple  purposes.  Immedi- 
ate protection  of  the  student,  the  faculty 
and  the  non-academic  employee  is,  of  course, 
obvious.  Beyond  that,  however,  one  pur- 
pose is  the  education  of  the  student  in 
what  constitutes  correct  practice  and  ade- 
quate facilities.  This,  in  turn,  develops  a 
sense  of  responsibility  in  the  student. 
Both  of  these  outcomes,  if  adequately  pres- 
ent, are  carried  out  into  the  student’s  later 
life.5  Again  this  points  up  the  powerful 
educational  impact  of  all  parts  of  the  col- 
lege health  program.  Formal  health  educa- 
tion is  important,  but  the  way  the  student 
lives  at  college,  the  facilities  available  to 
him,  the  services  he  receives,  are  equally 
potent  factors  in  his  education  for  health 
and  for  living  in  general. 

Your  efforts  to  promote  a healthful  liv- 
ing environment  are  of  real  significance, 
judging  from  a report  that  came  to  my  at- 
tention recently.  Out  of  a group  of  stu- 
dents voluntarily  dropping  out  of  college, 
apart  from  causes  relating  to  grades,  more 
than  50  per  cent  felt  they  had  poor  counsel- 


ing; 25  per  cent  were  dissatisfied  with  the 
instructional  program,  which  may  have  re- 
lated to  counseling;  and  nearly  all  express 
dissatisfaction  with  some  aspects  of  the 
physical  environment. 

The  scope  and  influence  of  the  college  cul- 
ture requires  a planned  program  to  provide 
a healthful  and  safe  environment,  as  well  as 
essential  health  services,  and  appropriate 
health  education  on  every  college  and  uni- 
versity campus.  The  broad  program  in- 
volves working  co-operatively  with  a variety 
of  colleagues  from  many  educational  and  as- 
sociated disciplines.  As  is  true  in  every 
other  phase  of  medicine,  we  are  learning  the 
importance  of  mutual  respect  for  the  skills, 
abilities,  and  contributions  that  each  can 
make  to  health,  and  to  living  and  learning 
in  the  college  community. 

I have  indicated  some  of  the  purposes 
and  values  of  the  college  health  program  as 
seen  by  a physician.  In  doing  so  I have 
commented  on  what  seem  to  me  pertinent 
issues  in  health  education,  student  health 
services,  and  healthful  college  living.  Many 
other  aspects  of  the  program,  of  equal  im- 
portance and  concern,  could  not  be  covered 
within  the  period  of  this  discussion. 

Once  again,  let  me  compliment  you  on  your 
most  worth-while  objectives  and  the  efforts 
you  are  making  to  preserve  and  promote  the 
health  of  the  young  people  in  our  colleges 
and  universities.  I can  think  of  no  field  of 
service  more  rewarding  personally  and  pro- 
fessionally in  terms  of  its  outcomes  for  both 
individual  welfare  and  the  common  good. 
Physicians  in  college  health  and  those  in 
private  medicine  have  the  same  objectives, 
and  I am  hopeful  that  together  we  can  work 
out  mutually  desirable  solutions  of  present 
problems,  as  well  as  of  issues  that  may  face 
us  in  the  future. 
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The  Placebo 

AS  A SOURCE  OF  SIDE  EFFECTS 
IN  NORMAL  PEOPLE: 

Influence  of  Gradually  Increasing  Doses 


THE  potency  of  the  powerful 
placebo  has  been  described  elo- 
quently, especially  by  Beecher.1 
It  may  be,  however,  that  placebo  tablets 
produce,  in  normal  subjects,  effects  and  side 
effects  which  differ  from  those  seen  in  pa- 
tients who  are  sick  or  in  pain.  Sick  pa- 
tients associate  certain  types  of  side  effects 
with  specific  types  of  medication  prescribed 
for  particular  types  of  symptomatic  relief. 

Normal  People  Should  Provide  a 
More  Accurate  Evaluation  of 
Side  Effects  From  a Drug  Than 
Do  Sick  Patients 

In  order  to  evaluate  the  significance  of 
side  effects  reported  by  a group  of  normal 
people  receiving  a new,  experimental  drug, 
it  is  necessary  to  establish  a baseline.  To 
do  so,  we  can  test  a placebo  in  the  same 
manner  as  we  propose  to  test  an  active  drug 
in  an  attempt  to  gain  some  knowledge  with 
respect  to  the  maximal  tolerated  or  tenta- 
tive clinical  dose  of  that  drug.  Accordingly, 
in  the  study  here  reported,  we  used  not  just 
a placebo  but  gradually  increasing  doses  of 
the  inert  tablet.  This  procedure  permits 
an  accurate  comparison  of  the  response  to 
a placebo  with  that  to  an  active  drug  given 
in  a similar  manner  and  indicates  also 
whether  multiple  placebo  tablets  produce 
greater  effects  than  does  a single  placebo 
tablet. 

The  test  subjects  were  51  adult  members 
of  a church  group,  motivated  by  a desire  to 
raise  money  for  their  church  school.  They 
were  assured  by  us  that  they  might  feel  pe- 
culiar sensations  but  that  there  was  nothing 
dangerous  about  the  “new  medicine.”  Each 
subject  took  one  tablet,  morning  and  eve- 
ning, the  first  day;  two,  the  second;  three, 
the  third;  fourth,  the  fourth;  and  five, 
morning  and  evening,  of  the  last  day.  A 
simple  report  form  was  provided  so  that  the 
test  subject  could  record  that  he  actually 
had  taken  the  dose  prescribed  twice  each 
day  and  whether  any  reaction  occurred  dur- 
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ing  the  day.  A place  was  provided  on  the 
form  for  him  to  report  any  change  in  sleep 
from  the  usual  pattern. 

The  placebo  tablets  used  were  small,  un- 
coated, compressed,  white  tablets,  flavored 
with  a trace  of  quinine. 

The  Placebo  Tablets  Were 
Generally  Well  Tolenuted 

The  response  to  placebo  administration 
was  evaluated  in  only  49  of  the  51  subjects. 
The  findings  with  regard  to  the  other  two 
were  discarded  because  of  interference  in 
one  case  by  development  of  influenza  and  in 
the  other,  by  hospitalization  for  hernia  re- 
pair. Neither  the  occurrence  of  influenza 
nor  the  surgical  indication  for  hernia  re- 
pair could  reasonably  be  blamed  upon  the 
psychologic  reaction  to  gradually  increasing 
doses  of  a placebo.  Of  the  remaining  49 
subjects,  29  (59.2  per  cent)  reported  abso- 
lutely no  subjective  response  to  the  test 
medication. 

The  Incidence  of  Side  Effects 
Attributed  to  the  Placebo  Increases 
As  the  Dose  Increases  ! 

From  inspection  of  the  tables  in  this  re- 
port, it  can  be  seen  that  higher  doses  of  the 
placebo  tend  to  produce  subjective  sensa- 
tions in  a higher  percentage  of  the  test  sub- 
jects than  do  lower  doses.  The  reason  why 
there  sometimes  was  greater  response  to  a 
dose  of  four  tablets  than  to  a dose  of  five 
tablets  is  that  4 subjects  refused  to  take  the 
maximum  dose  because  of  the  severity  of  the 
reaction  to  a previous  dose  of  four  placebo 
tablets. 
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The  Most  Common  Side  Effects 
Were  Those  Associated  With 
Central  Depression 

Ten  subjects  (20.4  per  cent)  reported  sen- 
sations associated  with  some  type  of  central 
depression,  either  as  a side  effect  during 
the  day  or  as  improved  sleeping  at  night. 
Apparently,  several  subjects  concluded  that 
we  were  studying  a new  hypnotic.  The  re- 
lationship of  these  various  manifestations 
of  central  depression  to  the  dosage  is  shown 
in  table  1. 

Counting  just  those  who  wrote  “tired,” 
“drowsy,”  “dizzy,”  or  “groggy”  during  the 
day,  we  found  that  when  the  dose  was  in- 
creased to  4 tablets,  6 of  the  49  subjects 
(12.2  per  cent)  had  the  type  of  daytime  “se- 
dation” sometimes  attributed  to  antihista- 
minic  medication.  None  of  them  suffered 
from  such  a reaction  after  just  a single  tab- 
let. Three  refused  to  take  five  tablets  on 
the  final  day.  This  would  indicate  that  they 


had  experienced  a relatively  severe  degree 
of  drowsiness  from  the  dose  of  four  tablets. 

Gastrointestinal  Complaints  Were 
Next  Most  Common  Side  Effects 

Eight  subjects  (16.6  per  cent)  com- 
plained of  gastrointestinal  discomfort  — 
almost  as  many  as  reported  manifestations 
of  central  depression.  The  most  common 
complaint  was  “gas”  or  bloating.  Only  one 
of  these  patients  was  included  in  both 
groups.  The  increased  incidence  of  this 
type  of  response  with  increasing  dosage  was 
not  as  apparent  as  the  increased  incidence 
of  sedation.  The  actual  number  of  subjects 
reporting  each  gastrointestinal  effect  is 
shown  in  table  2. 

Manifestations  of  Central 
Stimulation  and  Atropine-Like 
Effects  Were  Uncommon 

Only  three  subjects  (6.0  per  cent)  re- 
ported manifestations  that  might  be  asso- 


TABLE  1 


1 tablet 
a.m.  p.m. 

Tired,  Drowsy 
Slept  Well***  __0  1 

Visual 

Disturbance***  _0  0 

Dizzy, 

Groggy***  0 0 

Headache  0 0 

Difficult  to 

Drive  Car  0 0 

Weak  and 

Nervous  1 0 


2 tablets  3 tablets 
a.m.  p.m.  a.m.  p.m. 

0 2 13 

0 0 0 1 

0 0 0 1 

0 0 0 2 

0 0 10 

0 0 0 0 


•♦♦Three  subjects,  2 after  the  four-tablet  dose  and 
dose,  refused  further  trial  of  medication. 


4 tablets  5 tablets 
a.m.  pm.  a.m.  p.m. 

4 4 2 3 

0 0 10 

2 0 10 

2 0 2 1 

10  0 0 

0 0 0 0 

after  the  three-tablet 


1 tablet 

TABLE  2 

2 tablets  3 tablets t 

4 tablets 

5 tabletsf 

a.m. 

p.m. 

a.m. 

p.m.  a.m. 

p.m. 

a.m.  pm. 

a.m. 

p.m. 

“Gas,” 

Bloatingf 

0 

l 

2 

4 2 

2 

2 

3 

l 

i 

Less  Hungry 

l 

0 

0 

0 1 

0 

1 

1 

2 

i 

More  Hungry 

0 

0 

1 

0 0 

0 

0 

0 

0 

0 

Nausea 

_0 

0 

0 

0 0 

0 

0 

1 

1 

0 

Abdominal 

Cramps 

0 

0 

0 

0 0 

0 

0 

0 

0 

1 

tOne  subject  refused  the 

doses 

of  three  and  five 

tablets 

but 

did  take 

the 

four- 

tablet  dose  on  the  fourth  day. 


1 tablet 

TABLE  3 

2 tablets 

3 tablets 

4 tablets 

5 tablets 

a.m. 

p.m. 

a.m. 

p.m. 

a.m. 

p.m. 

a.m. 

pm. 

a.m.  p.m. 

Nervous  _ . 

. 0 

0 

i 

0 

0 

0 

l 

0 

0 

0 

“Light  Headed” 

__0 

0 

0 

0 

0 

0 

l 

0 

0 

0 

“Not  Tired”  _ . 

. 0 

0 

0 

0 

0 

0 

0 

1 

0 

1 

Dry  Mouth 

. 0 

0 

0 

0 

0 

0 

0 

0 

0 

1 
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dated  with  central  stimulation;  and  only 
one  (2.0  per  cent)  reported  dry  mouth, 
which  would  ordinarily  be  expected  if  the 
test  medication  were  parasympatholytic  in 
nature.  Dry  mouth  occurred  only  with  the 
highest  dose  tested.  The  doses  required  for 
each  of  these  symptoms  are  shown  in  table 
3. 

Experience  Here  Reported  Will  Be 
Helpful  in  the  Evaluation  of  Side 
Effects  Attributed  to  New  Drugs 
By  the  Same  Group  of  People 

The  incidence  and  nature  of  side  effects 
produced  by  placebo  medication  are  likely 
to  vary  not  only  with  the  dose  of  placebo,  as 
illustrated  in  this  study,  but  also  with  the 


group  of  people  under  test,  the  circum- 
stances of  the  test,  and  the  nature  of  any 
active  drug  with  which  the  placebo  is  being 
compared.  Therefore,  the  baseline  estab- 
lished in  this  study  is  valid  only  for  the  same 
church  group  and  then  only  when  a new 
drug  is  tested  under  identical  conditions. 
Within  these  limitations,  it  is  suggested 
that  the  incidence  and  nature  of  side  effects 
reported  here  will  be  helpful  with  respect 
to  determining  the  extent  to  which  reactions 
to  new  drugs  can  actually  be  attributed  to 
the  medication  under  test. 
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The  ubiquitous  mole  and  the  iniquitous  melanoma  present  a 
strange  paradox  in  the  history  of  neoplastic  diseases,  because  the 
former  tumor  is  almost  universally  present  and  the  most  common 
of  all  neoplasma,  whereas  the  latter  tumor  is  somewhat  rare  and 
the  most  malignant  of  all  accessible  cancers  . . .”  (From  CA,  Vol. 
12,  No.  1,  p.  11). 
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What's  New  In  Dermatology? 


NOTABLE  advances  in  the  field 
of  dermatology  have  been  few 
during  the  past  year.  Perhaps 
two  exceptions  to  this  rather  sweeping 
statement  have  been  the  use  of  injectable 
steroids  and  the  local  application  of  steroids 
with  occlusive  dressings.  The  latter  tech- 
nique is  particularly  useful  in  chronic  der- 
matoses such  as  the  following: 

Lichen  simplex  chronicus 
Psoriasis 

Chronic  eczematous  and  lichenified 
hand-eruptions 
Ichthiosis 

Granuloma  annulare 
Atopic  dermatitis 
Hypertrophic  lichen  planus 
Recalcitrant  pustular  eruptions 
on  the  palms  and  soles 
Alopecia  areata 

Chronic  discoid  lupus  erythomatosus 

While  both  approaches  mentioned  above 
produce  dramatic  results,  the  recently  in- 
troduced occlusive  technique  shows  promise 
of  almost  completely  displacing  the  intra- 
lesional  injection  method.  The  disadvant- 
ages of  the  injection  method  are  that  it  is 
difficult  to  administer  properly;  time  con- 
suming; produces  discomfort  for  the  pa- 
tient and,  therefore,  limited  to  small  areas; 
and,  finally,  may  lead  to  atrophy  of  the  skin 
and  subcutaneous  tissue  which,  although 
usually  reversible,  is,  nonetheless,  often  a 
sequel. 

The  plastic  film  technique  was  first  de- 
scribed by  Sulzberger  and  Witten.1  They 
used  triamcinolone  acetonide  ointment  0.1 
per  cent,  hydrocortisone  1 per  cent  and  2l/> 
per  cent  in  white  petrolatum,  liquor  carbon- 
is  detergent  10  per  cent  in  petrolatum,  and 
white  petrolatum.  The  triamcinolone  acet- 
onide ointments  proved  to  be  most  effective. 
The  selected  medication  is  applied  to  the  le- 
sion and  massaged  in  gently;  then  the  le- 
sion is  covered  by  a layer  of  the  ointment 
up  to  one-eighth  of  an  inch  in  thickness. 
Next,  the  area  is  covered  by  a plastic  such 
as  Saran-Wrap,  Handi-Wrap,  or  the  plastic 
bags  used  by  cleaners  as  covers  for  clothing, 
or  polyethylene  plastic  gloves  if  the  hands 
are  involved.  Adhesive  tape  may  be  used 
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to  seal  in  the  entire  area  if  it  is  small  or  to 
keep  the  plastic  in  place  in  case  of  large 
areas ; the  whole  is  then  covered  by  a dress- 
ing — cotton  glove  in  the  case  of  a hand, 
stockingette  on  an  extremity,  et  cetera.  The 
main  object  is,  of  course,  to  keep  the  plastic 
in  place  and  in  close  contact  with  the  in- 
volved skin.  Such  dressings  may  be  left 
on  only  overnight  when  they  are  applied  to 
exposed  surfaces,  or  for  better  effect,  for 
24  to  72  hours  where  feasable.  In  general, 
the  longer  period  of  time  is  more  efficacious 
for  dry,  indurated  lesions.  The  procedure 
is  repeated  as  many  times  as  needed  to  pro- 
cure a good  result.  Scholtz2  advises  the  use 
of  Brasivol  (fine)  to  remove  the  scales 
from  psoriatic  plaques  before  the  application 
of  fluocinolone  acetonide.  He  states  that 
complete  clearing,  except  for  residua]  ery- 
thema, occurs  in  10  to  12  days.  Relapse  may 
occur  within  weeks  or  months  and  require 
retreatment. 

I find  that  a 20  minute  soaking  of  the 
lesions  in  warm  water  followed  by  soap  and 
water,  with  gentle  scrubbing,  removes  scale 
fairly  well.  I also  use  this  therapy  only 
on  the  most  recalcitrant  psoriatic  lesions. 
Fluocinolone  acetonide  cream  0.25  per  cent 
(Synalar  Cream)  used  with  occlusive  dress- 
ings appears  to  be  considerably  more  effec- 
tive than  any  other  preparation,  with  tri- 
amcinolone acetonide  cream  (Ivenalog 
Cream,  Aristocort  Cream)  and  flurandreno- 
lone  cream  (Cordran  Cream)  perhaps  the 
next  most  effective  products.  Applied 
without  occlusion  the  four  products  appear 
to  be  almost  equally  potent.  The  only  com- 
plaints patients  register  is  that  sweating- 
under  the  plastic  makes  them  uncomfort- 
able, but  this  is  quickly  forgotten  when  they 
observe  the  results.  A mild  miliaria-like 
eruption  occasionally  develops. 

Although  I have  injected  triamcinolone 
acetonide  suspension  in  a large  number  of 
lesions  during  the  past  year,  I have  consid- 
able  respect  for  its  ability  to  produce  atro- 
phy of  the  skin  and  subcutaneous  tissues, 
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especially  when  it  is  used  on  the  scalp.  The 
commercial  products,  Kenalog  Suspension 
10  mg.  per  cc.  and  Aristocort  Suspension  25 
mg.  per  cc.,  should  be  diluted  with  normal 
saline  solution  to  two  to  three  mg.  per  cc. 
This  permits  better  dissemination  into  the 
tissue  with  less  likelihood  of  localized  over- 
dosage with  resultant  atrophy.  The  solution 
should  be  injected  subdermally  using  a tu- 
berculin syringe  and  a 25  or  26  gauge 
needle.  A maximum  of  2 cc.  may  be  inject- 
ed into  a lesion  25  mm.  in  diameter.  No 
more  than  10  cc.  should  be  injected  per 
treatment  and  per  week.  Clearing  of  the 
lesions  usually  occurs  in  10  to  14  days. 
Since  triamcinolone  is  relatively  insoluble, 
its  effect  is  usually  prolonged.  This  prep- 
aration probably  should  still  be  used  on  ex- 


tremely deep-seated  lesions  such  as  localized 
myxedema,  necrobiosis  lipoidica  diabeti- 
corum, and  some  cases  of  granuloma  an- 
nulare. Perhaps  it  should  still  be  used  on 
some  cases  of  discoid  luplus  erythematosus, 
although  chloroquin  solution  injected  intra- 
dermally  is  at  least  as  effective,  and  safer. 
May  I conclude  by  saying  that  fluocinolone 
acetonide  cream  plus  an  occlusive  dressing 
has  replaced  the  need  for  injectable  steroids 
in  most  cutaneous  disorders. 
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“We  are  at  war  with  the  Communists  and  the  sooner  every  red- 
blooded  American  realizes  this  the  safer  we  will  be.  Naturally  we 
want  to  live  in  peace,  but  we  do  not  want  peace  at  any  price  — we 
want  peace  with  honor  and  integrity.  And  we  intend  to  assure  it 
for  the  future.  (From  Spotlight  No.  L-521). 
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SPECIAL  CONTRIBUTION  1 


NEUROLOGIC  MANIFESTATIONS  of  Several 


" Metabolic " Disorders 


THE  clinical  classification  of 
“metabolic  disorder”  today  is  a 
convenient  grouping  which  may 
encompass  too  much  or  too  little.  It  does 
not  lend  itself  to  good  definition  and  one 
may  argue  that,  after  all,  all  diseases  are 
“metabolic.” 

If  the  heritable  metabolic  defects  and 
water-electrolyte  disorders  are  considered 
separately,  there  is  left  a heterogeneous 
group  of  general  “metabolic”  disorders  in 
which  neurologic  phenomena  are  not  rare: 

1.  Pernicious  anemia. 

2.  Xanthomatoses. 

3.  Hypoglycemia. 

4.  Malabsorption  syndromes. 

5.  Uremia. 

6.  Hepatic  coma. 

Pernicious  Anemia 

The  common  clinical  concerns  of  perni- 
cious anemia  are  the  peripheral  blood  (ane- 
mia) and  the  spinal  cord  (subacute  com- 
bined sclerosis).  One  may  lose  sight  of  the 
fact  that  cerebral  symptoms  rarely  may  be 
pronounced  and  overshadow  the  usual  diag- 
nostic features  of  the  illness.1  These  appear 
in  no  way  related  to  the  severity  of  anemia 
but,  rather,  to  the  particular  defect  in  vita- 
min B1;.  metabolism  and  cerebral  demyelini- 
zation.2  The  cerebral  symptoms  are  not  spe- 
cific (although  paranoid  and  depressive  pic- 
tures are  often  described)  but,  if  progres- 
sive, merge  into  chronic  brain  syndrome  (de- 
mentia). Nystagmus  and  optic  atrophy  may 
also  occur.3  The  mental  syndrome  may  pre- 
cede appearance  of  spinal  cord  or  peripheral 
nerve  clues  by  several  years.4  Some  cases 
may  disclose  hematologic  remissions  while 
others  may  have  the  blood  pictui’e  masked  by 
general  vitamin  therapy  containing  folic 
acid  and  inadequate  amounts  of  vitamin 
B;2.5-6 

N o n s p ec  i f i c electroencephalographic 
changes  are  associated  with  untreated  perni- 
cious anemia,  clearing  up  slowly  under  ade- 
quate therapy  with  vitamin  Bi2.  Abnormal- 
ity varies  from  slight  to  moderate  excess  of 
theta  activity  to  generalized,  paroxysmal  or 
focal  delta  activity.7 
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It  is  well  to  recall  that  occasionally  vita- 
min B12  deficiency  appears  secondary  to 
other  disorders:6’8 

1.  Gross  dietary  limitations  (chronic). 

2.  Loss  of  intrinsic  factor  due  to  gastric  malig- 
nancy or  gastrectomy. 

3.  Fish  tapeworm  infestation. 

4.  Malabsorption  disorders  as  sprue,  tubercu- 
lous enteritis,  intestinal  anastomoses,  fis- 
tula, extensive  resection. 

Xanthomatosis  (Histiocytosis  or 
Reticuloendotheliosis) 

Hand-Schuller-Christian  disease  discloses 
a multifocal  proliferation  of  reticular  tissue 
the  cells  of  which  are  loaded  with  choles- 
terol. The  result  is  a variety  of  “granulo- 
matosis.” Bone  destruction  (“punched  out” 
areas)  is  common  but  systemic  spread  may 
occur  (e.g.  skin,  lungs).  The  skull  is  fre- 
quently involved.  Onset  occurs  before  age 
6 usually  and  males  are  more  often  affect- 
ed. 

Skull  films  reveal  irregular  areas  of  bone 
destruction,  sharply  defined  and  without 
new  bone  formation.  Orbit  and  hypothala- 
mus are  commonly  invaded;  likewise  brain- 
stem, cerebellum  or  even  cerebral  hemi- 
spheres. Exophthalmos  (unilateral) , 
chronic  otitis  media,  diabetes  insipidus,  con- 
vulsive disorder,  or  other  neurologic  symp- 
toms appear  depending  on  the  sites  of  granu- 
lomatous invasion. 

The  course  is  chronic  with  relapses  and 
remissions.  Many  eventually  “heal.”  Cur- 
ettement,  corticosteroid,  antifolic  acid  com- 
pounds, and  X-ray  therapy  appear  help- 
ful.1- 2- 3 

Eosinophilic  granuloma  is  usually  a more 
focal,  single-lesion  variety,  manifested  by  a 
granuloma  with  many  eosinophils  (biopsy). 
Skull,  rib,  pelvis,  mandible,  vertebrae  or 
long  bones  may  be  the  site  of  a lesion.  Oc- 
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casionally  these  lesions  appear  in  soft  tis- 
sues, for  example,  lung.4  In  younger  pa- 
tients they  may  occasionally  be  multiple  or 
recurrent.  Almost  any  age-group  may  be 
affected  but  patients  are  often  under  21. 5 

Pain,  swelling  and  occasionally  pathologic 
fracture  are  symptoms.  The  dura  is  not 
“invaded”  nor  does  cerebral  compression  oc- 
cur. 

Excision  and  X-ray  therapy  usually  suf- 
fice. 

Letterer-Shve  disease  is  a form  seen  in  in- 
fancy and  early  childhood.  It  is  a more 
acute,  disseminated  disorder  with  rapid 
course  and  higher  mortality.  Localized 
areas  of  bone  destruction  (including  skull) 
are  prominent,  with  cutaneous  ecchymoses 
and  purpura,  pulmonary  infiltration,  hepato- 
splenomegaly,  leukopenia  and  thrombo- 
penia.2-3  Bone  marrow  biopsy  often  helps 
in  diagnosis,  revealing  diffuse  infiltration  of 
typical  reticuloendothelial  cells.6  In  treat- 
ment, X-ray  therapy,  corticosteroids  and 
antifolic  acid  compounds  are  used.2- 6- 7 

Hypoglycemia 

Hypoglycemia  (true  blood  sugar  below 
40  mg.  per  100  ml.)  has  a number  of  etiolo- 
gies besides  the  hyperinsulinism  of  islet 
cell  tumor  or  hyperplasia.  Clinical  mani- 
festations originate  chiefly  in  the  central 
nervous  system  since  it  sensitively  derives 
almost  all  of  its  nutrition  from  carbohydrate 
and  is  the  first  system  seriously  impaired  by 
deprivation. 

Etiologies1 

1.  Deficient  carbohydrate  intake: 

Starvation; 

Excessive  loss  (lactation,  glycosuria,  diar- 
rhea, malabsorption  syndrome,  intestinal 
resection) ; 

Hypermetabolism  (severe  exercise,  hyper- 
pyrexia, thyrotoxicosis,  large  fibrosar- 
comas or  hepatomas); 

Disorders  of  carbohydrate  metabolism, 
(galactosemia,  aminogenic  hypoglycemia, 
anaerobiosis) ; 

2.  Liver  disorder: 

Loss  of  liver  parenchyma  due  to  disease 
(hepatitis,  cirrhosis,  neoplasm); 

Glycogen  storage  disease  (a  group  of  con- 
genital or  familial  disorders  of  infancy 
wherein  glucose  is  rapidly  stored  in  tis- 
sues as  glycogen  and  is  unavailable  then 
because  of  defective  glycogenolysis) ; 

3.  Endocrine  deficiency  (resulting  in  deficient 

stimulation  of  hepatic  glucogenesis) ; 


Addison’s  disease  (especially  during  fast- 
ing); 

Hypopituitarism ; 

Hypothyroidism; 

Hypo-epinephrinemia  (?); 

With  decreased  function  of  anterior  pitui- 
tary or  adrenocortical  glands,  insulin  ac- 
tion is  much  stronger  (“insulin  hypo-an- 
tagonism”). 

4.  Hypersecretion  of  insulin; 

Tumors  of  islet  (beta)  cells; 

Hyperplasia  of  Islet  (beta)  cells; 
Psychophysiologic  (vagal)  type; 
Postgastrectomy  type. 

5.  Exogenous  insulin,  other  hypoglycemic 
drugs  or  toxic  agents; 

Factitious  administration  (suicidal,  “psy- 
chopathic,” malingering); 

Errors  in  dosage; 

“Brittle”  diabetics; 

Decreasing  insulin  requirements  in  a dia- 
betic; 

Other  compounds:2 
Guanidines 
Sulfonylureas 
Biguanides 
Prolactin 

Hydrazine  .4- 

Several  antihistaminics 
Alcohol  (in  children)3 

6.  Infantile  forms4 
Familial  idiopathic  form5 

(precipitated  by  fasting) 

Islet  cell  hyperplasia  in  infant  of  diabetic 
mother  (transient) 

Galactosemia 
Glycogen  storage  disease 
Aminogenic  hypoglycemia  (leucine)6 
Hypoepinephrinemia 

Neonates  of  mothers  with  toxemia  of  preg- 
nancy7 

7.  Prediabetic 

A number  of  early  diabetics  will  have  spon- 
taneous hypoglycemia  3-5  hours  after  a 
meal.  The  glucose  tolerance  curve  usual- 
ly reveals  a hyperglycemia  in  the  first 
2-3  hours  with  a peak  of  160  mg.  or  more. 

8.  Pancreatic  disorders?6 
Chronic  pancreatitis 
Obstruction  of  pancreatic  duct 
Diseases  of  organs  adjacent  to  pancreas 

Two  neurologic  problems  are  posed  by  hy- 
poglycemia : 

a.  The  transient  attack. 

b.  Permanent  neurologic  damage  left  by  each 
attack,  particularly  if  severe  or  cumulative. 

The  second  risk  is  particularly  great 
among  children.  Exogenous  insulin,  secret- 
ing islet  cell  tumors  and  infantile  forms  of 
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hypoglycemia  may  contribute  to  consider- 
able brain  damage. 

The  psychophysiologic  type  of  hypogly- 
semia  is  one  of  most  common  form  s.1* 9 
This  is  also  called  neurogenic,  vagal,  post- 
hyperglycemic,  functional,  hyper  - reactive 
and  nervous  hypoglycemia.  The  symptoms 
appear  2-4  hours  after  a meal  ( usually 
breakfast),  never  go  beyond  subjective  dis- 
tress, are  self-limiting  and  easily  reversible. 
This  condition  is  often  associated  with  an 
emotionally  “loaded”  personality  and  sensi- 
tive vagal  centers  which  over-react  to  ordi- 
nary alimentary  hyperglycemia.  Many  of 
these  patients  will  reveal  a glucose  tolerance 
curve  with  normal  fasting  level,  then  a nor- 
mal hyperglycemic  peak,  descending  to  hypo- 
glycemic levels  in  2-4  hours. 

The  post-gastrectomy  type  of  hypogly- 
cemia10 is  seen  following  gastric  resection  or 
gastroenterostomy.  This  is  also  called  “ali- 
mentary functional”  or  “tachyalimentation” 
hypoglycemia.  It  presents  a clinical  picture 
similar  to  the  psychophysiologic  type 
(above)  excepting  that  symptoms  usually 
appear  sooner  (2-3  hours)  after  a meal 
and  may  occasionally  be  more  severe  (con- 
fusion, loss  of  consciousness)9’ 11  The  glu- 
cose tolerance  curve  discloses  a normal  fast- 
ing level,  a hypernormal  absorptive  peak, 
dropping  off  to  hypoglycemic  levels  at  about 
the  second  hour.  The  rapid  entry  of  glucose 
into  the  small  intestine  accelerates  glucose 
absorption  and  then  an  excessive  insulin  re- 
sponse. 

Hypoglycemia  of  hepatic  disease  (cirrho- 
sis, hepatitis,  massive  invasion  with  car- 
cinoma) reveals  a variable  glucose  tolerance 
curve.1-9  Two  types  are  seen: 

1.  Low  fasting  level,  rising  to  over  200  mg. 
in  one  hour  with  a very  slow  return  to  nor- 
mal. 

2.  A hypoglycemic  level  appears  in  2-5  hours 
after  a meal  or  glucose  load. 

Malabsorption  Syndromes 

Malabsorption  syndromes  arise  from  a 
number  of  intestinal  disorders  characterized 
by  defective  digestion,  absorption,  or  utiliza- 
tion of  one  or  more  foodstuffs.  Occasional- 
ly the  etiology  is  definitive,  often  it  is  ob- 
scure.1 Actually  the  diagnosis  of  malabsorp- 
tion syndrome  (synomyms:  coeliac  disease, 
steatorrhea,  sprue)  describes  only  a symp- 
tom-complex.2 


The  general  picture  consists  of:3'4 

Females  2:1. 

Picture  of  malnutrition,  asthenia. 
Gastrointestinal  distress,  anorexia. 

Chronic  diarrhea  with  bulky,  light  colored,  fatty 
or  frothy  stools. 

Distended  abdomen. 

Dependent  edema. 

Melanosis  of  skin. 

Glossitis. 

Laboratory  data  disclose:3 
Steatorrhea  (this  may  be  occult  and  require 
quantitative  fat  tests  or  even  radio-active 
I131-tagged  triolein  in  fat  absorption  test.5 
Anemia. 

Hypoproteinemia. 

Hypocalcemia. 

Hypoprothrombinemia. 

Decreased  17-ketosteroid  excretion. 

X ray:  “deficiency  pattern”  in  small  bowel. 

A variety  of  deficiencies  result,  includ- 
ing:6 

Those  described  above  in  laboratory  data. 
Vitamins,  including  B complex  and  B^. 
Electrolytes. 

Hypoglycemia  (mild). 

The  neurologic  symptoms  appear  secon- 
dary to  the  deficiency  states  and  include  :3>  4-  7 
Tetany. 

Paresthesias. 

Bone  pain. 

Diminution  or  loss  of  deep  reflexes. 

In  children,  mental  retardation. 

Less  common  neurologic  pictures  are: 

Peripheral  neuropathy. 

Subacute  combined  sclerosis  of  cord. 
Myeloradiculoneuropathy  (degeneration  of  nerve 
roots  and  peripheral  nerves). 

Uremia 

Uremia  is  a clinical  condition  resulting 
from  severe  overload  of  or  reduction  in  ex- 
cretory function  of  both  kidneys. 

Causes  :1 

1.  Prerenal, — 

Increased  protein  breakdown  as  in  crush  in- 
juries, fever,  wasting  disease  (excretory 
overload). 

Circulatory  failure  with  decreased  renal 
blood  flow. 

Addison’s  disease. 

Deep  anesthesia. 

Increased  plasma  osmolarity  in  dehydration 
or  shock. 

2.  Renal, — 

Glomerular  disease. 

Tubular  disease. 
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3.  Postrenal, — 

Bilateral  calculi. 

Bilateral  strictures. 

Prostatic  obstruction. 

Polycystic  kidneys. 

The  condition  is  due  to  multibiochemical 
defects,  no  single  one  of  which  as  yet  has 
been  determined  to  produce  the  neurologic 
features.  There  is  retention  of  many  or- 
ganic and  inorganic  substances  (urea,  phe- 
nol, sulfates,  creatinine,  guanidine,  phos- 
phates, potassium,  and  so  forth).  Anemia, 
dehydration,  acidosis  and  depletion  of  so- 
dium and  calcium  ion  often  appear.2 

The  clinical  picture  depends  on  the  pri- 
mary disease  at  fault,  its  duration,  and  the 
several  secondary  syndromes  which  may  ap- 
pear. Anemia,  hypertension,  cardiac  fail- 
ure, gastrointestinal  symptoms,  pruritus, 
bleeding  tendency,  and  edema  may  become 
prominent  features.1 

The  neurologic  pattern  reveals  one  or  more 
of  the  following  :3 

1.  Personality  changes.  Fatigue,  apathy,  leth- 
argy. Inability  to  concentrate  long.  This 
may  be  very  episodic  at  first,  later  more  se- 
vere and  continuous. 

Irritability  and  restlessness.  Slow  speech. 
Impaired  recent  memory.  All  of  this  may 
shade  into  acute  brain  syndrome  (delirium 
or  “toxic”  psychosis). 

2.  Abnormal  muscle  activity;  tetany,  twitch- 
ing, fasciculation,  myoclonic  jerks,  cramps, 
“tics,”  purposeless  movements,  tremor  in- 
cluding “flapping”  type. 

3.  Focal  or  generalized  convulsions.  Meningis- 
mus.  Convulsions  are  more  common  with: 

Tetany. 

Hypertension. 

Anemia. 

4.  Focal  neurologic  deficits.  May  be  tran- 
sient. Usually  seen  in  advanced  uremia  and 
older  patients. 

Slurred  speech. 

Plegias. 

Cerebellar  ataxia. 

Aphasia,  apraxia. 

Amaurosis. 

Deafness. 

Ascending  (“Landry’s”)  paralysis. 

5.  Coma. 

6.  Nonspecific  EEG  changes:  low  voltage, 

slowed  background  activity;  slow  waves  in 
bursts  or  irregularly  distributed. 

Hepatic  Coma 

This  is  an  encephalopathy  associated  with 
liver  disease.  It  is  seen  with; 


1.  Acute,  severe  liver  disease. 

2.  Chronic,  advanced  liver  disease. 

3.  Extensive  thrombosis  of  portal  venous  sys- 
tem. 

Two  basic  physiologic  factors  are  in  oper- 
ation :x 

1.  Loss  of  liver  function  (hepatic  insufficien- 
cy). 

a.  With  accumulation  of  abnormal  or  in- 
completely metabolized  or  “detoxified” 
substances. 

b.  With  a lack  of  substances  normally  pro- 
duced by  a healthy  liver. 

2.  Shunting  of  portal  venous  blood  directly  in- 
to systemic  circulation  (loaded  with  sub- 
stance from  the  gastro-intestinal  tract). 

a.  With  a progressively  cirrhotic  liver  ob- 
structing portal  flow,  causing  the  open- 
ing of  collateral  shunts  via  esophageal 
varices,  and  so  forth. 

b.  With  surgically  produced  portocaval 
shunts  to  relieve  esophageal  varices. 

Hepatic  coma  comprises  one  of  the  risks 
following  portocaval  shunt  operations  and 
must  be  weighed  against  the  indications  for 
surgery,  namely  risk  of  bleeding  from 
esophageal  varices.  About  10-20  per  cent  of 
patients  develop  hepatic  coma  following  this 
surgery,  more  in  older  age  groups.1-2 

Resultant  multibiochemical  defects  include 
elevated  blood  ammonia,  respiratory  alkalo- 
sis, hypokalemia  and  at  times  hypoglycemia. 
If  the  patient  requires  paracentesis,  loss  of 
serum  proteins  and  electrolytes  by  this  route 
may  further  complicate  the  biochemical 
picture. 

The  clinical  picture  includes  the  following 
principle  features:3 

1.  Often  precipitated  by  gastrointestinal  hem- 
orrhage or  protein  load.4 

2.  Mental  changes  (toxic  delirium). 

3.  Abnormal  motor  activity  (particularly  trem- 
or). 

4.  Spasticity,  pareses. 

5.  Fetor  hepaticus  (very  aromatic  odor  to 
breath). 

6.  Hyperventilation  without  tachypnea. 

7.  Convulsions,  coma. 

8.  Syndrome  may  be  episodic,  recurrent,  wax- 
ing and  waning. 

9.  Improves  with  low  protein  intake  or  in- 
testinal antibiotic  medication. 

10.  Blood  chemistry  (e.g.  ammonia)  alterations. 

11.  EEG  abnormalities. 

The  condition  is  not  necessarily  “terminal” 
and  it  is  distinctly  treatable.  Hence  its  rec- 
ognition is  important. 
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Mental  Changes 

These  are  nonspecific  changes  of  acute 
brain  syndrome  (toxic  delirium)  manifested 
whenever  cerebral  biochemical  support  fal- 
ters. Insidious  confusion  and  disorientation, 
then  hallucinations  characterize  the  full  de- 
velopment of  this  picture.  Many  patients 
become  lethargic,  drowsy;  others  agitated 
and  maniacal. 

Abnormal  Motor  Activity 

Simple  tremor  of  intention,  aimless  grop- 
ing, picking  at  apparently  hallucinated  ob- 
jects, ataxic  demeanor  and  even  mild  athe- 
totic or  choreiform  movements  are  not  un- 
usual in  toxic  encephalopathies.  Occasion- 
ally even  partial  reactions  of  decerebrate 
rigidity  may  occur.  However,  a special  fea- 
ture of  hepatic  encephalopathy  (and  other 
biochemical  encephalopathies)  is  the  “flap- 
ping tremor.”  This  may  be  subtle  and  evi- 
dent only  when  patient  is  asked  to  hold  hands 
out  and  abduct  fingers.  Rhythmically  fin- 
gers abduct  and  adduct,  flex  and  extend  at 
the  knuckles  and  the  hand  flexes  and  extends 
at  the  wrist  at  a rate  of  1-3  per  second. 
This  will  last  several  to  15  seconds,  then 
cease.  The  feet  may  move  similarly  at  the 
ankle.  This  often  appears  like  a “patting” 
motion,  a slow  flutter,  a spontaneous  “clon- 
us.” 

Spasticity 

This  refers  to  signs  and  symptoms  appear- 
ing with  loss  of  pyramidal  tract  (upper  mo- 
tor neurone)  function.  Present  are  one  or 
more  of  the  following:  spastic  paresis  or 
paralysis,  hyperactive  deep  tendon  reflexes, 
ankle  clonus,  Babinski  signs.  Hemiparetic, 
monoparetic,  paraparetic  or  quadriparetic 
forms  may  appear. 


Convulsions,  Coma 

These,  plus  various  reactions  of  decere- 
brate rigidity,  may  supervene  on  the  pro- 
gression of  acute  brain  syndrome  (“toxic” 
delirium). 

Blood  Chemistry 

Determinations  of  (arterial)  blood  am- 
monia levels  appear  to  provide  some  index 
of  the  biochemical  problem.  Whether  this 
plus  similar  nitrogenous  substances  are  re- 
sponsible for  many  of  the  neurologic  symp- 
toms is  a tempting  explanation.5  Mild  mus- 
cular exercise  is  said  to  increase  venous  am- 
monia concentrations  in  patients  with  cir- 
rhosis but  not  in  controls.6  This  may  prove 
of  diagnostic  value. 

Part  of  the  cerebral  syndrome  may  also 
arise  from  diminished  cerebral  circulation 
due  to  respiratory  alkalosis.  Observations 
in  one  group  of  patients  revealed  that  cere- 
bral disturbances  varied  with  the  arterial 
blood  pH  and  the  concomitant  lowering  of 
cerebral  oyygen  consumption.7 

Electroencephalogram 
The  brain  wave  changes  are  described  as 
essentially  nonspecific,  yet  commonly  found 
in  hepatic  encephalopathy.  They  correlate 
grossly  with  the  severity  of  the  condition. 
Starting  with  disorganized  alpha  rhythms, 
they  progress  to  more  diffuse  and  random 
4 to  7 cycle  theta  activity.  As  coma  nears, 
bilateral  synchronous  and  asynchronous  del- 
ta waves  of  2 to  3 cycles  appear.  Slow  wave 
formations  often  appear  then  in  the  form 
of  bilateral  synchronous  triphasic  waves. 
With  progession,  the  general,  nonspecific 
patterns  of  deeper  coma  appear.8 

(NOTE:  The  list  of  references  will  not  be 

printed  with  this  article  but  will  be  available 
with  reprints). 


“Unfortunately,  we  are  plagued  with  some  Soviet  apologists 
who,  time  after  time,  would  have  us  betray  the  cause  of  inter- 
national freedom  and  justice  by  yielding  to  the  Red  Fascists  in  the 
Kremlin  on  vital  issues.”  (From  Spotlight  No.  521). 
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i ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  2,  Norfolk,  Norfolk  State  Hospital 
June  23,  Grand  Island,  St.  Francis  Hos- 
pital 

July  7,  Chadron,  Elks  Club 
July  28,  North  Platte,  Senior  High  School 
Building 

AMERICAN  GERIATRICS  SOCIEY,  19th 
Annual  Meeting  — June  18-20;  Palmer 
House,  Chicago.  Write  Mr.  Henry  Blanch- 
ard ( Executive  Director,  American  Geri- 
atrics Society,  10  Columbur  Circle,  New 
York  19,  N.Y.,  for  further  information. 

ANNUAL  MEETING,  AMERICAN  MEDI- 
CAL ASSOCIATION  — June  24-28,  1962, 
Chicago,  Illinois. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Annual  Clinical  Congress  — October  15- 
19,  1962;  Atlantic  City,  New  Jersey.  Con- 
tact Dr.  William  E.  Adams,  Secretary, 
American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23;  Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 


to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 


Important  A.M.P.A.C.  Meeting  in  Chicago — 

Sen.  John  G.  Tower  of  Texas,  and  Rep. 
Harold  B.  McSween  of  Louisiana  will  be  two 
of  the  top  speakers  at  the  $25-a-plate  ban- 
quet given  by  the  American  Medical  Political 
Action  Committee  Sunday,  June  24th,  at 
7 p.m.  in  the  Grand  Ballroom  of  Chicago’s 
Palmer  House. 

Physicians  and  their  wives,  as  well  as  oth- 
ers interested  in  political  education  and  ac- 
tion by  the  medical  profession,  were  urged 
by  Dr.  Gunnar  Gundersen,  A.M.P.A.C.’s 
chairman,  to  attend  the  banquet  and  partici- 
pate in  other  activities  scheduled  for  the 
day.  Doctor  Gundersen  said  more  than  750 
persons  were  expected  to  join  Sen.  Tower 
and  Rep.  McSween  at  dinner,  reservations 
for  which  are  now  being  made  through 
A.M.P.A.C.,  520  N.  Michigan  Ave.,  Chicago 
11,  111. 

“Many  physicians  and  their  wives  who 
had  planned  to  arrive  Monday  for  the 
A.M.A.’s  111th  Annual  Meeting  have  now 
re-arranged  their  schedules  to  arrive  Satur- 
day or  Sunday,”  Doctor  Gundersen  said. 
“The  profession  is  fast  awakening  to  the 
need  for  effective,  concerted  political  action. 
This  is  evidenced  by  the  snowballing  support 
being  given  state  political  action  committees 
and  A.M.P.A.C.  itself. 

“The  program  scheduled  in  Chicago  is 
arousing  unusual  interest,  and  we  believe 
that  those  who  take  part  in  the  activities 
scheduled  will  find  their  time  well  spent.” 

After  a closed  breakfast  meeting  of 
A.M.P.A.C.’s  National  Advisory  Commit- 
tee, at  which  a representative  of  each  and 
every  state  will  be  present,  a working  ses- 
sion on  political  education  and  action  • — 
from  9 :30  a.m.  until  noon  — will  be  opened 
to  physicians,  their  wives,  and  others.  Na- 
tionally prominent  speakers  will  address  the 
group  on  subjects  of  immediate  political  im- 
portance. 
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Dinner  will  conclude  the  day’s  program. 

Sen.  Tower  is  the  first  Republican  to  be 
elected  to  the  Senate  from  Texas  since  Re- 
construction, and  the  only  Republican  Sena- 
tor ever  elected  by  popular  vote  from  any 
of  the  former  Confederate  states.  He  is  the 
only  Senator  to  serve  on  the  influential  Sen- 
ate Republican  Policy  Committee  during  his 
first  term,  and  also  functions  as  a member 
of  the  Republican  Senatorial  Campaign 
Committee. 

Sen.  Tower  fills  the  seat  vacated  by  Lyn- 
don Johnson,  now  Vice  President.  A former 
professor  of  political  science,  Sen.  Tower  is 
assigned  to  two  major  Senate  Committees  — 
Banking  and  Currency,  and  Labor  and  Pub- 
lic Welfare. 

Rep.  McSween  was  elected  to  the  86th  and 
87th  Congresses  from  the  Eighth  District  of 
Louisiana.  A Democrat,  he  practiced  law 
prior  to  entering  public  life.  He  is  a mem- 
ber of  the  House  Committee  on  Agriculture. 


Medicine  in  the  News 

From  the  Grand  Island  Independent — 

The  words  “Service  family  and  St.  Paul’’ 
have  an  especial  meaning  to  Dr.  E.  C.  Han- 
isch,  Sr.,  who  was  honored  on  Dr.  Hanisch 
Day  in  St.  Paul  (Nebraska)  in  May. 

In  looking  back  over  the  years  he  has  tak- 
en care  of  the  sick  in  Howard  County,  Dr. 
Hanisch  says  the  greatest  satisfaction  that 
has  come  from  his  work  is  the  service  he 
has  been  able  to  offer  others.  He  feels  be- 
ing a doctor  and  caring  for  others  is  one  of 
the  greatest  privileges  that  can  be  bestowed 
on  anyone. 

It  was  43  years  ago  this  June  that  Dr. 
Hanisch  came  to  St.  Paul  to  practice.  Since 
then  he  has  delivered  approximately  2,000 
babies. 

As  Dr.  Hanisch,  who  will  be  80  on  Janu- 
ary 13,  1963,  looks  back  on  life  he  had  this 
to  say: 

“If  I had  my  life  to  live  over  I most  cer- 
tainly would  take  up  medicine  again.  There 
is  no  work  I know  of  which  offers  more  sat- 
isfaction to  an  individual.  And  I would 
pick  St.  Paul  for  my  office.  I have  never 
regretted  one  minute  my  decision  to  come 
here.” 


Doctors  in  the  News 

Former  Nebraska  Doctor  Receives  Honors — 

Robert  J.  Benford,  M.D.,  Medical  Rela- 
tions Director  for  the  Pharmaceutical  Manu- 
facturers Association  (P.M.A.),  is  the  re- 
cipient of  the  1962  award  by  the  Aerospace 
Medical  Association  for  outstanding  achieve- 
ment in  aerospace  medicine. 

Benford,  who  is  a graduate  of  Creighton 
University  and  the  University  of  Nebraska 
College  of  Medicine,  joined  the  P.M.A.  staff 
in  1960,  following  his  retirement  from  the 
United  States  Air  Force.  He  had  served  as 
editor  of  Aerospace  Medicine,  formerly  the 
Journal  of  Aviation  Medicine,  for  the  pre- 
vious five  years. 

Admiral  James  Lee  Holland,  President  of 
the  Aerospace  Medicine  Association,  an- 
nounced the  organization’s  citation  of  Dr. 
Benford  as  follows: 

“In  considering  ‘overall  contributions  to 
aviation  medicine’  as  basic  criteria,  Dr.  Ben- 
ford in  his  capacity  of  editor  of  Aerospace 
Medicine  (formerly  Journal  of  Aviation 
Medicine)  has  judiciously  disseminated  ar- 
ticles of  interest,  scientific  merit,  as  well  as 
provocative  subjects  to  stimulate  the  scien- 
tific membership.  His  evolution  in  aero- 
space medicine  during  W.W.  II  has  been  one 
of  leadership  and  experience,  giving  to  the 
association  a strong  professional  competence. 
This  aspect  has  been  apparent  through  his 
concern  for  ethics  in  journal  reporting  — 
guarding  copyright  infringements  of  both 
the  journal  and  its  contributors. 

“His  military  career  is  indeed  with  dis- 
tinction and  the  donation  of  his  personal 
library  to  Harvard  Medical  School  be- 
speaks his  infinite  interest  and  devotion  to 
Aerospace  Medicine.” 


Human  Interest  Tales 

Dr.  Robert  S.  Long,  Omaha,  has  been 
elected  a trustee  of  the  American  Society  of 
Internal  Medicine. 

Dr.  Hiram  Hilton,  Lincoln,  has  been 
named  to  the  State  Board  of  Examiners  for 
Medicine  and  Surgery. 

Mrs.  John  Brown,  III,  Lincoln,  is  the  new- 
ly elected  president  of  the  Lancaster  County 
Medical  Society  Auxiliary. 
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Dr.  Robert  Rosenlof,  Kearney,  was  the 
guest  speaker  at  the  April  meeting  of  the 
Kearney  Registered  Nurses. 

Drs.  Rex  Wilson  and  Robert  Waters, 
O’Neill,  have  recently  moved  into  their  new- 
ly completed  medical  clinic. 

Dr.  John  Thompson,  Auburn,  was  the  fea- 
tured speaker  at  a regular  meeting  of  the 
Auburn  Rotary  club  in  April. 

Dr.  Herbert  H.  Davis,  Omaha,  has  retired 
from  the  practice  of  medicine  after  sixty- 
eight  years  of  medical  service. 

Dr.  and  Mrs.  Richard  Toren,  Sioux  Falls, 
South  Dakota,  have  moved  to  Lincoln  where 
Dr.  Toren  has  opened  his  office. 

Dr.  Robert  Barnwell,  Scottsbluff,  was  the 
guest  speaker  at  the  St.  Mary  Hospital 
monthly  in-service  program  in  March. 

Dr.  W.  J.  Reeder,  Cedar  Rapids,  attended 
the  Annual  Meeting  of  the  American  College 
of  Physicians,  in  Philadelphia,  in  April. 

Mrs.  Dean  A.  McGee,  Lexington,  is  the 
new  president  of  the  Dawson  County  Medi- 
cal Society  Auxiliary  for  the  coming  year. 

Dr.  Earl  F.  Leininger,  McCook,  was  a 
guest  speaker  at  a program  presented  to 
the  McCook  High  School  students  in  April. 

Dr.  C.  J.  Verges,  Norfolk,  celebrated  his 
78th  birthday  in  March.  He  has  been 
practicing  medicine  in  Norfolk  for  54  years. 

Dr.  and  Mrs.  A.  A.  Steinberg,  Omaha, 
presented  a nurses’  charting  desk  and  rack 
to  the  Dr.  Sher  Jewish  Home  for  the  Aged. 

Mrs.  Robert  Rosenlof,  Kearney,  has  been 
re-elected  president  of  the  Buffalo  County 
Medical  Society  Auxiliary  for  the  coming 
year. 

Dr.  Robert  R.  McGee,  Newcastle,  Indiana, 
has  opened  his  office  in  Columbus.  Dr.  Mc- 
Gee formerly  practiced  in  Howells  for  five 
years. 

Dr.  T.  J.  Lemke,  Jr.,  Columbus,  was  a 
guest  speaker  at  the  Platte  Valley  Associa- 
tion for  Retarded  Children  in  Columbus  in 
March. 

Dr.  E.  G.  Brillhart,  Columbus,  attended 
a two-week  course  in  obstetrics  and  gyne- 
cology at  the  Boston  Lying-In  Hospital  in 
March. 

Dr.  James  J.  O’Neil,  Omaha,  lectured  at 
the  annual  postgraduate  assembly  of  the 


University  of  Kansas  Medical  Center  in 
April. 

Dr.  and  Mrs.  H.  F.  Elias,  Beatrice,  at- 
tended the  regional  meeting  of  the  American 
College  of  Surgeons  in  Memphis,  Tennessee, 
in  March. 

Dr.  Robert  J.  Benford,  formerly  of  Oma- 
ha, was  selected  to  receive  the  1962  Aero- 
space Medical  Association  award  in  aero- 
space medicine. 

Dr.  Mary  MacVean-Edmonds,  Nebraska 
City,  was  honored  at  the  annual  Arbor  Day 
ceremony  which  was  held  in  Arbor  Lodge 
State  Park  in  Nebraska  City. 

Drs.  Charles  M.  Wilhelmj  and  Harry  Mc- 
Carthy, Omaha,  are  co-authors  of  an  article 
on  hypertension  analysis  appearing  in  “Ex- 
perimental Medicine  and  Surgery.” 

Dr.  J.  E.  M.  Thomson,  formerly  of  Lin- 
coln, gave  the  welcome  address  to  the  con- 
gress of  the  American  Academy  of  Ortho- 
pedic Surgeons,  in  Chicago,  in  March. 

Drs.  Paul  J.  Maxwell  and  Bowen  E.  Tay- 
lor, Lincoln,  were  delegates  to  the  annual 
meeting  of  the  American  Society  of  Internal 
Medicine  held  in  Philadelphia  in  April. 

Drs.  W.  C.  Niehaus  and  L.  J.  Ekeler,  Da- 
vid City,  are  currently  expanding  their  med- 
ical facilities.  A third  member,  Dr.  Larry 
Rudolph  of  Omaha  will  join  the  group  in 
July. 

Announcements 


Summer  Camp  for  Diabetic  Children 
(Camp  Floyd  Rogers) — 

As  in  previous  seasons,  the  Camp 
Committee  of  the  Nebraska  Diabetes 
Association  again  announces  a camping 
period  for  diabetic  children.  The  dates 
are  June  10th  through  June  24th.  The 
place  is  Camp  Catron  near  Nebraska 
City.  Here  in  an  environment  typical 
for  camping;  under  close  medical  and 
nursing  supervision,  juvenile  diabetics 
can  enjoy  camp  experiences  which 
would  not  be  otherwise  possible  for 
them.  They  learn  much  about  their 
disease,  come  to  accept  their  situation 
and  also  to  assume  more  responsibility 
in  their  own  care. 

For  further  information  address: 

Miss  Anna  Smrha,  Camp  Director 

Department  of  Health,  State  Capitol 

Lincoln  9,  Nebraska 
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Postgraduate  Course  on  Rheumatic 
Diseases  Available — 

A postgraduate  course  on  rheumatic  dis- 
eases will  be  held  Saturday  and  Sunday, 
June  23  and  24,  1962,  at  the  Edgewater 
Beach  Hotel  in  Chicago.  This  course  is 
sponsored  by  the  Chicago  Rheumatism  So- 
ciety, the  American  Rheumatism  Associa- 
tion, and  the  Illinois  Chapter  of  the  Arthritis 
and  Rheumatism  Foundation. 

The  American  Rheumatism  Association 
will  hold  its  annual  meeting  at  the  same 
hotel,  on  Thursday  and  Friday,  June  21  and 
22.  The  postgraduate  course  will  be  accept- 
able for  10  hours  credit  in  Category  II,  by 
the  American  Academy  of  General  Practice. 
Luncheon  round  tables  will  be  the  site  of 
discussions  on  a variety  of  subjects  in  the 
field  of  rheumatism  and  arthritis  and  will 
be  presided  over  by  members  of  the  ten- 
man  faculty.  For  further  information  and 
a program,  write  E.  W.  Passarelli.  M.D., 
President,  Chicago  Rheumatism  Society,  8 
South  Michigan  Ave.,  Chicago  3,  Illinois. 

Crippled  Children — 

The  Annual  Convention  of  the  National 
Society  for  Crippled  Children  and  Adults 
will  be  held  at  the  Hotel  Fontainebleau, 
Miami  Beach,  Florida  on  November  16-20, 
1962.  At  this  convention  representatives  of 
12  Caribbean  countries  will  join  with  the 
United  States  rehabilitation  authorities  in 
considering  treatment  and  education  of  chil- 
dren. These  countries  are:  Antigua,  Colum- 
bia, Costa  Rica,  Cuba,  Dominican  Republic, 
El  Salvadore,  Gautemala,  Haiti,  Jamaica, 
Mexico,  Trinidad,  and  Venezuela. 

A.M.A.  and  Chest  Physicians  Plan 
Joint  Session  in  Chicago — 

The  American  Medical  Association  and 
the  American  College  of  Chest  Physicians 
will  hold  a combined  scientific  session  at 
McCormick  Place,  Chicago’s  new  convention 
center,  on  Monday,  June  25.  This  will  be 
the  closing  day  of  the  Chest  Physician’s 
five-day  meeting  which  will  have  its  head- 
quarters at  the  Morrison  Hotel  in  Chicago. 
Also,  it  will  be  the  opening  day  of  the  Amer- 
ican Medical  Association’s  annual  meeting. 
Arthur  M.  Master,  M.D.,  New  York,  Chair- 
man of  the  A.M.A.’s  Section  on  Diseases  of 
the  Chest,  will  deliver  the  opening  address  at 
the  joint  meeting.  His  topic  will  be  “Fads 
and  Public  Opinion  in  Heart  Disease.” 


The  program  will  include  a symposium  on 
“Results  of  Surgical  Treatment  of  Acquired 
Cardiovascular  Disease”  and  a second  sym- 
posium on  “Special  Contributions  in  Chest 
Diseases.” 

There  will  also  be  six  round  table  lunch- 
eon discussions  on  various  types  of  emer- 
gencies encountered  in  dealing  with  diseases 
of  the  chest.  Moderators  will  be  Drs.  Wil- 
liam F.  Miller,  Dallas;  Eliot  Corday,  Los 
Angeles;  Irving  Mack,  Chicago;  Frederick 
H.  Taylor,  Charlotte,  North  Carolina;  Peter 
Safar,  Pittsburgh,  and  Roy  F.  Goddard,  Al- 
buquerque. 

The  A.M.A.’s  Sections  on  Anesthesiology, 
Pathology,  and  Physiology  will  join  with  the 
Chest  Physicians  for  the  afternoon  section 
of  the  meeting  to  conduct  a symposium  on 
“Inhalation  Therapy.”  Robert  D.  Dripps, 
M.D.,  Philadelphia,  will  moderate. 

The  always  popular  Fireside  Conferences, 
long  a feature  of  the  Chest  Physicians 
meetings,  will  again  be  part  of  the  joint 
meeting  with  A.M.A.  These  will  be  held  at 
the  Morrison  Hotel  on  Monday  night,  June 
25. 

Boston  Host  to  Occupational  Health 
Congress — 

Physicians  and  industrial  health  experts 
from  all  sections  of  the  nation  will  gather 
in  Boston  October  2-3  for  the  22nd  Con- 
gress on  Occupational  Health. 

This  two-day  meeting  at  the  Somerset 
Hotel  is  sponsored  by  the  American  Medical 
Association’s  Council  on  Occupational 
Health. 

Additional  information  may  be  obtained 
by  writing  to  the  Council  on  Occupational 
Health,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 

Essay  Contest  for  Medical  Students — 

Junior  and  Senior  students  of  all  medical 
schools  in  this  country  have  been  invited  to 
submit  entries  to  “The  Annual  Walter  Reed 
Memorial  Essay  Competition  of  The  Brook- 
lyn Hospital,”  according  to  Dr.  Abraham 
G.  White,  Director  of  Medical  Education. 
Three  cash  prizes  will  be  offered:  a one 
thousand  dollar  prize,  a seven  hundred  and 
fifty  dollar  prize  and  a five  hundred  dollar 
prize.  The  closing  date  for  entries  for  this 
year’s  competition  will  be  March  1,  1963. 
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Essays  should  be  from  5,000  to  10,000  words 
in  length  and  submitted  in  triplicate.  The 
essay  competition  so  named  in  honor  of  Dr. 
Walter  Reed,  a resident  in  The  Brooklyn 
Hospital  in  1872,  will  be  an  annual  event. 
The  prize-winning  essays  will  be  the  prop- 
erty of  The  Brooklyn  Hospital  for  suitable 
publication. 

“Our  aim,”  according  to  Dr.  White,  “is 
to  encourage  creative  imaginative  thought 
and  excellence  in  its  written  expression. 
We  have  chosen  the  junior  and  senior  years 
because  these  represent  the  really  first  ex- 
clusive commitment  of  the  student  to  clinical 
training,  and  because  habits  of  cultured 
writing  established  well  at  this  time,  will, 
we  believe,  be  enduring.  We  hope  that  the 
reflective,  integrative  and  creative  intellec- 
tual processes  involved  in  writing  a prize 
essay  even  at  the  third  and  fourth  year  level 
will  make  these  years  more  memorable. 
Also,  the  concern  with  fine,  polished  writing 
should  encourage  the  student’s  efforts  in  an 
area  which  many  present-day  educators  be- 
lieve sorely  needs  strengthening.” 

Emphasis  should  be  placed  on  a clinical 
topic  rather  than  one  dealing  primarily  with 
the  basic  sciences.  The  student  may  use  ex- 
perimental data  derived  from  personal  re- 
searches, but  there  is  no  intent  in  any  way 
to  limit  the  subject  material,  which  may  fall 
within  any  branch  of  clinical  medicine  or 
surgery.  Thus,  an  essay  may  be  based  on 
personal  clinical  observation  of  an  unusual 
case  or  group  of  cases.  Alternatively,  the 
student  may  wish  to  review  critically  prob- 
lems of  pathenogenesis,  diagnosis  or  the 
treatment  of  disease. 

Essays  should  be  sent  to:  Abraham  G. 
White,  M.D.,  Director  of  Medical  Education, 
The  Brooklyn  Hospital,  121  DeKalb  Avenue, 
Brooklyn  1,  New  York. 


News  and  Views 

New  Radio-Electrocardiograph — 

On  April  2,  a group  of  physicians  in  Chi- 
cago watched  an  electrocardiograph  trace 
the  heartbeats  of  an  unborn  infant  though 
the  mother-to-be  was  in  another  room  and 
not  connected  to  the  instrument. 

The  remote  recording  of  the  EKG  was 
made  possible  by  a new  radio-electrocardio- 
graph, the  FETAL  RKG  500,  introduced  at 
the  10th  Annual  Clinical  Meeting  of  the 


American  College  of  Obstetricians  and  Gyne- 
cologists. 

The  unit,  which  is  a miniaturized  radio 
broadcasting  system,  enables  the  detection 
of  the  fetal  electrocardiogram  from  14  weeks 
to  term  by  means  of  a swift  and  simple 
technique. 

Accuracy  in  obtaining  the  fetal  heart  rate 
is  also  significantly  elevated,  according  to 
the  initial  clinical  study.  With  103  un- 
selected clinical  cases,  the  FETAL  RKG  500 
was  found  to  be  99.1%  accurate  in  the  de- 
tection of  fetal  life  where  a viable  infant 
was  present. 

During  the  study,  conventional  methods 
of  detecting  fetal  life  showed  negative  in 
some  cases.  However,  through  the  new  tech- 
nique, the  fetal  electrocardiograms  were  ob- 
served and  successful  deliveries  made. 

The  new  instrumnt  is  an  offspring  of  the 
RKG  100  radio-electrocardiograph  success- 
fully introduced  to  the  medical  profession 
last  year  by  Telemedics,  Inc.,  a subsidiary 
of  Vector  Manufacturing  Company,  Inc., 
Southampton,  Pa. 

Considered  a significant  advance  in  the 
diagnosis  of  myocardial  disease,  the  RKG 
100  makes  practical  for  the  first  time  the 
obtaining  of  electrocardiograms  while  sub- 
jects are  exercising  or  moving  around.  It 
was  originally  developed  for  the  Astronaut 
program. 

The  FETAL  RKG  500  system  consists  of 
battery-operated  FM  transmitter  the  size  of 
a cigarette  case,  a desk-top  receiver  and 
Band-Aid  type  electrodes. 

A well  illustrated  paper  was  read  by  Dr. 
Jack  Stemper  on  Thursday  morning,  May  3, 
at  the  Annual  Session  of  the  Nebraska  State 
Medical  Association,  entitled  “Radio  Tela- 
metering  of  Electrocardiograms  of  Partici- 
pating Athletes.”  This  experiment  made  use 
of  the  same  principle  as  discussed  above. 
It  is  to  be  hoped  this  paper  will  be  published 
in  your  Journal  at  a later  date. 

Past  Presidents  Breakfast — 

On  Wednesday  morning,  May  2nd,  the  As- 
sociation tendered  the  customary  “break- 
fast” to  the  past  presidents.  Attending 
were  Doctors  A.  J.  Offerman,  Fritz  Teal,  R. 
Russell  Best,  K.  S.  J.  Hohlen,  Art  Miller, 
Mlack  Woodward,  Fay  Smith.  James  F.  Kelly, 
Earl  Leininger,  Joseph  McCarthy,  and 
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George  Covey.  The  occasion  was  greatly  en- 
joyed by  each  and  every  one,  and  we  re- 
gretted that  the  absent  ones  could  not  be 
with  us. 

Dog  Tags  for  the  Sensitized  Patient 

John  M.  Lee,  Ligonier,  Pennsylvania,  is 
the  inventor  of  a half-dollar  sized  metal  tag 
to  be  worn  suspended  from  a chain  about 
the  victim’s  neck.  On  one  side  of  the  tag 
appears  a brightly  colored  cross  and  the 
words  — Warning,  Allergy  . . . Known  Drug 
Sensitivity.  The  opposite  side  of  the  tag 
carries  the  names  of  drugs  to  which  the  pa- 
tient is  sensitive.  He  finds  penicillin  to 
be  the  most  common  offender.  These  tags 
can  be  purchased  from  Mr.  Lee  at  $2 
each  plus  engraving  costs.  This  is  not  a 
bad  idea.  Anything  may  be  put  on  the 
warning  side.  One  buyer  is  said  to  have  put 
on  “Limit  ...  2 Martinis.” 

England  Turning  to  All-Purpose  General 
Hospitals — 

During  the  next  10  years,  England  will 
do  away  with  her  large  mental  institutions, 
moving  their  patients  into  general  hospitals, 
an  English  hospital  official  said. 

The  change  is  part  of  a new  long-range 
program  of  hospital  planning  and  construc- 
tion, under  which  Britain  will  spend  500  mil- 
lion pounds  (slightly  more  than  $1.4  bil- 
lion) in  the  next  10  years,  Brian  Abel-Smith, 
Ph.D.,  said  in  the  May  1 issue  of  Hospitals, 
Journal  of  the  American  Hospital  Associa- 
tion. 

Moving  the  mental  patients  has  two  ob- 
jectives : to  teach  the  public  to  regard  men- 
tal illness  in  the  same  way  they  regard  any 
other  illness,  and  to  bring  standards  of  pro- 
vision for  mental  patients  up  to  those  for 
other  patients. 

Extensive  home-care  programs,  outpatient 
facilities  and  day-hospital  facilities  are  also 
being  planned  for  the  care  of  the  mentally 
ill.  “By  these  means  we  hope  to  halve  the 
number  of  mental  beds  in  Britain  over  a 
period  of  10  years,”  Dr.  Abel-Smith  said. 

The  overall  hospital  planning  is  “veering 
toward  the  all-purpose  comprehensive  gen- 
eral hospital”  and  away  from  the  specialty 
hospital,  based  on  the  principle  that  no 
medical  specialty  can  flourish  if  it  is  cut 
off  from  the  mainstream  of  medicine,  Dr. 
Abel-Smith  said.  Hospitals  between  300 


and  800  beds  in  size  are  being  planned,  since 
they  are  probably  most  efficient  and  eco- 
nomical, he  said. 

Outlining  the  many  problems  in  planning 
hospital  care,  Dr.  Abel-Smith  said  the  most 
critical  problem  is  that  of  providing  for  the 
chronic  sick.  Experience  has  shown  that 
the  problems  of  proper  medical  and  nursing 
care  for  the  chronic  sick  cannot  be  over- 
come without  bringing  them  under  the  same 
medical  and  nursing  control  as  that  of  the 
acute  hospital,  he  said.  “That  means  abol- 
ishing what  is  called  the  nursing  home  in 
the  United  States.” 

Laymen  Practicing  Medicine — 

Medical  World  News  for  April  13,  1962, 
states  there  are  1783  laboratories  devoted 
to  clinical  laboratory  studies  that  are  not 
operated  by  medical  doctors,  and  that  they 
are  being  consulted  by  physicians.  This,  the 
College  of  American  Pathologists  label  lay- 
men practicing  medicine.  In  this  article  the 
number  in  each  state  is  stated.  According 
to  this  table,  Nebraska  has  four  such  lab- 
oratories. 

First  Shipment  of  Live  Oral  Polio  Vaccine — 

Wyeth  Laboratories  shipped,  via  jet  air- 
liners, more  than  a million  doses  of  their  re- 
cently licensed  live  oral  polio  vaccine,  on 
April  26.  The  vaccine  was  shipped  frozen 
in  100-dose  vials  packed  in  dry  ice.  Once 
allowed  to  thaw,  the  vaccine  must  be  ad- 
ministered in  one  week  or  less.  One  ship- 
ment of  800,000  doses  went  to  Boston  where 
an  effort  is  to  be  made  to  immunize  all  chil- 
dren under  12  years  old,  this  being  the  first 
phase  of  a three  part  program.  A quarter 
of  a million  doses  went  to  Los  Angeles  where 
it  is  hoped  to  vaccinate  at  least  90  per  cent 
of  the  entire  population  in  a three  months 
effort  to  antedate  the  polio  season. 

Periwinkle  Supplies  Two  Alkaloids  With 
Antitumor  Effects — 

The  ordinary  periwinkle  plant  (Vinca 
rosea),  has  supplied  two  alkaloids  — vin- 
blastine sulphate  (Velban,  Lilly)  and  vin- 
cristine. The  first  of  these  has  a beneficial 
effect  on  generalized  Hodgkin’s  disease  hav- 
ing brought  complete  remission  in  some 
cases,  the  longest  of  which  is  in  its  third 
year. 

Vincristine  was  more  recently  produced. 
It  has  shown  beneficial  effects  in  solid  tu- 
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mors  but  perhaps  more  in  lymphocytic  leu- 
kemia. It  does  not  seem  to  attack  normal 
blood  cells  but  lowers  the  high  count  of  ab- 
normal cells  in  lymphocytic  leukemia  to- 
wards normal.  Much  more  study  from  the 
clinical  point  of  view  must  be  carried  out 
before  definite  conclusions  warrant  release 
of  this  drug  for  general  use. 

Blue  Shield  Plans  Pay  the  Bills — 

It  was  announced  by  The  National  Asso- 
ciation of  Blue  Shield  Plans  that  more  than 
$816,037,000  was  paid  by  the  75  Blue  Shield 
Plans  for  care  rendered  members  in  1961, 
and  during  the  same  period  the  medical- 
surgical  plans  recorded  an  enrollment  gain 
of  more  than  2,037,000  persons.  Total  mem- 
bership of  the  Blue  Shield  Plans  located  in 
North  America  reached  49,122,164  as  of  De- 
cember 11,  1961.  This  represents  an  enroll- 
ment of  25  per  cent  of  the  total  population  in 
the  United  States  and  just  over  15  per  cent 
of  the  total  Canadian  population. 

Philanthropy,  1961 — 

Total  American  philanthropy  in  1961  is 
estimated  at  $8.7  billion,  a $500  million  in- 
crease over  an  estimated  total  of  $8.2  billion 
in  1960.  Total  assets  and  endowment  of 
U.S.  philanthropic  organizations  are  esti- 
mated to  be  in  excess  of  $56  billion. 

Nongovernmental  Grants  for  Education — 

More  than  300  agencies  throughout  the 
nation  received  grants  totaling  $631,675 
from  Smith,  Kline  & French  Foundation 
during  1961.  Last  year’s  grants  raised  the 
amount  distributed  by  the  Foundation  since 
its  establishment  in  i 952,  $4,657,898. 

The  Foundation  is  a charitable  trust  es- 
tablished by  Smith,  Kline  & French  Labora- 
tories, one  of  the  nation’s  leading  pharma- 
ceutical firms.  Its  primary  interest  is  medi- 
cine and  medically  related  science.  The 
Foundation  supports  work  in  four  major 
areas  — education,  mental  health,  public 
charities  and  community  development,  and 
basic  research  projects. 

Pre-Patient  Agreements — 

In  our  free  economy,  the  necessity  for 
companies  to  meet  vigorous  competition  re- 
sults in  the  continual  invention  of  new  and 
better  products.  At  times,  though,  necessity 
— that  proverbial  mother  of  invention  — 


gives  birth  to  identical  twins.  Often  two  or 
more  companies  will  independently  and  al- 
most simultaneously  invent  the  same  prod- 
uct. Which  one  of  them,  then,  is  really  first 
and  entitled  to  receive  the  patent?  To  avoid 
lengthy  and  expensive  “patent  interference” 
suits,  the  companies  involved  today  often 
resolve  the  question  of  priority  by  negotia- 
tion, agreeing  beforehand  that  both  will  be 
left  free  to  sell  the  compound,  one  as  owner 
of  the  patent  and  the  other  as  licensee. 

Pre-patent  agreements  are  the  usual  meth- 
od used  to  settle  patent  disputes  out  of  court. 
They  are  perfectly  legal.  They  are,  in  fact, 
encouraged  by  the  Patent  Office.  In  1960, 
80  per  cent  of  the  patent  interferences  set- 
tled were  disposed  of  before  final  hearing, 
many  of  them  by  pre-patent  agreements. 

Senator  Kefauver,  however,  apparently 
believes  that  the  traditional  pre  - patent 
agreement,  although  legal  for  other  indus- 
tries, represents  a form  of  conspiracy  when 
engaged  in  by  the  prescription  drug  indus- 
try. Therefore,  one  of  the  provisions  in 
the  recently  introduced  Kefauver-Celler  ♦Bill 
would  make  it  illegal  for  drug  companies  to 
arrive  at  these  agreements.  If  the  bill 
passes,  it  will  in  effect  compel  'drug  com- 
panies to  fight  each  other  through  Patent 
Office  or  court  proceedings.  As  a result, 
important  new  drugs  will  probably  be  with- 
held from  the  public.  In  all  likelihood  no 
contestant  in  an  interference  suit  would 
market  the  yet-to-be-patented  drug  until  the 
case  had  been  decided  — and  these  cases 
can  last  for  years. 

Take  the  example  of  the  drug  prednisone, 
a significant  advance  in  the  treatment  of 
arthritis  and  other  rheumatic  diseases. 

Prednisone  has  yet  to  receive  a patent. 
Since  1955,  however,  it  has  been  manufac- 
tured and  marketed  under  licensing  agree- 
ments by  several  companies.  If  the  Kefau- 
ver-Celler Bill  had  been  law  in  1955,  pred- 
nisone might  still  be  only  a laboratory  vic- 
tory rather  than  an  available  therapeutic 
agent.  The  same  could  be  said  of  other  im- 
portant drugs. 

Senator  Kefauver  claims  that  forbidding 
drug  companies  to  make  pre-patent  agree- 
ments “would  restore  free  competition  in 
drug  patents.”  Therefore,  he  concludes, 
“small  manufacturers  can  market  their  drug 
products,  competition  will  flourish  and  con- 
sumers will  benefit  from  lower  prices.” 
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Osteopathic  School  Approved  as 
Medical  School — 

We  see  by  the  A.M.A.  Neivs  that  the  Cali- 
fornia College  of  Medicine  has  been  accred- 
ited by  the  A.M.A.  Council  on  Medical  Edu- 
cation and  Hospitals  and  by  the  Executive 
Council  of  the  American  Association  of 
Medical  Colleges.  The  Los  Angeles  school 
was  known,  formerly,  as  the  College  of  Os- 
teopathic Physicians  and  Surgeons.  Mem- 
bers of  the  current  fourth-year  class,  upon 
graduation  in  June,  will  be  recognized  as 
graduates  of  an  accredited  school  of  medi- 
cine. 


Health  Professionals  Unite — 

For  many  years,  some  local  societies  in 
the  health  field  have  met  jointly.  Among 
the  professional  groups  participating  at  ir- 
regular intervals  have  been  physicians, 
pharmacists,  dentists,  and  veterinarians. 
The  cause  of  interprofessionalism  had  its 
first  major  move  at  the  State  level  when,  in 
1958,  the  Michigan  Association  of  the  Pro- 
fessions brought  together  members  of  the 
health  professions  with  architects,  engineers 
and  lawyers.  The  Michigan  Organization 
has  grown  into  the  American  Association  of 
the  Professions. 

The  publication,  Medicine  at  Work,  de- 
scribes a development  of  such  an  organiza- 
tion at  the  community  level,  as  County  Med- 
ical, Pharmaceutical  and  Dental  Societies 
formed  a joint  organization  in  Joliet,  Illi- 
nois. This  publication  of  the  Pharmaceuti- 
cal Manufacturers  Association  points  to  the 
prescription  as  the  common  denominator  of 
the  Joliet  group. 

Interprofessionalism,  according  to  a 
spokesman  for  the  American  Dental  Asso- 
ciation, has  been  fostered  by  the  accelerat- 
ing pace  of  new  knowledge.  Health  care 
has  become  increasingly  complex  both  as  a 
science  and  as  an  art.  This  complexity  and 
interrelation  make  the  health  professions 
more  dependent  one  upon  another. 

Cardiac  Massage  by  Emergency  Personnel — 

The  Council  of  the  Wisconsin  State  Medi- 
cal Society  has  approved  two  programs  of 
emergency  medical  care  to  be  taught  to  non- 
medical persons  in  the  state. 

The  technique  for  external  cardiac  mas- 
sage will  be  taught  to  emergency  personnel 
such  as  police  and  fire  rescue  squads  by  in- 


dividual physicians  through  the  state  and 
county  medical  societies. 

At  the  annual  meeting  of  the  Society,  a 
special  program  will  be  presented  for  repre- 
sentatives of  every  hospital  staff  in  the  state 
and  each  county  medical  society  so  that  these 
representatives  may  then  present  programs 
on  request  in  their  own  communities. 

The  Wisconsin  State  Medical  Society  will 
furnish  a special  mannequin  and  film  to  be 
used  in  the  instruction  programs. 

The  second  program  of  the  emergency 
medical  care  to  be  promoted  by  the  Wiscon- 
sin State  Medical  Society  is  the  Civilian  De- 
fense Medical  Self-Help  Plan.  The  plan  de- 
veloped by  the  U.S.  Public  Health  Service 
in  cooperation  with  the  American  Medical 
Association,  is  being  taught  as  a private  pro- 
gram in  eighty  preselected  sites. 

The  plan,  which  will  be  promoted  by  the 
state  and  county  medical  societies  provides 
for  courses  of  instruction,  each  course  being 
given  for  25  persons  and  covering  twelve 
subjects.  The  course  is  to  provide  knowl- 
edge to  enable  people  to  meet  their  own 
medical  needs  when  a disaster  makes  nor- 
mal medical  care  unavailable.  Various  state 
departments  concerned  with  public  instruc- 
tion will  also  participate  in  the  teaching 
program. 

State  Society  Starts  Regional  Service — 

A regional  service  of  the  state  medical 
society,  with  staff  representatives  in  four 
areas  of  the  state,  has  been  approved  by  the 
Wisconsin  State  Medical  Society. 

The  establishment  of  regional  service  is 
intended  to  enable  the  society  to  serve  mem- 
bers over  the  state  in  a more  effective  man- 
ner. The  state  will  be  divided  into  four 
regions,  with  the  home  office  providing 
service  to  one  of  the  four  areas. 

Each  area  will  be  staffed  by  one  full  time 
regional  representative  who  will  provide 
two-way  communication  between  state  and 
county  societies  and  by  personal-visit  work 
with  hospital  medical  staffs  and  other 
groups. 

It  is  intended  that  the  regional  repre- 
sentative will  give  further  implementation 
to  the  society’s  placement  service,  will  visit 
new  physicians,  assist  in  grievance  cases 
and  coordinate  education  in  fields  of  national 
and  state  legislation.  The  regional  repre- 
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sentative  will  be  expected  to  work  with  local 
news-media  contacts. 


Multiple  Staff  Meetings  All  at  Once — 

Four  hundred  members  of  the  Dade  Coun- 
ty Medical  Association  recently  inaugurated 
multiple  medical  meetings  sessions  in  con- 
junction with  the  regular  monthly  meetings 
of  the  association. 

The  bulletin  of  this  society  states  that  doc- 
tors set  aside  time  from  4:45  p.m.  on  the 
first  Tuesday  of  the  month  for  the  first  of 
a group  of  45-minute  hospital  staff  meet- 
ings. A second  group  of  hospital  meetings 
followed.  By  having  two  groups  of  meet- 
ings, doctors  were  able  to  attend  reauired 
hospital  staff  meetings  as  recently  approved 
by  the  Joint  Commission  on  Hospital  Ac- 
creditation. 

Doctors  not  attending  one  or  both  of  these 
sessions  could  view  medical  motion  pictures 
or  visit  with  pharmaceutical  representa- 
tives who  had  been  invited  to  exhibit. 

A social  hour  and  dinner  were  then  fol- 
lowed by  the  regular  monthly  business 
meeting  of  the  Dade  County  Medical  Asso- 
ciation. Representative  members  of  each 
hospital  staff  participated  in  the  scheduling 
and  planning  of  these  series  of  meetings. 

Shotgun  or  Rifle — 

Perhaps  it  is  wiser  to  use  a shotgun  when 
we  fire  at  a not  too  clearly  defined  and 
evasive  target.  Those  in  medicine  are  fre- 
quently doing  just  that  in  their  public  rela- 
tions according  to  the  President’s  page  of  the 
Journal  of  the  Michigan  State  Medical  So- 
ciety. Medicine  faces  many  serious  chal- 
lenges and  physicians  are  concerned  about 
effectively  reaching  Congressmen,  legisla- 
tures, teachers,  students,  and  media  people. 

Many  must  be  reached  and  public  rela- 
tions are  generally  applied  to  cover  the 
broad  area  like  the  pellets  in  each  shotgun 
blast.  The  entire  load  is  not  expected  to  hit 
each  objective. 

With  an  important  target,  careful  aim  is 
both  possible  and  desirable  and  we  cannot 
afford  to  miss.  The  target  is  the  satisfac- 
tion of  each  single  patient  seen  at  some 
precise  moment  by  the  physician.  This  per- 
son cannot  be  forgotten  and  he  has  the  most 
potentially  powerful  voice  of  all  who  can  be 
reached  with  any  public  relations  program. 


We  are  at  our  best  in  public  relations  when 
we  score  high  with  satisfied  patients. 

Cancer  Control  Today — 

While  we  wait  for  the  discovery  for  a cure 
for  all  types  of  cancer,  or  for  new  methods 
for  the  early  detection  of  this  disease,  there 
are  a number  of  available  methods  of  early 
diagnosis  and  treatment  which  physicians 
can  use  to  save  additional  thousands  of 
lives.  An  editorial  in  the  Journal  of  the 
Michigan  State  Medical  Society  estimates 
that  presently  available  methods  of  diag- 
nosis and  treatment,  if  more  diligently  used 
could  save  87,000  more  lives  per  year. 

It  is  necessary  that  both  physicians  and 
the  public  be  more  adequately  informed  of 
the  importance  of  the  periodic  or  annual 
health  examination  as  a means  of  detecting 
cancer,  as  well  as  other  diseases,  in  its  early 
stages,  when  treatment  is  much  more  suc- 
cessful. 

Surveys  are  cited  which  indicate  that  16 
million  women  in  the  country  who  know 
about  the  cervical  smear  technique  have 
never  had  one  and  an  additional  23  million 
women  in  this  country  have  never  heard  of 
this  technique  for  the  early  detection  of  can- 
cer. 

It  is  estimated  that  more  than  6 million 
women  will  have  Papanicolaou  smears  this 
year.  At  least  40  to  50  million  women 
should  have  them.  Already  there  has  been 
a decline  in  uterine  cancer  deaths  to  half 
the  incidence  of  twenty-five  years  ago. 
Greater  use  of  this  simple  technique  can 
practically  eliminate  uterine  cancer  as  a 
cause  of  morbidity  and  morality. 

The  successful  treatment  of  cancer  of  the 
female  breast  depends  upon  early  detection. 
Detection  is  usually  by  palpation  and  for 
more  than  ten  years  the  instruction  of  wom- 
en in  the  systematic  self-examination  has  re- 
sulted in  the  identification  of  a larger  num- 
ber of  maliginant  neoplasms  when  they 
were  small  and  more  susceptible  to  effective 
treatment.  This  type  of  cancer  detection 
presents  a challenge  for  the  use  of  appropri- 
ate public  education  methods. 

Physicians  are  urged  to  support  a major 
educational  program  of  the  American  Can- 
cer Society  directed  toward  teen-agers. 
The  program  is  designed  to  point  out  the 
effects  of  the  continued  use  of  tobacco  on 
the  body,  especially  with  respect  to  lung 
cancer. 
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The  colon  and  rectum  are  the  most  fre- 
quent sites  of  cancer  common  to  both  sexes. 
This  form  of  cancer  is  estimated  to  cause 
about  35,000  deaths  per  year.  It  is  thought 
that  at  least  75  per  cent  of  these  patients 
could  have  been  cured  had  the  condition 
been  detected  early.  Digital  examination  of 
the  rectum  and  proctosigmoidoscopy  supple- 
mented, when  needed,  by  X-ray  studies  will 
detect  these  tumors  early  enough  to  usually 
permit  successful  surgical  treatment. 

A survey  is  said  to  have  indicated  that  43 
per  cent  of  the  population  has  heard  of 
proctosigmoidoscopy  but  only  13  per  cent 
have  experienced  it.  It  is  urged  that  the  pro- 
cedure be  a part  of  every  annual  health  ex- 
amination of  those  over  40  years  and  that 
this,  too,  can  come  about  only  by  educational 
programs. 

Physicians  as  community  leaders  in  health 
matters  must  assume  an  increasingly  impor- 
tant role  in  the  dissemination  of  knowledge 
about  cancer.  This  is  a problem  of  public 
education  in  which  the  profession  must  play 
the  leading  role,  but  an  alert  public  needs  an 
even  more  alert  medical  profession. 


News  From  Our  Medical  Schools 

Medical  Students  at  Creighton  University 
Granted  Fellowships — 

Twenty  Creighton  University  Medical  stu- 
dents have  been  awarded  fellowships  to  do 
research  under  supervision  of  faculty  mem- 
bers, according  to  Dr.  C.  M.  Wilhelmj,  Di- 
rector of  Research. 

William  T.  Blessum,  South  Pasadena, 
Calif.,  has  earned  a Post-Sophomore  Re- 
search Fellowship  offered  by  the  National  In- 
stitutes of  Health  and  will  work  under  Dr. 
A.  W.  Brody.  Blessum  will  withdraw  from 
classwork  in  the  Medical  School  during  the 
coming  year  to  work  toward  a master’s  de- 
gree under  this  fellowship. 

Eight  students  have  been  awarded  part- 
time  research  felowships  offered  by  the  Na- 
tional Institutes  of  Health.  These  students 
and  their  supervising  faculty  members  are 
the  following: 

Jerome  M.  Buckley,  Hastings,  Neb.,  work- 
ing under  Dr.  I.  C.  Wells;  Cage  Johnson, 
Los  Angeles,  Calif.,  working  under  Dr.  I.  H. 
Bernstein;  James  C.  Mailander,  Spalding. 
Neb.,  working  under  Dr.  R.  E.  Kuttner;  Ron- 
ald J.  Simone,  Chicago,  111.,  under  Dr.  A.  B. 


Lorincz;  Roger  N.  Vargas,  San  Bernardino, 
Calif.,  working  under  Dr.  T.  R.  Perrin; 
Thomas  A.  Rauner,  San  Diego,  Calif.,  work- 
ing under  Dr.  B.  J.  Koszewski;  R.  W.  Staf- 
ford, Pittsburgh,  Pa.,  working  under  Dr.  R. 
E.  Ogborn,  and  Larry  K.  Hatch,  Rawlins, 
Wyo.,  working  under  Dr.  J.  F.  Sullivan. 

Other  felowships  and  the  faculty  super- 
visors are  the  following: 

Research  fellowship  offered  by  the  Ne- 
braska Heart  Association  to  Jerome  H. 
Zechmann,  Sioux  City,  la.,  who  will  work 
under  Dr.  R.  W.  Booth. 

John  C.  Norris,  Marcus,  la.,  will  work  un- 
der Dr.  Nicholas  Dietz,  Jr.,  on  a fellowship 
offered  by  the  Tobacco  Research  Committee. 

Lederle  Pharmaceutical  Company  re- 
search fellow  is  Richard  T.  McCarty,  Los 
Angeles,  Calif.,  who  will  work  under  Dr. 
H.  J.  Phillips. 

Mark  DeMeo,  Santo  Rosa,  Calif.,  will  work 
under  Dr.  W.  T.  Niemer  on  a second  Lederle 
fellowship. 

The  Ak  - Sar  - Ben  Research  Fellowship 
went  to  James  Chambers,  4500  Ames  Ave- 
nue, and  he  will  work  under  Drs.  E.  D.  Ly- 
man and  Harle  Barrett. 

Fellowships  under  a research  training 
grant  offered  by  the  National  Institutes  of 
Health  to  work  under  Dr.  A.  W.  Brody,  went 
to  the  following: 

James  L.  Kurowski,  Fremont,  Neb.;  Ken 
P.  Lyons,  Long  Beach,  Calif. ; Robert  T. 
O’Neill,  Elizabeth,  N.J.;  John  J.  McGill,  4318 
Bedford  Avenue;  James  R.  Wagner,  Clara 
City,  Minn.,  and  Michael  J.  Weaver,  2727 
Avenue  D,  Council  Bluffs,  la. 


Deaths 

McGOWAN  — Patrick  H.  McGowan, 
M.D.,  Grand  Island.  Doctor  Patrick  H.  Mc- 
Gowan died  at  the  age  of  72,  in  Grand  Is- 
land, on  April  13,  1962.  Born  March  3, 
1890,  at  Ulysses,  Nebraska,  he  graduated 
from  the  Creighton  University  School  of 
Medicine  in  1920.  Doctor  McGowan  prac- 
ticed medicine  in  Schuyler,  Nebraska,  for  13 
years  and  in  Columbus,  Nebraska,  for  27 
years  before  he  moved  to  Grand  Island  where 
he  practiced  medicine  from  1961  until  the 
time  of  his  death. 
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In  Memoriam 


Clarence  Kilgore  Elliott,  an  honored  member  of  the  Nebraska  State  Medical  Asso- 
ciation for  upward  of  a quarter  century,  died  March  19,  1962.  This  memoriam  is 
written  in  appreciation  of  The  Man,  The  Scientist,  and  of  his  many  contributions  to 
medicine  and  to  the  people  he  served. 

Clarence  Elliott  was  born  at  Wilber,  Nebraska,  on  December  8,  1904.  After 
graduating  from  the  Wilber  High  School  he  attended  the  University  of  Nebraska 
where  he  received  his  A.B.  degree  in  1927.  While  at  the  University  he  was  affili- 
ated with  Phi  Lambda  Theta  Upsilon  and  Farm  House;  and  he  received  the  Phi  Beta 
Kappa  key  and  Sigma  Xi.  He  attended  medical  college  at  Rush  Medical  School  the 
Medical  Department  of  the  University  of  Chicago,  and  received  his  M.D.  degree  in 
1931.  While  studying  medicine  he  was  a member  of  Phi  Rho  Sigma.  After  gradu- 
ation in  medicine  he  spent  three  years  at  Presbyterian  Hospital  in  Chicago,  as  an 
interne  and  resident  in  Internal  Medicine. 

Doctor  Elliott  then  practiced  his  specialty  in  Lincoln,  Nebraska,  until  the  time  of 
his  death  (1934-1962),  excepting  two  years  spent  in  active  service  with  the  Navy  as 
a Commander.  Part  of  those  two  years  he  was  with  Fleet  Hospital  114  in  the  South 
Pacific. 

Doctor  Elliott  gave  of  his  time  and  strength  unstintingly  to  many  interests  out- 
side the  practice  of  medicine.  He  was  a member  of  Lincoln-Lancaster  County  Health 
Board;  a Fellow  in  the  American  College  of  Physicians,  and  belonged  to  the  Nebraska 
Society  of  Internal  Medicine;  he  was  past  president  of  his  county  medical  society 
and  president-elect  of  the  Nebraska  Heart  Association.  He  was  Adjunct  Professor 
of  Pedodontrics,  College  of  Dentislry,  and  Clinical  Assistant  Professor  of  Medicine 
at  the  University  of  Nebraska  College  of  Medicine  at  the  time  of  his  death.  He 
served  on  the  Nebraska  State  Board  of  Medical  Examiners  from  1952  to  1962,  serv- 
ing as  its  president  his  last  year.  He  was  a consultant  in  Internal  Medicine  at  the 
Lincoln  Veterans'  Hospital  where  he  was  also  a member  of  the  Deans  Committee;  and 
Attending  Physician  at  the  Lincoln  General  and  Bryan  Memorial  Hospitals.  He  was 
an  Associate  Editor  of  the  Nebraska  State  Medical  Journal. 

Clarence,  with  his  wife  Ann,  and  his  son  George  Stuart,  belonged  to  First  Ply- 
mouth Congregational  Church  and  he  was  a member  of  East  Lincoln  Masonic  Lodge 
210  and  of  Scottish  Rite,  Sesostris  Temple  of  the  Shrine. 

It  is  not  in  the  many  above-noted  positions  that  Doctor  Elliott  filled  wilh  dis- 
tinction, but  as  The  Man  that  he  will  be  remembered  best  and  missed  the  most. 
He  was  friendly,  kindly,  quick  to  give  aid  where  needed  and  never  too  busy  or 
fatigued  to  give  prompt  attention  to  a call  for  help,  day  or  night.  On  the  day  of  his 
death  he  was  on  the  go  as  usual,  without  complaint,  until  the  moment  a dissecting 
aneurism  of  the  aorta  ruptured  into  his  pericardial  cavity  and  ended  his  life  almost 
in  the  twinkling  of  an  eye.  He  wili  be  missed  by  all  who  knew  him  and  loved  him, 
and  that  is  a great  many. 

—Frank  P.  Stone 
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WHEREAS,  the  Creator  of  us  all  has  seen  fit  to  end  the  earthly  work 
of  Doctor  E.  E.  Koebbe;  and 

WHEREAS,  Doctor  Koebbe  spent  many  devoted  years  as  Associate 
Professor  of  Otolaryngology  at  Creighton  University;  and 

WHEREAS,  he  has  served  most  of  his  life  in  the  U.  S.  Navy,  first  on 
active  duty,  and  then  as  a Reserve  Captain  to  the  time  of  his 
death;  and 

WHEREAS,  he  has  served  his  community  as  City  Physician,  and  as 
an  active  member  of  Lions  Club,  American  Legion,  Elks, 
Shriners;  and 

WHEREAS,  he  had  served  the  Nebraska  State  Medical  Association 
during  many  years  as  delegate  and  later  as  president;  and 

WHEREAS,  over  his  entire  professional  life  the  particular  and  unsual 
talents  of  Doctor  Koebbe  were  directed  toward  improvement 
and  support  of  the  affairs  of  the  Nebraska  State  Medical  Associa- 
tion and  the  entire  field  of  medicine;  and 

WHEREAS,  his  life  had  been  an  outstanding  example  of  the  relation 
of  the  true  physicain  to  all  mankind;  and 

WHEREAS,  his  devotion  and  diligence  in  the  discharge  of  these 
duties  were  far  above  the  average; 

THEREFORE,  in  the  hope  that  the  activities  of  this  gentleman  and 
physician  may  be  remembered  and  emulated  by  many  others, 
be  it 

RESOLVED,  that  this  Association  hereby  recognizes  the  unselfish  life 
and  outstanding  abilities  of  Doctor  Koebbe,  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  submitted  to  his  wife. 

(Resolution  passed  by  the  House  of  Delegates,  Nebraska 
State  Medical  Association,  May,  1962). 
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FOUTS  — Frederick  Fouts,  M.D.,  Central 
City.  Doctor  Frederick  Fouts,  85,  died  at  his 
home  in  Central  City  March  18,  1962.  Bom 
January  23,  1877  at  Central  City,  he  gradu- 
ated from  the  Creighton  University  School 
of  Medicine  in  1902.  He  retired  from  active 
practice  in  Central  City  in  1960  following 
50  years  of  practice  there. 

ELLIOTT  — C.  K.  Elliott,  M.D.,  Lincoln, 
Nebraska.  Doctor  C.  K.  Elliott,  57,  died 
March  19,  1962  following  a heart  attack. 
Born  in  1904  in  Wilber,  Doctor  Elliott 
graduated  from  the  Rush  Medical  College  in 
Chicago  in  1932.  He  practiced  medicine  in 
Lincoln  since  1932  until  the  time  of  his 
death. 

SIMMONS  — Joseph  R.  Simmons.  M.D., 
Fremont.  Doctor  Joseph  R.  Simmons  died 
at  the  age  of  52  on  March  29,  1962,  at  a 
Fremont  hospital.  Born  December  17,  1909 
in  Madison,  Indiana,  he  graduated  from  the 
University  of  Nebraska  College  of  Medicine 
in  1949.  He  practiced  medicine  in  Guthrie 
Center,  Iowa,  and  in  Hooper,  Nebraska,  be- 
fore establishing  his  practice  in  Fremont. 

CLINE  — Edgar  Cline,  M.D.,  Auburn. 
Doctor  Edgar  Cline  died  at  his  home  in  Au- 
burn on  April  8,  1962  at  the  age  of  72, 
after  several  months’  illness.  Born  in  1890, 
he  received  his  medical  degree  from  the 
Creighton  University  School  of  Medicine  in 
1913.  Doctor  Cline  practiced  medicine  in 
Auburn  for  49  years  until  he  retired  in  De- 
cember, 1961,  because  of  ill  health. 


The  Woman's  Auxiliary 

Lancaster  County — 

Senior  student  nurses  and  supervisors 
from  the  schools  of  nursing  in  Lincoln  were 
guests  of  the  Lancaster  County  Medical 
Auxiliary  on  Monday,  March  5th.  A sand- 
wich and  cookie  luncheon  was  served  at 
12:30  p.m.  in  the  auditorium  of  the  new 
Bryan  Hospital  Nurses  Home.  After  lunch- 
eon a group  from  the  Junior  League  of  Lin- 
coln presented  a puppet  show. 

While  the  auxiliary  members  held  their 
monthly  business  meeting  the  Bryan  stu- 
dents gave  the  girls  from  the  other  schools 
of  nursing  a conducted  tour  of  their  new 
home. 

Monday,  March  26th,  Mrs.  Frank  P. 
Stone,  general  chairman  for  the  Nebraska 


State  Medical  Auxiliary  meeting,  held  a 
luncheon  meeting  with  her  committee  mem- 
bers. Final  plans  and  arrangements  for  the 
state  meeting  were  made. 

April  2nd  marked  the  end  of  this  official 
year  for  Lancaster  County  Medical  Aux- 
iliary. The  annual  spring  luncheon  was 
held  and  the  chairman  of  each  committee 
read  her  report  of  the  year’s  accomplish- 
ments and  made  recommendations  for  the 
coming  year.  The  slate  of  new  officers  for 
the  year  1962-63  was  presented  by  the  nom- 
inating committee  and  approved  by  a unani- 
mous vote. 


Lincoln  County — 

Members  of  the  Lincoln  County  Medical 
Auxiliary  presented  the  program  for  the 
North  Platte  Rotary  Club,  February  21. 
Members  of  the  Auxiliary  formed  a panel 
which  discussed  the  provisions  of  the  King 
Bill,  H.R.  4222.  Mrs.  Bernie  D.  Taylor, 
vice  president  of  the  auxiliary,  was  moder- 
ator of  the  panel.  Other  panel  members 
were  Mrs.  Melvin  Hoyt  and  Mrs.  Robert  F. 
Getty. 

Rotarian  Jack  F.  Wisman,  M.D.,  was 
master  of  ceremonies  and  introduced  the 
members  of  the  panel. 


Omaha  Woman  New  President  of  Auxiliary — 

Mrs.  John  M.  Christlieb  of  Omaha  was 
installed  on  Wednesday,  May  2,  1962,  as 
the  incoming  president  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation. 


Know  Your 
Blue  Shield  Plan 


And  Now  It’s  Up  to  Us! — 

The  public  announcement  of  the  new 
A. M. A. -Blue  Shield  program  of  medical  care 
for  the  aged  — and  the  universally  favor- 
able popular  response  — has  greatly 
strengthened  the  hand  of  our  leadership  in 
fighting  the  King-Anderson  Social  Security 
proposal. 

But  this  announcement  has  also  placed  our 
profession  — you  and  me  — under  an  in- 
escapable challenge  to  deliver  the  goods. 
Medicine  is  playing  in  the  big  leagues,  and 
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this  game  is  for  keeps.  Should  we  fail  to 
make  good  on  this  program,  we  would  be 
worse  off  than  if  we  had  made  no  proposal 
at  all ! 

Essentially,  the  A. M. A. -Blue  Shield  plan 
commits  participating  physicians  to  provide 
the  basic  covered  medical  services  on  a fully 
paid  service  basis  for  single  persons  over  65 
whose  annual  incomes  are  $2,500  or  less, 
and  for  aged  couples  with  combined  incomes 
up  to  $4,000.  If  the  subscribers’  income  ex- 
ceeds these  amounts,  the  service  benefit 
commitment  will  not  apply. 

The  precise  fees  to  be  paid  in  each  Blue 
Shield  Plan  area  will  be  determined  by  the 
local  medical  profession.  A.M.A.  has  spe- 
cifically recommended  that  the  profession 
establish  local  unit  values  that  are  appropri- 
ate to  the  low  income  group  to  which  this 
program  applies. 

Similarly,  the  National  Association  of 
Blue  Shield  Plans  has  predicated  its  national 
subscription  rate  of  $3.20  per  person  month- 
ly on  the  expectation  that  local  unit  values 
will  be  related  to  the  fees  which  physicians 
ordinarily  charge  for  services  to  elderly 
people  with  extremely  limited  incomes. 

Our  understanding  and  realistic  approach 
to  the  establishment  of  local  unit  values  is 
crucial  to  the  success  or  failure  of  this  pro- 
gram. An  unrealistic  fee  schedule  in  any 
one  area  will  negate  the  cooperative  attitude 
of  our  colleagues  in  other  areas,  and  might 
well  increase  the  national  subscription  rate 
to  the  point  where  the  program  cannot  be 
generally  sold  to  the  very  people  whom  it  is 
intended  to  help. 

Acceptance  of  an  appropriate  fee  schedule 
for  the  aged  people  of  low  income  is  certain- 
ly the  traditional  practice  of  American 
medicine.  It  is  a small  price  to  pay  — in- 
deed it’s  no  price  at  all  — for  our  freedom 
from  a federal  medical  care  program. 


Abstracts  — 

Traumatic  Cerebral  Emergencies.  MacCarty,  C.  S. 
(Section  of  Neurologic  Surgery,  Mayo  Clinic  and 
Mayo  Foundation,  Rochester,  Minn.).  GP  24:115- 
118  (Nov.)  1961. 

Three  types  of  head  injuries  are  described 
in  which  prompt  treatment  by  the  first 
physician  who  sees  the  patient  may  be  more 
life-saving  than  treatment  provided  by  a 


neurosurgeon  after  a delay.  There  are: 
(1)  acute  subdural  hematoma  in  the  new- 
born or  very  young  infant,  (2)  acute  extra- 
dural hematoma  in  adolescents  and  adults, 
and  (3)  some  basal  skull  fractures. 

Acute  subdural  hematoma  in  the  newborn 
may  be  manifest  by  convulsions,  coma,  tense 
anterior  fontanel,  and  hemorrhages  in  the 
eye  grounds.  Needles  introduced  into  the 
lateral  aspect  of  the  anterior  fontanel  bi- 
laterally will  allow  the  subdural  blood  to  es- 
cape, although  the  single  procedure  is  usual- 
ly not  permanently  effective. 

Acute  extradural  hemorrhage  results  from 
a fall  or  blow  which  fractures  the  temporal 
bone  but  does  not  immediately  produce  uncon- 
sciousness. Within  an  hour,  however,  head- 
ache appears,  and  the  patient  vomits,  devel- 
ops a contralateral  paralysis  and  an  ipsilat- 
eral  dilated  pupil,  becomes  generally  ill,  and 
loses  consciousness.  The  fracture  has  lacer- 
ated the  middle  meningeal  artery  and  caused 
extradural  bleeding  in  the  middle  cranial 
fossa.  Immediate  surgical  intervention  to 
remove  the  pressure  is  imperative.  Tem- 
poral craniectomy  is  done,  with  bilateral  ex- 
ploration. The  clot  is  removed  and  the  ar- 
tery coagulated,  tied,  clipped,  or  packed. 
Emergency  tracheotomy  should  be  per- 
formed if  potential  or  actual  respiratory  em- 
barrassment is  present  in  a severely  injured 
patient. 

The  risk  of  missing  a basal  skull  fracture, 
even  on  X-ray  film,  is  so  great  that  this 
author  hospitalizes  every  patient  with  a head 
injury  severe  enough  to  produce  a black 
eye,  otorrhea  or  rhinorrhea.  The  head  of 
the  bed  is  elevated  30  degrees  for  several 
days,  and  the  patient  receives  antibiotic 
therapy  to  prevent  meningitis. 

Cerebral  edema  present  in  closed  injuries 
to  the  head  can  often  be  corrected  by  intra- 
venous urea,  or  by  hypothermia  in  pro- 
found cases.  Tracheotomy  and  surgical  de- 
compression may  be  needed.  Danger  signs 
are  cerebral  anoxia,  increased  blood  pres- 
sure, venous  stasis,  high  fever,  and  an  in- 
creased metabolic  rate. 

Mary  Stone 


Urinary  Tract  Infections  of  Childhood.  Owens,  R. 
H.,  and  O’Malley,  J.  F.  (Kansas  City,  Mo.). 
Southern  M.  J.  54:1053-1058  (Oct.)  1961. 

The  importance  of  early  diagnosis  of 
acute  infections  and  adequate  treatment  of 
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them  to  prevent  chronic  pyelonephritis, 
which  is  notably  resistant  to  treatment,  is 
stressed  by  the  authors.  Urine  culture  and 
a drug  sensitivity  test  should  be  a part  of 
the  initial  diagnosis,  the  specimen  being  ob- 
tained by  catheter  in  the  girls  and  a clean 
voided  specimen  in  the  boys.  Therapy  with 
a single  antimicrobial  agent  is  preferable 
to  a “shot  gun”  approach.  The  specific  an- 
tibacterial drug  must  be  given  in  sufficient 
dosage  and  for  a long  enough  time  to  eradi- 
cate pyuria  and  bacteriuria,  as  shown  by 
follow-up  urinary  examination.  Gram  stains 
should  be  performed  on  the  sediment  of 
fresh,  clean  voided  urines,  and  if  the  gram 
stain  is  negative,  the  infection  has  probably 
been  eradicated.  Colony  counts  should  be 
done  if  the  stain  is  positive,  and  if  infection 
recurs,  a complete  urologic  investigation  is 
indicated. 

After  systemic  disease  is  ruled  out  by  a 
thorough  history,  physical  examination  and 
laboratory  studies,  the  urologic  work  - up 
should  include:  cystoscopy  and  gravity  cys- 
togram,  performed  under  anesthesia,  cul- 
tures for  routine  bacteria  and  acid  fast  or- 
ganisms, and  either  intravenous  or  retro- 
grade pyelograms,  as  warranted.  The  gon- 
ads should  be  protected  by  lead  shielding 
after  the  cystogram  has  been  made.  A com- 
plete urologic  survey  was  done  on  124  chil- 
dren who  had  recurrent  or  chronic  urinary 
tract  infection.  Conservative  treatment, 
consisting  of  urethral  dilation,  urinary  anti- 
septics, and  double  voiding,  was  employed 
for  111  of  these.  Indications  for  surgery  in 
the  remaining  patients  were : ( 1 ) demon- 
strable obstruction  (congenital  valves  or 
median  bar),  (2)  bladder  damage,  (3)  up- 
per tract  damage,  (4)  reflux  of  urine,  or 
(5)  constant  residual  urine.  Obstruction 
which  required  surgery  occurred  much  more 
frequently  in  boys. 

Mary  Stone. 

Ineffective  Erythropoiesis.  Haurani,  F.  I.  and  To- 
cantins, L.  M.  (Charlotte  Drake  Cardeza  Founda- 
tion, Jefferson  Medical  College,  Philadelphia,  Pa.). 

Amer.  J.  Med.  31:519-531  (Oct.)  1961. 

The  authors  reintroduce  the  term  “inef- 
fective erythropoiesis”  to  describe  the  ane- 
mia in  which  a discrepancy  between  total 
red  cell  mass  in  the  peripheral  circulation 
and  red  cell  production  in  the  bone  marrow 
exists,  unexplained  by  blood  loss  alone  (he- 
molysis or  hemorrhage). 

By  erythrokinetic  studies,  utilizing  plasma 


iron  turnover,  red  cell  utilization,  fecal  uro- 
bilinogen, red  cell  survival,  and  peripheral 
blood  and  bone  marrow  studies,  the  authors 
studied  a number  of  hematological  disorders, 
including  some  of  the  hemoglobinopathies, 
thalassemia  syndromes,  myeloproliferative 
disorders,  aplastic  anemia,  refractory  ane- 
mias, and  hypersplenism. 

Although  total  erythropoesis  is  increased 
many  times  in  certain  of  the  disorders,  most 
of  the  heme  is  either  destroyed  in  situ  or  has 
a markedly  reduced  survival  time  in  the 
peripheral  circulation.  This  phenomenon 
was  found  in  thalassemia  major,  extramed- 
ullary hemopoiesis,  refractory  normoblastic 
anemia,  and  certain  megaloblastic  anemias. 
It  was  absent  in  the  other  hematological  dis- 
orders studied. 

Robert  A.  Perlmutter 


New  Technic  for  Treating  Internal  Mammary  Node 
Metastases  in  Breast  Cancer.  Brasfield,  R.  D., 
and  Henschke,  U.  K.  (Memorial  Sloan-Kettering 
Cancer  Center,  New  York  City).  New  York  J.  M. 
61:3817-3819  (Nov.  15)  1961. 

To  treat  the  30  per  cent  of  breast  cancer 
patients  who  have  metastases  in  the  internal 
mammary  nodes,  the  authors  describe  a sim- 
ple method  of  delivering  high  doses  of  ir- 
radiation via  a “‘hot  wire”  (Co60  or  Ir192) 
following  the  radical  mastectomy.  It  is 
quick,  painless,  and  inexpensive.  It  avoids 
the  high  morbidity  of  surgical  resection  of 
the  internal  mammary  chain  and  the  late 
skin  and  lung  damage  which  may  result  from 
X-ray  therapy. 

The  procedure  describes  how  the  sealed  tip 
of  a number  21  gauge  nylon  catheter  is  in- 
serted for  15  centimeters  into  the  internal 
mammary  artery,  withdrawn  through  the 
skin,  avoiding  sharp  angulation,  and  an- 
chored with  a special  button.  After  the  pa- 
tient returns  to  her  room,  the  radioactive 
wire  is  inserted  into  the  skin  catheter,  and 
by  means  of  it,  9,000  or  more  r may  be  de- 
livered safely  within  seven  days  to  nodes 
at  0.5  cm.  from  the  artery.  Implants  may 
be  placed  bilaterally.  No  complications  have 
been  seen. 

Mary  Stone 


Ulcerative  Colitis  With  Onset  After  the  Age  of 
Fifty.  Law,  D.  H.;  Steinberg,  H.,  and  Sleisenger, 
M.  H.  (Dept,  of  Medicine,  the  New  York-Cornell 
Medical  Center,  New  York  City).  Gastroenter- 
ology 41:457-464  (Nov.)  1961. 
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The  authors,  after  studying  30  patients 
with  ulcerative  colitis,  the  symptoms  of 
which  did  not  appear  before  they  were  50 
years  of  age,  describe  the  clinical  features 
of  the  disease  in  this  age  group  and  discuss 
the  merits  of  adrenal  corticosteroid  treat- 
ment and  surgery  in  these  patients.  Ages 
ranged  from  50  to  79,  and  there  were  15 
men  and  15  women.  Symptoms  included  di- 
arrhea, gross  bleeding,  weight  loss,  and 
crampy  abdominal  pains,  which  tended  to 
complicate  the  diagnosis.  Emotional  upsets, 
such  as  loss  of  loved  ones,  domestic  strife, 
or  business  failure,  preceded  the  first,  attack 
in  a significant  number  of  patients.  Fewer 
followed  physical  trauma.  The  disease  was 
limited  to  the  rectum  or  recto-sigmoid  in  14 
patients.  Seven  suffered  from  involvement 
of  the  entire  colon ; 6 had  involvement  of  the 
descending  colon,  sigmoid,  and  rectum.  In 
3 patients,  rectum  and  ascending  colon  were 
normal,  but  there  was  disease  in  either  a 
part  or  all  of  the  remaining  colon.  None  had 
enterocolitis. 

Striking  in  this  study  was  the  large  num- 
ber of  wrong  diagnoses  (22  of  the  30  pa- 
tients) when  they  were  first  seen.  A 
change  in  bowel  pattern  in  this  age  group 
naturally  suggests  malignancy  or  diverticu- 
litis, and  these  were  the  most  frequent  mis- 
diagnoses. Diverticulitis  was  diagnosed  8 
times  in  the  30  patients;  malignancy,  6; 
and  amebiasis,  5.  In  all  but  one  of  these, 
sigmoidoscopy  had  either  been  neglected  or 
misinterpreted.  Regardless  of  the  age  of 
the  patient  or  severity  of  the  disease,  this  is 
the  surest  means  of  confirming  the  diag- 
nosis. 

An  important  factor  in  the  management 
of  patients  in  this  age  group  is  the  presence 
of  associated  but  unrelated  diseases.  The 
most  prevalent  in  this  series  were  arterio- 
sclerotic cardiovascular  disease,  hyperten- 
sion, and  emphysema.  Diverticulosis  oc- 
curred in  4 patients,  and  peptic  ulcer  in 
only  one. 

Medical  treatment  consisted  of  combina- 
tions of  systemic  corticosteroids,  parenteral 
antibiotics,  selective  or  low  residue  diets, 
and  phenobarbital.  Some  patients  received 
nightly  rectal  instillations  of  a solution  of 
poorly  absorbed  sulfonamide  (phthalylsul- 
facetamide),  8.0  grn.,  and  an  adrenal  corti- 
costeroid, prednisone  acetate,  25  mg.  Sup- 
portive psychotherapy  was  carried  out  by  at- 
tending physicians.  Ten  patients  underwent 
a total  of  19  operations,  and  of  these,  7 re- 


quired multiple  procedures.  Overall  results 
of  surgical  treatment  were  less  favorable 
than  in  younger  patients,  partly  because  of 
incorrect  preoperative  diagnosis.  The  au- 
thors state  that  the  same  principles  of  treat- 
ment should  be  used  in  this  age  group  as  in 
younger  ones,  with  corticosteroids  and  sur- 
gery being  employed  for  their  respective, 
specific  indications  and  under  close  super- 
vision. When  ulcerative  colitis  develops  in 
the  older  group,  it  is  more  likely  to  be  lim- 
ited to  the  rectum  and/or  recto-sigmoid 
than  in  younger  persons. 

Charles  E.  Anderson 


Tumors  of  Major  Peripheral  Nerves.  Byrne  J.  J., 
and  Cahill,  J.  M.  (Boston  University)  Third 
Surgical  Service  and  Research  Laboratory,  Bos- 
ton City  Hospital,  Boston,  Mass.  Amer.  J.  Surg. 
102:724-727  (Nov.)  1961. 

Five  cases  are  presented  which  demon- 
strate numerous  difficulties  encountered  in 
diagnosing  and  treating  tumors  of  major 
nerves,  which  are,  fortunately,  rare.  The 
single  benign  encapsulated  neurilemmona 
is  the  most  common,  and  it  has  many  pseu- 
donyms. It  can  usually  be  shelled  out  of  its 
capsule,  even  when  in  the  center  of  a major 
nerve. 

The  tumor  which  is  not  encapsulated 
should  be  excised  and  the  nerve  gap  re- 
anastomosed or  a tendon  transfer  performed. 
If  resuturing  the  nerve  or  doing  a tendon 
transfer  appears  impossible,  then  a generous 
biopsy  should  be  performed.  If  the  lesion 
is  benign,  it  should  probably  be  left  alone. 
If  malignant,  the  nerve  must  be  excised 
widely,  and  if  the  tumor  is  growing  into  ad- 
jacent tissue,  amputation  of  the  extremity 
and  wide  nerve  dissection  are  necessary. 

Multiple  nerve  tumors  are  treated  the 
same  way,  except  the  tumors  of  von  Reck- 
linghausen’s disease.  These  have  a high  po- 
tential for  malignancy,  and  surgery  may 
stimulate  growth  or  metastases.  Wide  nerve 
excision,  not  enucleation,  is  indicated  for 
these  tumors  if  they  are  growing  rapidly  or 
causing  cosmetic  or  functional  disabilities. 
Benign  encapsulated  neurilemmonas  may  oc- 
cur in  von  Recklinghausen’s  disease,  and 
these  may  be  treated  as  in  any  other  pa- 
tient. 

Charles  E.  Anderson 
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A New  Mucolytic  Agent  by  Aerosol  for  Inhalation 

in  Chronic  Bronchitis.  Palmer,  K.  N.  V.  (School 

of  Medicine,  University  of  Aberdeen).  Lancet 

2:802-804  (Oct.)  1961. 

The  following  studies  were  based  on  evi- 
dence that  when  polysaccharides  are  ex- 
posed to  the  action  of  a reducing  agent  in 
the  presence  of  molecular  oxygen,  depoly- 
merisation of  the  polysaccharide  molecules 
occurs,  and  viscosity  is  rapidly  reduced. 
Copper  ions  accelerate  the  reaction.  Because 
half  of  the  sputum  mucoprotein  complex  is 
polysaccharide,  the  authors  decided  to  con- 
duct experiments  with  a new  agent,  Ascoxal, 
in  an  effort  to  reduce  the  viscosity  of  mu- 
coid sputum.  Each  tablet  of  Ascoxal,  which 
contains  100  mg.  ascorbic  acid,  70  mg.  so- 
dium percarbonate,  and  0.2  mg.  copper  sul- 
phate, was  dissolved  in  2 ml.  of  warm  water, 
and  the  solution  was  nebulized  in  a Collin- 
son  apparatus  by  oxygen.  A fine  “dry” 
mist  was  produced,  which  penetrated  deep 
into  the  bronchial  tree  of  patients. 

Studies  were  made  with  15  patients  who 
had  chronic  bronchitis.  They  were  receiv- 
ing no  medication,  were  expectorating  mu- 
coid sputum,  had  been  in  the  hospital  a few 
days  or  weeks,  and  were  therefore  consid- 
ered good  subjects.  Inhalation  of  the  aero- 
sol took  about  15  minutes  once  a day  for  3 
to  5 days.  Sputum  was  collected  in  the  after- 
noon because  the  viscosity  is  most  constant 
at  this  time.  In  vitro  tests  were  also  made. 
The  viscosity  of  sputum  was  measured  be- 
fore and  after  inhalation  of  the  mist,  and  a 
mean  reduction  of  52.7  per  cent  was  record- 
ed. In  vitro,  when  viscid  mucoid  sputum 
was  incubated  with  Ascoxal  solution,  its  con- 
sistency was  rapidly  reduced  to  that  of 
water. 

When  there  is  much  retained  sputum,  or 
if  it  is  especially  tenacious,  2 tablets  should 
be  used,  dissolved  in  4 ml.  of  water.  The 
solution  should  always  be  freshly  prepared. 
No  side  effects  were  reported  by  these  pa- 
tients or  by  a later  series  of  24,  with  chronic 
bronchitis,  who  were  treated  with  the  aero- 
sol 3 times  a day.  Its  price  is  a fraction  of 
that  of  crystalline  trypsin. 

Charles  E.  Anderson 


Platelet  Enumeration  in  the  Neonatal  Period. 
Ablin,  A.  R.;  Kushner,  J.  H.;  Murphy,  A.,  and 
Zippin,  C.  (A.  R.  A.,  Department  of  Pediatrics, 
University  of  California  Medical  Center,  San 
Francisco  22,  Calif.)  Pediatrics  28:822-824  (Nov.) 
1961. 


In  newborn  infants,  thrombocytopenia  is 
being  reported  with  increasing  frequency, 
and  the  earlier  methods  of  counting  platelets 
have  given  too  wide  a range  to  have  great 
value  clinically.  In  the  present  report,  the 
investigators,  using  a modification  of  the 
phase  microscopy  method  of  Brecher  and 
Cronkite,  established  that  platelet  counts 
for  the  first  four  days  of  life  of  a normal 
infant  are  between  100,000  and  300,- 
000/mm3. 

Mary  Stone 


THE  HIGH  COST  OF  SCIENTIFIC 
COMMUNICATION 

It  is  worth  noting  that  among  all  indus- 
tries, the  pharmaceutical  industry  employs 
the  highest  ratio  of  scientifically  - trained 
men  to  other  employees  — 4.5  per  1,000,  as 
against  1.27  for  the  chemical  industry.  0.62 
for  petroleum,  and  0.43  for  the  electrical 
industry-  As  a measure  of  their  work  in 
1961  alone,  the  16,000  scientists  of  the 
pharmaceutical  industry  published  5,000 -sci- 
entific papers  on  their  studies.  A 1959  re- 
port in  Science  magazine  by  J.  C.  Fisher, 
of  General  Electric,  broke  down  this  publish- 
ing activity  statistically  in  an  interesting 
way.  He  calculated  that  each  paper  cost  its 
company  $26,000.  Or  to  put  it  another  way, 
it  was  the  cost  of  a year’s  work  for  1.37 
scientists  on  the  staff.  — The  Science  and 
Economics  of  Industrial  Research;  John  E. 
McKeen,  Chairman  of  the  Board  and  Presi- 
dent, Chas.  Pfizer  & Co. 

THE  HEADLONG  RUSH  TOWARD 
DISASTER 

If  this  country  is  to  survive  as  anything 
resembling  the  democracy  of  stalwart  indi- 
viduals standing  upon  their  feet  through  the 
free  enterprise  system  that  it  was  intended 
to  be  by  the  men  who  died  at  Lexington, 
Concord  and  Valley  Forge  almost  two  hun- 
dred years  ago,  the  headlong  rush  toward 
the  ultimate  disaster  of  a welfare  state  must 
be  discouraged.  Traditionally,  the  medical 
profession  has  always  been  in  the  forefront 
of  this  battle ; even  now  we  are  under  heavy 
fire  to  bring  us,  too,  under  the  domination 
of  the  government.  If  we  fail  to  stand  firm, 
the  cause  is  lost  beyond  redemption.  — What 
Price  Welfare?:  Frank  G.  Slaughter,  M.D., 
Journal  of  Florida  Medical  Association,  Dec. 
1961. 
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Books 


As  a rule  books  reviewed  in  this  section  are  sim- 
ply described,  and  the  contents  of  the  books  are 
listed  so  that  the  reader  can  decide  for  himself 
whether  or  not  the  book  fills  the  bill  for  what  is 
needed  to  supplement  his  medical  library.  However, 
occasionaly  a new  book  arrives  that  is  so  outstand- 
ing in  its  field  that  your  reviewer  makes  a definite 
recommendation  for  its  purchase.  One  such  book 
has  arrived  this  past  month.  It  is  entitled  “Early 
Detection  and  Diagnosis  of  Cancer.”  The  authors 
are  Walter  E.  O’Donnel,  M.D.;  Emerson  Day, 
M.D.,  and  Louis  Venet,  M.D.  All  of  these  men 
hold  positions  and  appointments  with  the  Sloan- 
Kettering  Institute  for  Cancer  Research  and  the 
Strang  Cancer  Prevention  Clinic  of  the  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  in  New 
York  City.  Their  many  appointments  are  too  nu- 
merous to  list,  and  their  experiences  in  this  field 
are  extensive. 

They  have  written  a book  that  is  a comprehensive 
practical  guide  for  the  practicing  physician.  They 
tell  us  how  to  look  for  and  diagnose  cancer  in  oui 
offices,  and  what  our  initial  approach  to  the  sub- 
ject should  include.  The  book  is  full  of  visual  aids, 
such  as  X rays,  color  photographs,  tables,  illustra- 
tions, charts,  drawings,  and  diagrams  — and  the 
material  is  presented  in  semi-outline  form  making 
it  easy  for  the  doctor  to  outline  a program  of  in- 
vestigation. 

New  tests  are  described  in  detail,  and  an  estimate 
of  the  accuracy  of  each  test  is  made,  based  upon 
the  wide  experience  of  the  three  authors.  The 
authors  have  critically  examined  the  various  lab- 
oratory and  X-ray  methods  in  current  use,  and  they 
have  advised  the  reader  which  tests  are  absolutely 
necessary,  and  which  ones  are  optional,  and  which 
ones  should  be  restricted  to  the  research  hospital 
inasmuch  as  they  call  for  technicians  with  special- 
ized training  or  for  equipment  not  usually  found  in 
the  doctors’  office  or  the  laboratory  of  the  general 
hospital. 

This  is  one  book  which  belongs  in  the  library  of 
every  hospital,  large  and  small,  and  this  reviewer 
believes  that  it  deserves  a place  in  the  library  of 
most  doctors  as  well. 

Again,  your  book  review  editor  believes  that  this 
book  — which  reflects  the  experience  which  has 
accumulated  at  the  Strang  Cancer  Prevention  Clinic 
of  Memorial  Hospital  — will  be  of  great  value  to 
the  practicing  physician.  This  is  not  a book  to 
put  away  and  look  at  once  in  a while  — this  is 
a book  you  will  be  consulting  frequently. 


“EARLY  DETECTION  AND  DIAGNOSIS 
OF  CANCER”  by  Walter  E.  O’Donnell, M.D. ; 
Emerson  Day,  M.D.,  and  Louis  Venet,  M.D. 
Published  in  April,  1962  by  The  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  286  pages  with 
82  figures  and  3 color  plates.  $12.00. 


“Virus  Meningo-Encephalitis”  (Ciba  Foundation 
Study  Group  No.  7)  represents  another  fine  volume 
in  a series  of  publications  by  the  Ciba  Founda- 
tion. One  of  the  prime  objectives  of  the  Ciba 
Foundation  is  to  convene  conferences  between  re- 
search workers  of  different  disciplines  and  different 
nationalities  on  a pertinent  subject.  This  book  rep- 
resents the  proceedings  of  the  conference  held  in 
London  on  27  September  1960.  This  conference  was 
held  in  honor  of  Professor  K.  Todorovic,  Director 
of  the  Medical  Faculty  at  the  University  of  Bel- 
grade, and  a leader  in  the  study  of  infectious  dis- 
eases in  Yugoslavia.  At  this  meeting  there  were 
neurologists,  infectious  disease  specialists,  virolo- 
gists, and  neuropathologists  from  England,  Ire- 
land, Holland,  Sardinia,  Scotland,  Sweden,  Finland, 
Germany,  Czechoslovakia,  Austria,  Yugoslavia,  and 
the  U.S.A. 

This  conference  discussed  viruses  as  the  cause  of 
meningo-encephalitis  with  excellent  discussions  on 
the  ECHO,  Coxsackie,  and  polio  viruses  and  their 
respective  clinical  aspects.  Also  included  were  dis- 
cussions on  Arbo-virus  encephalitis,  Kumlinge  dis- 
ease, Behcet’s  disease,  and  post-infectious  virus  en- 
cephalitis. Dr.  Todorovic  gave  a general  survey  of 
meningo-encephalitis  from  the  clinical  standpoint. 
He  stated  that  various  pathogenic  viruses,  such  as 
Coxsackie,  ECHO,  L.C.M.  viiuses,  and  the  sheep 
disease  louping  ill  virus,  have  been  found  in  pa- 
tients with  meningo-encephalitic  symptoms. 

Another  excellent  publication  — which  many  of 
the  readers  of  this  column  will  find  extremely  use- 
ful either  in  their  own  library  or  in  the  library  of 
their  hospitals. 

“VIRUS  MENINGO-ENCEPHALITIS”  by 
the  Ciba  Foundation  Study  Group  No.  7.  Pub- 
lished in  January,  1962  by  Little,  Brown  and 
Company  of  Boston.  120  pages.  Price  about 
$2.50.  (Reviewed  bv  Samuel  I.  Fuenning, 
M.D.). 


Received  this  past  month  was  another  volume  in 
the  series  of  books  devoted  to  describing  the  His- 
tory of  the  Medical  Department,  U.S.  Army,  in 
World  War  2.  This  book  is  Volume  1 of  the 
group  of  three  books  which  will  describe  “Internal 
Medicine  in  World  War  2”  and  describes  in  detail 
the  “Activities  of  Medical  Consultants.”  It  has 
been  written  by  13  eminent  authorities  in  this 
country;  edited  by  W.  Paul  Havens,  Jr.,  M.D., 
Professor  of  Medicine,  Jefferson  Medical  College; 
and  counselled  by  an  Advisory  Editorial  Board  hav- 
ing Garfield  G.  Duncan,  M.D.,  Professor  of  Medi- 
cine, University  of  Pennsylvania,  as  its  chairman. 

The  authors  and  members  of  the  Board,  all  of 
whom  served  as  senior  consultants  in  medicine  on 
active  duty  in  the  Medical  Department  of  the 
Army  in  World  War  2,  have  brought  together  a 


364 


Nebraska  S.  M.  J. 


wealth  of  information.  They  have  set  forth  — very 
frankly  and  personally  — the  many  and  diversified 
problems  which  they  encountered  and  the  methods 
and  means  by  which  they  solved  them  while  organ- 
izing' the  various  medical  services  of  the  Medical 
Department  at  home  and  around  the  world. 

With  equal  candor,  they  set  forth  the  situations 
and  problems  incident  to  directing  the  treatment  of 
diseases  and  other  medical  conditions  under  the 
global  circumstances  encountei’ed  throughout  the 
period  of  the  war.  This  involved  the  direct  care 
of  every  conceivable  disease,  some  of  which  ap- 
peared in  strange  manifestations  outside  of  their 
usual  environment.  In  addition  to  the  clinical  ac- 
tivities of  medical  consultants,  as  one  might  ex- 
pect, before  the  war  ended  ther  activities  had  neces- 
sarily extended  into  such  matters  as  personnel, 
training  supply,  evacuation  and  hospitalization. 

Most  physicians,  I believe,  whether  they  be  en- 
gaged in  the  practice  of  internal  medicine  or  some 
other  medical  specialty,  will  find  this  book  thought- 
fully written  and  and  extremely  interesting  to  read. 
I do  not  know  of  any  similar  collection  of  expei’i- 
ences  of,  and  observations  by,  men  of  such  high 
clinical  acumen  and  dedicated  purpose  within  the 
specialty  of  internal  medicine  which  has  heretofore 
been  set  forth  in  print. 

The  lapse  of  more  than  a decade  between  the  ex- 
periences recounted  here  and  their  publication  does 
not  detract  from  their  value  or  interest.  Actually, 
there  is  much  to  recommend  such  a hiatus  since  it 
allows  opportunity  for  consideration  and  reassess- 
ment of  situations  in  some  historical  perspective. 


Although  a record  of  past  wartime  experience,  this 
volume  has  in  it  the  plans  and  policies  which  will 
probably  be  our  guide  in  our  preparations  for  a 
possible  future  war.  It  contains  a frank  and  real- 
istic account  of  errors  which  must  not  be  made 
again.  It  contains  much  of  valye  that  is  applicable 
to  peacetime  medicine. 

Even  to  one  who  knows  the  story  of  medicine,  in 
World  War  2 because  he  was  part  of  it,  this  book 
makes  interesting,  and  frequently  thrilling,  reading. 

“INTERNAL  MEDICINE  IN  WORLD  WAR 
2 (Volume  1 — ACTIVITIES  OF  MEDICAL 
CONSULTANTS”),  prepared  and  published  by 
the  Medical  Department  of  the  United  States 
Army  in  December,  1961.  880  pages.  For  sale 
by  the  Superintendent  of  Documents,  U.S.  Gov- 
ernment Printing  Office,  Washington  25,  D.C. 
Price  $7.50  (Buckram). 

— F.  M.  Nebe 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Secy. 

350  Post  Street 
San  Francisco,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 

Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 

International  College  of  Surgeons 

Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Andei'son  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Bui'ding 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
. 402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Bowen  Taylon,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3619  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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PRESCHOOL  DENTAL  CARE 

In  this  issue  of  the  Journal,  on  pages  396 
to  398,  under  the  heading  of  “Special  Arti- 
cles,” the  reader  will  find  an  article  dealing 
with  preventive  dentistry  and  aimed  par- 
ticularly at  the  prenatal  and  preschool  chil- 
dren. The  title  of  the  article  is  “The  Fam- 
ily Doctor  and  Preventive  Dentistry.”  This 
was  reprinted  in  your  Journal  at  the  re- 
quest of  Mark  P.  Muffley,  D.D.S.,  Nebraska 
State  Health  Department. 

This  discussion  merits  special  attention 
because  it  deals  with  the  expectant  mother 
and  her  fetus  and  with  the  child  from  birth 
to  school  age  — a period  during  which,  as  a 
rule,  too  little  attention  is  given  to  the  con- 
dition of  the  child’s  teeth;  and  because  a 
method  of  preventing  caries  is  described  — 
the  administration  of  fluorides.  In  order  to 
be  successful,  this  medication  must  be  ad- 
ministered from  the  time  the  tooth-buds  de- 
velop (prenatal)  onward  during  the  whole 
period  of  tooth  formation  (to  age  10  or  12 
years ) . 

Furthermore,  the  author  of  this  article, 
while  decrying  the  fact  that  only  43  million 
out  of  more  than  180  million  of  our  inhabi- 
tants drink  fluoridated  water,  goes  on  to 
describe  the  sane,  safe  method  of  using 
fluoride  in  tablet  form,  a regimen  set  up  by 
the  American  Dental  Association  and,  the 
author  says,  “More  than  one-half  the  den- 
tists prescribed  the  tablet  form  (of  flu- 
oride), primarily  because  of  the  ease  of  ad- 
ministration and  control  of  dosage”  (italics 
mine). 

Such  a schedule  of  medication  given  in  a 
professional  manner  and  under  constant 
professional  guidance,  should  avoid  many 
of  the  known  or  alleged  ill  effects  of  flu- 
orides on  the  human  body.  On  the  other 
hand,  adding  fluoride  to  municipal  water 
supplies  mass-medicates  a very  large  num- 
ber of  people  who  have  no  further  need  of 
fluorides  — persons  who  often  enough  do 
not  want  this  medication.  This,  incidental- 
ly, is  a most  unscientific  and  muddling, 
nonprofessional  method  of  medicating  a few 
who  can  profit  by  additional  fluorides  by 
compelling  everyone  to  take  it,  and  should 


be  replaced  by  administration  of  tablets  as 
outlined  in  this  article. 

One  often  sees,  in  current  news  com- 
ments, the  expressed  opinion  that  the  ad- 
ministration of  the  drug  in  tablet  form  fur- 
nishes the  fluoride  in  accurate  controlled 
dosage  to  the  people  who  can  be  benefitted 
by  it.  The  following  quotation  is  an  ex- 
ample : 

“Wouldn’t  the  medical  and  dental  asso- 
ciation (s)  and  public  health  services  be  ren- 
dering a fine  public  service  if  they  were  to 
disseminate  information  on  how,  other  than 
through  fluoridation,  fluorides  can  be  used 
— for  example  in  tablets  and  tooth  paste? 
The  people  simply  do  not  want  fluoridation, 
judging  by  their  response  at  the  polls.” 
(Christian  Science  Monitor:  Alternative^  to 
Fluoridation,  April  17,  1962). 


WHO  HAS  BEEN  AT  FAULT? 

A recent  survey  of  opinion  among  school 
children  in  the  7th,  9th,  and  12th  grades, 
in  a four-county  area  in  the  Midwest,  is  re- 
ported to  have  resulted  in  the  following; 
the  questions  refer  to  activities  of  the  Fed- 
eral Government  and  the  percentages  to  a 
“yes”  answer: 


-Toward  guaranteeing  a 
job  for  everyone  able  to 


aid  to  local  and  state 

institutions  

— Toward  providing 
medical  insurance  for 

hospital  bills  

-Toward  guaranteeing 
prices  farmers  get 

for  their  products  

-Toward  owning  and 
operating  essential 

industries  

-Toward  controlling  how 
much  profit  a large 


(The 

3 Grades) 
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These  children  ranked  their  parents  and 
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teachers  as  primary  sources  of  their  in- 
formation on  various  economic  subjects. 

These  children  are  well  prepared  to  ac- 
cept the  Welfare  State.  The  Communists 
or  Harvard  University  could  have  done  no 
better  in  setting  the  groundwork  for  Social- 
ism. If  it  is  true,  as  stated,  that  the  par- 
ents and  the  teachers  were  the  sources  of 
information  on  economic  subjects,  how  far 
into  the  past  does  this  kind  of  teaching  ex- 
tend? Where  were  those  of  us  who  do  not 
believe  in  the  Socialist  Welfare  State  while 
this  indoctrination  was  taking  place? 
What  is  the  probability  that  this  current 
in  education  can  be  reversed?  The  answers 
to  these  questions  are  not  at  once  evident, 
but  certainly  a superb  effort  should  be  made 
to  solve  this  problem  if  we  want  American- 
ism to  survive. 

MORE-LIGHT-THAN-HEAT 
SOLVES  PROBLEMS 

Many  doctors  have  been  impressed  by  the 
chicanery  of  certain  labor-leaders  than  by 
the  down-to-earth  practical  aspects  of 
unions.  We  have  been  annoyed  by  reports 
from  medical  directors  of  some  union  med- 
ical-care facilities  — reports  that  accused 
doctors  and  hospitals  of  bad  medical  prac- 
tices, of  exploitation  of  the  funds  used  in 
paying  for  medical  care,  by  over-charging 
and  other  things  not  in  the  best  interests  of 
medicine,  the  union  members,  or  of  employ- 
ers. Much  of  what  has  been  written  for 
public  reading  has  been  highlighted  by 
prejudices  that  may  be  a threat  to  judicious 
understanding  and  discussion  of  the  situa- 
tions being  considered. 

It  is,  therefore,  refreshing  to  read  in  the 
May  26th  issue  of  Medical  World  Neivs, 
about  one  of  the  most  constructive  actions 
yet  to  be  taken  by  unions  — a project  de- 
signed to  place  blame  where  it  happens  to 
belong  and  to  assure  members  and  depend- 
ents of  the  union  the  best  medical  care  ob- 
tainable under  conditions  that  should  com- 
pletely satisfy  the  union,  the  employer,  and 
medicine. 

The  union  under  discussion  is  Teamsters 
Joint  Council  No.  16  of  New  York  City. 
Members  of  this  union  uniformly  reported 
that  they  had  received  good  medical  care, 
but  a more  expert  report  came  to  the  notice 
of  the  council  indicating  that  the  care  mem- 
bers received  was  not  as  good  as  it  seemed. 
Instead  of  jumping  immediately  to  a closed 


panel  affair,  the  officers  decided  to  spend  $2 
million  to  ferret  out  the  trouble  and  correct 
it. 

A seven  - man  auditing  committee  com- 
posed of  physicians  was  given  the  task  of 
studring  the  care  received  and  of  advising 
on  ways  of  improving  it.  The  following  are 
some  of  the  adverse  findings  of  the  auditors : 

— One  hospital  admission  in  five  w a s 
judged  unnecessary; 

— Only  three  patients  out  of  five  received 
“optimum”  medical  care; 

— In  hospitals  with  no  training  program 
and  no  accreditation  by  the  Joint  Com- 
mission, over  two  of  every  five  patients 
received  “poor”  care ; 

— One  third  of  the  hysterectomies  were 
“unnecessary”  and  10  per  cent  more 
were  of  questionable  necessity. 

— Over  half  the  cesarean  sections  were 
“questionable ;” 

— In  a fifth  of  the  general  surgical  cases 
there  appeared  to  be  unjustifiable  de- 
lays in  performing  operations; 

— Board  certification  alone  did  not  guar- 
antee optimal  care  for  patients; 

— Best  care  almost  invariably  was  had  in 
hospitals  associated  with  medical 
schools ; 

— In  gynecologic  cases,  the  most  frequent 
reason  for  negative  rating  was  “pa- 
tient exploitation.” 

This  audit  was  focused  on  45,000  New 
York  teamsters  and  their  families  — a total 
of  150,000  people.  They  are  a part  of  “a 
$20  million-a-year,  employer-financed  in- 
surance program  covering  more  than  500,- 
000  people,”  therefore  this  study  and  its 
results  are  of  significant  magnitude.  Per- 
haps more  significant  is  the  solution  of  the 
problems  which  the  Teamsters  Council  de- 
cided upon. 

The  council  signed  an  agreement  with 
Columbia  University  and  the  640-bed  Mon- 
tefiore  Hospital  to  cooperate  in  an  elabor- 
ate study  of  union  members  medical  care. 
The  audit  briefly  described  above  will  be 
continuous.  Montefiore  will  maintain  a di- 
agnostic center  for  teamsters  members  in  a 
new  wing  built  by  the  union  and  will  pro- 
vide certain  highly  specialized  services  such 
as  brain  and  neurological  surgery,  genito- 
urinary surgery  and  radiotherapy. 

The  union  believes  it  will  not  only  assui*e 
its  members  the  best  in  medical  care  but 
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will  “stimulate  a uniformly  high  level  of 
medical  care  for  everybody  in  the  commun- 
ity.” So  often  questions  concerning  quality 
of  medical  service  are  unanswered  because 
each  party  to  the  argument  sits  back  and 
growls  at  the  others,  not  thinking  of  the 
possibility  of  getting  together  to  try  to  work 
out  the  real  answers!  It  would  be  heart- 
warming if  methods  described  above  could 
be  applied  in  many  areas. 


AMERICAN  NURSES,  WAKE  LP! 

It  has  startled  many  a doctor  to  find  that 
the  American  Nurses  Association  (A.N.A.) 
has  become  about  the  only  important  medi- 
cal or  quasimedical  group  that  has  support- 
ed the  socialistic  King-Anderson  Bill  aimed 
at  providing  health-care  for  some  of  the 
aged  by  way  of  Social  Security. 

In  the  light  of  Challenge  to  Socialism 
(Vol.  16,  No.  17,  May  3,  1962)  one  can  spell 
out  the  reason  the  nurses  apparently  have 
moved  to  the  left.  The  policies  of  this  great 
association  (A.N.A.)  have  been  dictated  by 
their  Washington  representatives  who,  like 
too  many  of  their  kind,  mislead  by  less  than 
truthful  information  to  those  who  depend 
upon  them  for  full  and  truthful  counsel. 
The  selected  half-truth  method  seems  to  be 
one  of  those  popular  with  the  group  dedicat- 
ed to  selling  America  into  Socialism,  if  not 
Communism.  A simple  example  of  the 
method  was  displayed  not  long  ago  by  Ribi- 
coff,  one  of  the  experts.  He  stated  in  one 
of  his  contributions  to  a popular  magazine 
that  Blue  Shield  doesn’t  pay  the  hospital 
expenses.  Of  course,  he  failed  to  mention 
Blue  Cross,  the  companion  of  Blue  Shield. 
This  conveniently  left  the  unsuspecting  read- 
er with  an  unfavorable  opinion  of  Blue 
Shield,  and  perhaps  convinced  that  Social 
Security  should  be  utilized  in  health-care  of 
the  aged.  It  is  difficult  to  downgrade  this 
team,  Blue  Shield-Blue  Cross  in  what  it  of- 
fers the  65-and-over,  and  perhaps  the  left- 
ist’s theory  is  to  divide  and  conquer. 

To  quote  Marjorie  Shearon  (Challenge  to 
Socialism,  Vol.  16,  No.  17,  p.  1) : 

“What  has  happened  is  that  for  a good 
many  years  nurses  have  been  misinformed 
by  a rather  small  number  of  persons.  To 
be  specific:  Julia  C.  Thompson,  Washing- 
ton Representative  of  A.N.A.,  Inc.,  Michael 
M.  Davis,  now  retired,  and  Wilbur  J.  Cohen, 
Assistant  Secretary  of  Health,  Education 
and  Welfare.” 


As  an  example  of  “indirection  by  slant- 
ing information,  and  withholding  essential 
facts  the  whole  truth  is  not  presented  and 
an  indirect  lie  is  told.”  A memorandum  by 
Helen  V.  Connors  and  Julia  C.  Thompson 
sent  out  on  March  2,  1960,  to  State  Nurses 
Associations  is  a masterpiece  of  deception 
by  the  above  enumerated  methods. 

The  first  page  of  the  memorandum  is  said 
to  contain  a few  provisions  of  the  King-An- 
derson Bill,  but  those  features  dealing  with 
control  of  the  professions  are  not  mentioned. 
Page  two  relates  some  of  the  ways  Senator 
Clinton  Anderson  might  thwart  the  will  of 
the  people  and  of  the  Ways  and  Means 
Committee  providing  this  Committee  con- 
tinues to  hold  the  Bill  “in  committee.”  A 
paragraph  on  page  two  consists  of  an  ex- 
cerpt from  a policy  statement  of  the  Ameri- 
can Public  Health  Association  which  in- 
cludes a statement  that  the  Association  fav- 
ors “social  insurance  mechanisms”  to  pay 
for  care  of  the  aged.  Then  comes  the  real 
payoff,  the  story  of  the  American  Hospital 
Association  (A.H.A.).  A part  of  the  policy 
statement  of  this  group  is  quoted  to  support 
the  inference  that  the  A.H.A.  favors  the 
King-Anderson  approach.  In  fact,  the  por- 
tions quoted  do  not  actually  mention  the  So- 
cial Security  system. 

This  memorandum  quotes  in  full  sections 
1 to  4 of  the  American  Hospital  Associa- 
tion’s policy  statement,  passed  by  their 
House  of  Delegates  on  January  4,  1962,  but 
omits  entirely  sections  5 and  6.  The  first 
sentence  in  section  6 had  to  he  left  out  in 
order  to  misconstrue  the  meaning  of  this 
policy  statement.  The  sentence  is  as  fol- 
lows: “It  is  the  sense  of  the  House  of  Dele- 
gates of  the  American  Hospital  Association 
that  the  best  interest  of  the  retired  aged 
will  not  be  served  by  the  passage  of  the 
King-Anderson  Bill.” 

This  memorandum,  then,  by  slanting  and 
omission,  leads  the  A.N.A.  to  believe  the 
A.H.A.  favors  the  King  - Anderson  Bill. 
Naturally,  the  nurses,  bound  professionally 
to  Medicine  on  the  one  hand  and  to  Hospital 
on  the  other,  were  led  into  taking  the  un- 
expected stand  that  could  sell  their  own 
profession,  as  well  as  Medicine,  “down  the 
river”  of  Socialism.  Nurses  in  the  rank  and 
file  are  like  lost  sheep  in  the  field  of  poli- 
tics. If  they  cannot  depend  on  those  they 
have  put  in  Washington  to  keep  them  post- 
ed, they  are  in  the  position  doctors  would 
(Continued  on  page  428) 
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Comments  From 
Your  President 

At  the  present  writing  it  is  still  too  early 
to  see  the  full  results  of  the  recent  effort  to 
present  to  the  public  the  facts  concerning 
the  King- Anderson  bill.  However  there  are 
certain  encouraging  observations  w h i c h 
may  be  made  from  our  recent  endeavors 
into  this  area.  First  of  all  it  seems  appar- 
ent that  the  physicians’  campaign  aimed  at 
having  people  write  letters  to  their  Con- 
gressmen has  been  successful.  A recent 
letter  from  Senator  Curtis  reports  that  at 
least  99  per  cent  of  his  mail  concerning 
this  issue  has  been  in  opposition  to  the 
King-Anderson  bill.  Encouraging  volumes 
of  mail  against  this  legislation  have  also 
been  reported  from  Massachusetts,  New 
York  and  California  — states  in  which  the 
King-Anderson  bill  was  expected  to  receive 
its  greatest  support.  This  would  indicate 
that  the  physician  in  America  still  has  a 
voice  which  will  be  listened  to  by  the  people, 
if  we  in  the  profession  will  merely  assume 
the  roles  of  leadership. 

Professional  people  in  general  and  doctors 
in  particular  have  written  many  pages  in 
the  history  of  this  nation,  and  history 
amply  records  the  blows  which  have  been 
struck  for  freedom  throughout  the  world  by 
members  of  the  medical  profession.  As 
professional  people  we  have  the  necessary 
education,  training,  and  experience  to  prop- 
erly mold  public  opinion  in  matters  not  only 
pertaining  to  the  health  of  the  nation,  but 
also  those  which  have  to  do  with  the  funda- 
mental concepts  of  freedom.  Through  his 
social  contacts  with  business  men  in  the 
community  and  through  his  day  to  day  as- 
sociation with  his  patients  he  is  in  a po- 
sition to  influence  more  people  than  any 
other  member  of  society.  It  is  to  be  re- 
gretted that  in  recent  times  the  role  of  lead- 
ership has  been  shunned  by  some  members 
of  the  medical  profession  in  what  w a s 
thought  to  be  an  attempt  to  avoid  contro- 
versy. All  too  often  this  disinclination  to- 
ward leadership  in  the  politico-socio-eco- 
nomic field  has  contributed  to  the  decline, 
rather  than  to  the  rise  in  stature  of  mem- 
bers of  the  profession. 

Recent  efforts  at  leadership  by  the  medi- 
cal profession  have  been  directed  against 


medical  care  for  the  aged  under  the  Social 
Security  System.  This  however  is  not  the 
only  attempt  which  endangers  the  free 
democratic  way  of  life  as  we  know  it  in 
this  country.  The  trade  and  tariff  powers, 
the  tax  setting  powers,  and  the  foreign  aid 
measures,  all  of  which  are  now  under  con- 
sideration, contain  provisions  which  would 
vest  even  greater  power  in  the  executive 
branch  of  our  government.  It  is  essential 
for  us  as  physicians  to  express  our  views, 
not  only  in  the  field  of  medicine,  but  also  on 
other  aspects  of  legislation.  It  is  time  that 
doctors  reassume  their  roles  of  leadership 
in  the  communities  in  which  they  live.  State 
and  local  issues  should  be  of  vital  concern 
to  us,  just  as  are  national  issues.  Some  in 
our  profession  will  say  that  doctors  should 
avoid  any  involvement  in  political  action. 
Others  will  complain  that  there  is  insuffi- 
cient time  to  participate  in  local,  city  and 
state  affairs  or  if  we  engage  in  such  activ- 
ities, our  efforts  will  not  be  looked  upon 
with  favor.  People  in  these  United  States 
of  America  welcome  a strong  and  vigorous 
leadership,  such  as  can  be  exerted  by  mem- 
bers of  our  profession.  We  must  exercise 
our  privileges  and  assume  our  responsibili- 
ties in  order  to  preserve  our  freedom.  We 
as  doctors  have  the  ability  to  lead. 

It  needs  to  be  re-emphasized  that  the  in- 
fluence of  American  Medicine  is  not  in  the 
American  Medical  Association  or  the  Ne- 
braska State  Medical  Association,  but  in  the 
behavior  and  action  of  its  individual  mem- 
bers ! 

0.  A.  KOSTAL,  M.D. 
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ARTICLES 


CURRENT  TRENDS  in 

Peripheral  Arterial  Surgery 

I.  OPERATIONS,  PROSTHESES,  and 
ANGIOGRAPHIC  PROCEDURES 


Introduction 

DURING  the  past  decade,  sur- 
gical therapy  for  lesions  of  the 
aorta  and  all  of  its  major 
branches  has  become  increasingly  com- 
mon.1-6 The  entire  field  is  moving  so  rap- 
idly that  a periodic  review  of  accrued 
progress  in  several  areas  is  necessary. 

This  series  of  three  articles  is  restricted 
to  a discussion  of  surgical  operations  for 
segmental  arteriosclerotic  disease  (aneu- 
rysms and  occlusions)  of  the  abdominal 
aorta,  iliac  and  femoral-popliteal  arteries. 
For  some  of  these  lesions  (for  example,  ab- 
dominal aortic  aneurysms)  the  natural  his- 
tory of  the  disease  is  known,  the  indications 
for  surgery  are  well  defined,  the  operation 
is  standard,  the  surgical  mortality  and  fol- 
low-up are  definite.  For  others,  veiy  little 
standardization  exists,  and  critical  evalua- 
tion of  large  groups  of  patients  is  not  yet 
possible. 

In  Part  I the  rationale  for  arterial  sur- 
gery will  be  outlined  along  with  brief  dis- 
cussions of  the  most  common  operations, 
prostheses  and  angiographic  techniques. 
Cursory  attention  is  given  to  the  current 
three  and  one-half  year  series  of  operations 
for  occlusions  and  aneurysms  from  the  sur- 
gical service  of  Lincoln  VA  Hospital.  Dur- 
ing this  period  (August  1958  - January 
1962),  31  operations  entailing  31  arterial 
prostheses  were  performed  on  28  patients. 
These  cases  and  their  surgical  results  will 
be  discussed  in  more  detail  in  the  next  two 
issues  of  this  Journal. 

Rationale 

The  rationale  for  operations  on  peripheral 
arteries  is  remarkably  simple.  Its  success 
depends  upon  the  segmental  nature  of  ar- 
teriosclerosis. All  of  the  operations  aim  to 
re-establish  circulatory  continuity  to  a pat- 
ent arterial  tree  distal  to  a segment  of  dis- 
ease. There  must  be  an  adequate  supply  of 
blood  proximal  to  this  segment  and  an  ade- 
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quate  run-off  of  blood  distally.  Only  the 
patient  whose  preoperative  work-up  demon- 
strates localized  segmental  disease  is  a 
candidate  for  a direct  surgical  approach  on 
the  artery.  Inaccurate  evaluation  of  *the 
vascular  tree  above  and  below  a lesion  is 
the  most  common  cause  of  immediate  and 
early  postoperative  failure. 

Common  Operations 

The  majority  of  operations  currently  be- 
ing performed  for  arteriosclerosis  is  one 
of  the  following  three  operative  procedures 
or  a slight  variant. 

(1)  Excision  and  Graft  — The  diseased 
artery  is  removed,  a vascular  prosthesis  is 
inserted  and  sutured  end-to-end  to  the  pat- 
ent artery  above  and  below  (figure  1).  This 
is  the  operation  of  choice  for  distal  abdom- 
inal aortic  aneurysms  where  the  threat  of 
subsequent  rupture  can  be  avoided  by  no 
other  means. 

(2)  By-Pass  Graft  — The  ends  of  the 
vascular  prosthesis  are  sutured  to  the  sides 
of  the  patent  artery  both  above  and  below 
the  involved  segment  without  excising  the 
diseased  segment  of  artery  (figure  2).  This 
is  the  operation  of  choice  for  extensive  oc- 
clusions of  the  distal  aorta  and  iliac  ar- 
teries. 

(3)  Thromb endarterectomy  — The  oc- 
cluded artery  is  either  transected  or  opened 
in  linear  fashion  (figure  3).  The  occlusion 
is  dissected  free  and  removed  under  direct 
vision;  or,  (as  in  the  case  of  long  femoral- 
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Figure  1.  Common  operations:  Excision  and  graft. 


Figure  2.  Common  operations:  By-pass  graft. 
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popliteal  artery  blocks),  removed  with  a 
long,  looped  artery  stripper  through  two 
small  arteriotomies.  Vascular  continuity  is 
re-established  by  direct  suture  of  t he  in- 
cised arterial  walls.  It  is  the  operation  of 
choice  for  short,  localized  arteriosclerotic 
occlusions,  particularly  if  the  proximal  and 
distal  segments  of  the  artery  have  only 
minimal  arteriosclerotic  disease.  Throm- 
bendarterectomy  has  the  appealing  advant- 
age that  it  leaves  the  patient  with  circula- 
tory continuity  established  via  his  own  ves- 
sels without  whatever  late  complications 
might  result  from  the  use  of  a synthetic 
prosthesis.  In  actual  practice,  however,  this 
advantage  is  more  apparent  than  real  for 
technical  difficulties  and  the  high  frequency 
of  extensive  adjacent  arteriosclerotic  disease 
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limit  the  extensive  application  of  thromben- 
darterectomy. 

It  is  common  to  use  the  procedures  in 
combination.  For  instance,  in  one  of  our 
cases,  we  combined  a local  thrombendarter- 
ectomy  with  a by-pass  graft.  Numerous 
other  variations  exist. 

Arterial  Prostheses 

(1)  Venous  Autografts  — Some  of  the 
earliest  surgical  successes  in  the  treatment 
of  peripheral  arterial  occlusions  were  re- 
ported using  greater  saphenous  vein  auto- 
grafts.7-8- 9 Unfortunately,  the  current  op- 
erative technique  of  creating  a wide  graft- 
end  to  artery-side  anastomosis  had  not  then 
been  developed.  Most  of  the  early  reports 
included  only  graft-end  to  artery-end  anas- 
tomoses, which  proved  on  subsequent  follow- 
up to  have  a high  incidence  of  anastomotic 
narrowing.  This  is  the  implied  reason  for 
the  early  high  graft-failure  rate.  More  re- 
cently, in  1958,  Kunlin10  reported  61  per 
cent  patency  after  one  year  in  51  cases  of 
venous  autograft  by-passes  using  the  endrto- 
side  technique.  However,  82  per  cent  of 
those  who  left  the  hospital  with  a function- 
ing graft  were  patent  one  year  later,  sug- 
gesting a relatively  low  late-closure  rate. 
The  favorable  low  number  of  late  closures 
in  his  and  other  series  is  responsible  for 
the  greater  use  of  venous  autografts  in  some 
of  the  newer  operations  now  being  tested. 
Their  value  is  not  yet  known.  A compari- 
son of  late  patency  rates  of  venous  auto- 
grafts, arterial  homografts,  and  the  syn- 
thetic prostheses  will  appear  in  Part  III  of 
this  series. 

(2)  Arterial  Homografts  — Homologous 
arteries,  removed  at  autopsy  and  then  steril- 
ized and  preserved  in  a variety  of  ways, 
were  used  extensively  some  years  ago  as 
prostheses  for  both  aneurysm-replacement 
and  to  by-pass  arterial  occlusions.  The 
problems  of  procurement,  storage,  and  prep- 
aration for  use,  in  addition  to  the  fairly 
high  late  homograft-complication  rate 
(atheromatous  thrombosis,  aneurysm  devel- 
opment, and  so  forth)11  all  tended  to  make 
homograft  arteries  obsolete  as  soon  as  it 
became  reasonably  certain  that  synthetic 
fabric-grafts  were  satisfactory.  The  deci- 
sion to  convert  to  synthetic  prostheses  was 
made  independently  by  most  vascular  sur- 
geons. Today,  arterial  homografts  are 
rarely  used,  and  the  literature  has  substan- 
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tiated  the  wisdom  of  changing  to  synthetic 
prostheses. 

(3)  Synthetic  Fabric  Prostheses  — In 
little  more  than  one  decade  we  have  prog- 
ressed through  a series  of  synthetic-fabric 
artery-substitutes,  most  of  which  enjoyed 
temporary  favor  and  were  then  discarded 
as  the  next  became  available.  Nylon,  Ivalon, 
Orion,  Dacron,  and  Teflon  have  all  been 
used.  The  last  two  enjoy  current  favor. 

Each  supplanted  its  predecessor  through 
a combination  of  physicochemical  and  clin- 
ical advantages.  The  most  recent,  Teflon, 
became  commercially  available  in  1958.  It 
holds  a slim  margin  of  physicochemical  su- 
periority over  Dacron,12- 13  and  most  workers 
in  the  field  use  either  one  or  the  other. 

As  a group,  the  synthetic  fabric  pros- 
theses have  several  obvious  advantages  over 
arterial  homografts.  They  are  easily  ob- 
tained and  storage  is  no  problem.  They  re- 
quire no  special  preparation  prior  to  use 
and  are  available  in  several  diameters.  Ex- 
tensive use  in  the  aorta  and  iliac  arteries 
shows  a lower  rate  of  early  and  late  closure 
compared  to  arterial  homografts.  It  is  not 
readily  apparent  in  the  femoral-popliteal  ar- 
tery where  the  disadvantages  peculiar  to 
each  type  of  prosthesis  or  operation  are 
outweighed  by  technical  difficulties  and 
problems  related  to  the  arteriosclerotic  pro- 
cess itself.14- 15>  16  A comparison  of  late  pat- 
ency rates  of  the  various  grafts  used  in  the 
femoral-popliteal  artery  will  appear  in  Part 
III. 

We  decided  to  use  Teflon  at  LVAH  partly 
because  it  appeared  on  the  market  at  rough- 
ly the  same  time  this  series  began.  We 
have  used  it  exclusively  since  October  1958 
for  the  following  three  reasons : 

(a)  Physicochemical  Properties  — Har- 
rison13 reported  that  Teflon  is  more  inert 
than  the  other  commonly-used  fabrics;  so 
inert  that  neither  aqua  regia  nor  concen- 
trated sodium  hydroxide  significantly  alter 
its  physical  properties.  Because  of  its  inert 
quality,  Teflon  absorbs  less  interstitial 
fluid  and,  consequently,  incites  less  inflam- 
matory response  (figure  4).  This  leads  to 
a thinner  and  more  rapidly  adherent  pseudo- 
intima  lining  the  graft.  Harrison’s  work 
also  showed  that  Teflon  maintained  its  ten- 
sile strength  initially  (in  vivo  100  days) 
better  than  the  other  fabric  grafts. 


(b)  Technical  — Teflon  grafts  are  avail- 
able as  both  knitted  and  woven  crimped 
tubes,  which  can  be  sutured  directly  to  an 
artery  even  after  the  crimped  tube  has  been 
cut  obliquely.  If  handled  gently,  even  the 
woven  Teflon  tube  will  not  fray  during 
anastomosis  and  therefore,  does  not  need  to 
be  heat-sealed.  The  weave  of  the  woven 
prosthesis  is  tight  and  the  interfiber  pore- 
size  is  small.  The  little  blood  that  does  leak 
through  the  pores  clots  readily.  Excessive 
blood  loss  through  the  graft  itself  is  rare.  We 
used  the  knitted  Teflon  grafts  in  a few  cases. 
The  larger  interfiber  pore-size  led  to  trou- 
blesome blood  loss  even  after  the  pores  were 
preclotted  with  the  patient’s  blood  prior  to 
insertion  of  the  graft.  We  felt  that  the 
slight  technical  advantage  of  withstanding 
more  handling  after  being  cut  obliquely  did 
not  balance  favorably  with  the  increased 
blood  loss  and  longer  operating  time. 

(c)  Convenience  — It  is  easier  to  work 
with  one,  rather  than  a variety  of  pros- 
theses. 

In  fairness,  it  has  yet  to  be  proved  on  a 
clinical  basis  that  the  physicochemical  ad- 
vantage of  Teflon  is  or  will  be  a significant 
factor.  It  may  never  be  proved.  Certainly, 
there  are  some  surgeons  who  still  prefer 
Dacron.16- 17  Although  Teflon  and  Dacron 
are  currently  the  best  available,  the  ideal 
arterial  prosthesis  has  yet  to  be  discovered. 

In  the  series  of  cases  at  Lincoln  VA  Hos- 
pital, 31  synthetic  fabric  prostheses  have 
been  used.  The  first  one  was  a Nylon-Dac- 
ron graft.  The  30  subsequent  grafts  have 
been  Teflon.  In  no  instance  have  we  been 
able  to  ascribe  a poor  result  to  primary 
“graft  failure,”  but  our  series  is  small,  and 
follow-up  is  brief  in  many  cases.  We  feel 
that  Teflon  (or  Dacron)  prostheses  are  the 
arterial  substitutes  of  choice  today. 

Angiographic  Procedures 

(1)  Aortography  — An  excellent  review 
of  abdominal  aortography  was  published  in 
1958  by  Kincaid  and  Davis.18 

There  are  three  current  techniques  for 
radiographic  visualization  of  the  distal  ab- 
dominal aorta  and  iliac  arteries:  Trans- 

lumbar,  retrograde  femoral  artery  catheter, 
and  intravenous.  Of  the  three,  the  trans- 
lumbar  method  was  the  first  described,  has 
been  the  most  extensively  used,  is  the  easiest 
to  perform,  requires  the  least  in  special 
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equipment,  and  consistently  gives  the  best 
results.  Though  translumbar  aortography 
has  been  shrouded  in  controversy  in  recent 
years,  the  proponents  of  the  translumbar 
route  have  made  much  progress  in  improv- 
ing their  own  techniques  and  the  incidence 
of  severe  complication  has  decreased  sharp- 
ly. For  these  reasons,  the  translumbar 
aortogram  has  not  been  displaced  by  the 
other  techniques  described. 

(a)  Translumbar  — First  described  by 
Dos  Santos  in  1929, 19  it  was  rarely  used  in 
this  country  until  the  current  vascular  sur- 
gical techniques  were  described.  Then,  as 
surgeons  became  faced  with  increasing  num- 
bers of  potentially  curable  vascular  lesions, 


translumbar  aortography  became  a common 
procedure.  It  was,  at  times,  the  best  way 
to  determine  operability.  It  soon  became 
obvious  that  aortography  was  followed,  on 
rare  occasions,  by  a severe  complication  or 
death.  Further  confusing  the  issue  was  the 
fact  that  the  exact  indications  for  aortog- 
raphy were  not  clear,  since  they  were  being 
developed  at  the  same  time  as  the  field  of 
vascular  surgery.  We  know  now  that  trans- 
lumbar aortography  was  a much  overused 
procedure  a few  years  ago. 

Shortly  after  translumbar  aortography 
was  used  extensively,  isolated  reports  of 
complications  appeared  in  the  literature. 
In  1957,  Crawford,  et  al.,  collected  and  re- 


Figure  4.  (Pt.  M.H. ) Photomicrograph  (x300)  through  wall  of  Teflon  graft, 
removed  at  autopsy  eight  days  after  insertion.  Note:  (1)  thin  pseudointima.  as 
yet  unhealed,  at  bottom  of  illustration  ; (2)  minimal  inflammatory  response  in  sur- 
rounding early  fibrous  tissue;  and  disarray  of  Teflon  finers  was  due  to  pro- 
cessing the  slide. 
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ported  a large  series  of  complications  which 
ranged  from  local  pain  to  hemorrhage, 
thrombosis,  and  embolism,  to  renal  insuffi- 
ciency and  paraplegia.  Some  were  fatal. 
Much  has  been  written  about  the  factors  in- 
volved.21'26 

The  major  factors  appear  to  be  the  type 
and  amount  of  contrast  medium  injected, 
the  location  of  the  intra-aortic  tip  of  the 
needle  and  the  status  of  hydration  of  the 
patient.  The  amount  of  contrast  medium  in- 
jected should  be  as  little  as  possible  (under 
30  cc.)  and  multiple  injections  avoided.  Hy- 
paque  has  been  shown  to  be  less  toxic  than 
Urokon,  both  in  the  laboratory  animal  and 
in  actual  practice.  Dehydration  of  the  pa- 
tient should  be  avoided.  A scout  film  should 


be  taken  after  a few  cc.  (2-5)  of  Hypaque 
are  injected,  to  ensure  that  the  intra-aortic 
needle  tip  is  not  directly  at  or  in  the  orifice 
of  any  aortic  branch.  Reports21- 25> 28  stress- 
ing one  or  more  of  these  precautions  are  ap- 
pearing regularly  in  the  literature.  They 
all  show  that  the  incidence  of  severe  renal 
and  spinal  complication  has  been  drastical- 
ly reduced.  It  is  the  diagnostic  procedure 
of  choice  for  aortic-iliac  occlusions  (figure 
5). 

(b)  Intravenous  — This  method  was 
originally  described  by  Robb  and  Steinberg29 
and  is  satisfactory  to  show  gross  patency 
of  the  aorta  and  major  channels  particu- 
larly in  the  thorax  (figure  6).  Using  Hy- 
paque, it  is  unsatisfactoiy  for  specific  ana- 


Figure  5.  Translumbar  aortogram  (Pt.  L.  E.).  Shows  filling  of  distal  aorta 
and  its  major  branches.  No  dye  is  seen  in  left  iliac  artery.  Successful  aorta- 
left  superficial  femoral  by-pass  using  Teflon  graft. 


376 


Nebraska  S.  M.  J. 


tomic  detail  in  the  abdominal  aorta  and  its 
tributaries.  This  is  in  part  due  to  dilution 
of  the  dye  by  the  vascular  stream.  Also, 
since  the  actual  picture  depends  upon  an  es- 
timate of  circulation  time,  the  chances  of 
getting  a satisfactory  aortogram  are  en- 
hanced by  a seriograph  X-ray  attachment. 

Technique  — A dose  of  Hypaque  (1  cc./ 
Kg.)  is  divided  and  injected  into  a vein  in 
the  antecubital  fossa  in  each  arm,  simul- 
taneously, or  a smaller  amount  is  injected 
via  a single  radiopaque  catheter  threaded 
into  the  superior  vena  cava  from  a sub- 
cutaneous arm  vein. 

(c)  Retrograde  Femoral  Artery  — This 
method  is  of  use  particularly  for  lesions  of 
the  thoracic  aorta.  It  may  be  used  in  the 


abdominal  aorta  and  iliac  arteries  to  show 
localized  nonocclusive  disease  of  an  aortic 
or  iliac  branch  (figure  7).  We  are  reluc- 
tant to  use  it  in  any  patient  who  may  have 
undue  arterial  narrowing  or  tortuosity. 

Technique  — A radiopaque  catheter  is 
passed  centrally  or  percutaneous  from  fe- 
moral artery  puncture  until  the  tip  of  the 
catheter  is  about  one  inch  above  the  sus- 
pected pathosis  and  a few  cc.  of  dye  are 
injected. 

For  much  of  the  current  three  and  one- 
half  years  of  surgery  we  were  reluctant  to 
perform  aortograms.  During  the  past  six 
months  we  have  done  over  20  aortograms 
of  all  three  types  without  incident. 


Figure  6.  Intravenous  aortogram  (Pt.  W.  D.).  Aortic  aneurysm.  Shows  fill- 
ing of  thoracic  and  abdominal  aorta  and  branches.  Note  that  only  moderate  dilata- 
tion of  abdominal  aortic  lumen  in  spite  of  large  aneurysm.  The  periphery  of  the 
dilated  lumen  was  extensively  thrombosed.  Also,  note  tortuosity  of  the  iliac  arteries. 
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Figure  7.  Retrograde  femoral  artery  aortogram  ( Pt.  O.  F.)  of  occlusion  of 
left  renal  artery.  No  disease  found  ; renal  artery  fills  well. 


(2)  Arteriography  — A femoral  arterio- 
gram is  mandatory  in  the  preoperative 
evaluation  of  arterial  occlusions  in  the  leg. 
Since  most  patients  with  femoral-popliteal 
occlusions,  regardless  of  length,  have  neither 
popliteal  nor  pedal  pulses,  it  is  impossible 
to  select  those  lesions  suitable  for  operation 
without  a femoral  arteriogram.  There  is  no 
other  clinical  means  to  evaluate  the  length 
of  the  occlusion  and  the  condition  of  the 
adjacent  artery. 

When  used  with  an  adequate  evaluation 
of  the  patient’s  symptoms  and  physical 
findings,  the  information  derived  from  the 
arteriogram  will  indicate  the  proper  surgical 
decision  in  the  vast  majority  of  femoral- 


popliteal  occlusions.  Some  authors  disagree. 
Wylie28  reported  a 23  per  cent  incidence  of 
additional  significant  proximal  or  distal  ar- 
terial disease  in  78  patients  with  surgically 
favorable  femoral-popliteal  arterial  occlu- 
sions. He  recommended  that  infrarenal 
translumbar  aortograms  be  performed  to 
evaluate  the  entire  aortopopliteal  segment. 

We  have  not  done  this.  Using  femoral 
arteriography  alone  in  the  current  study, 
the  incidence  of  surgically  favorable  femor- 
al-popliteal occlusions  was  less  than  30  per 
cent  of  the  total  cases  we  investigated.  We 
feel  the  entire  group  does  not  warrant  the 
additional  risk  of  aortography.  Also,  al- 
though our  series  is  small,  in  those  patients 
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in  whom,  at  the  time  of  operation,  we  have 
found  unsuspected  significant  disease  in  the 
iliac  arteries  proximally,  we  have  been  able 
to  accomplish  the  more  extensive  double  by- 
pass surgery  dictated  by  the  situation.  More 
important,  we  found,  in  retrospect,  by  go- 


Fiffure 8.  Normal  femoral  arteriogram.  Note:  (1)  the 
common  femoral  artery  bifurcating  at  the  top  of  the 
illustration,  into  the  profunda  femoris  (on  the  right)  and 
the  superficial  femorals  (on  the  left)  : (2)  the  profunda 

femoris  artery  supplies  the  tissue  of  the  thigh:  (3)  the 
superficial  femoral  artery  descends  through  the  adductor 
canal  to  become  the  popliteal  artery:  (4)  the  popliteal 
artery  ends  in  a trifurcation  2 or  3 inches  below  the 
knee  joint;  and  (5)  excellent  general  condition  of  the 
arteries. 


ing  over  the  patient’s  history  and  physical 
examination  that  we  should  have  suspected 
the  additional  disease  and  included  an  aorto- 
gram  instead  of  an  arteriogram  in  the 
work-up. 

Technique  — A femoral  arteriogram  is 


Figure  9.  Shows  occlusion  of  distal  one-half  of  super- 
ficial femoral  artery.  No  popliteal  artery  seen  on  films, 
although  dye  is  in  collateral  arteries  several  inches  be- 
low knee  joint.  Patient  was  scheduled  for  thigh  ampu- 
tation because  of  severe  rest  pain,  and  gangrene  of  right 
toe.  We  always  explore  the  popliteal  artery  . prior  . to 
thigh  amputation  because  of  vagaries  of  arterial  filling 
distal  to  an  occlusion  in  arteriography. 
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easily  accomplished  by  direct  percutaneous 
injection  of  10-15  cc.  of  Hypaque.  Compli- 
cations are  rare,30  easy  to  recognize  and,  at 
worst,  involve  a leg.  The  technique  can  be 
kept  very  simple  (and  we  have  managed  to 
do  this  in  spite  of  modern  technological  ad- 
vances). A normal  femoral  arteriogram  is 
shown  in  figure  8.  The  errors  are  usually 
those  of  timing  and  interpretation  of  films. 
The  most  frequent  error  is  the  conclusion 
that  no  reconstructive  surgery  can  be  per- 
formed because  no  major  vessel  is  patent 
distal  to  the  occlusion  when,  in  fact,  the 
X ray  was  taken  before  the  vessel  could  fill 
from  collateral  arteries.  (See  figures  9 
and  10). 

Before  one  concludes  that  no  patent  distal 


femoral-popliteal  artery  exists,  the  film 
should  show  dye  in  collateral  arteries  well 
down  into  the  calf.  Since  the  error  occurs 
most  frequently  in  the  severely  ischemic 
limb  in  which  necessity  for  thigh-amputa- 
tion threatens,  we  routinely  explore  the 
popliteal  artery  prior  to  a thigh-amputation. 

During  the  current  three  and  one-half- 
year period,  we  did  over  70  femoral  arterio- 
grams at  Lincoln  VA  Hospital  without  sig- 
nificant complication. 

Summary 

Current  peripheral  arterial  surgical  pro- 
cedures, prostheses  and  diagnostic  anigo- 
graphic  techniques  have  been  reviewed. 
Cursory  attention  has  been  given  to  the  re- 


Figure  10.  Shows  operative  arteriogram.  Popliteal  artery  segment  was  patent 
distal  to  the  occlusion.  A superficial  femoral-popliteal  by-pass  Teflon  graft  was 
inserted  38  months  ago  and  is  still  functioning  thus  avoiding  amputation  of  the  leg. 
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cent  t h r e e-and-one-half-year  experience 
(1958-1962)  of  the  surgical  service  of  Lin- 
coln VA  Hospital  in  reconstructive  arterial 
surgery  of  the  distal  abdominal  aorta  and  its 
infrarenal  branches.  The  results  of  this  ex- 
perience will  appear  in  the  next  two  issues 
of  this  Journal. 
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INDICATIONS  for 


Surgery 

in 

Benign  Prostatic  Enlargement * 


THE  purpose  of  this  paper  is  to 
clarify  the  indications  for  sur- 
gical removal  of  the  prostate  in 
patients  suffering  from  a benign  enlarge- 
ment of  this  gland.  Our  aging  population 
and  their  good  general  health  compel  us  to 
make  this  decision  with  increasing  fre- 
quency as  time  passes.  In  many  patients 
Avith  this  disease,  manifested  by  the  com- 
plete inability  to  void,  a severely  infected 
residual  urine,  or  massive  prostatic  hemor- 
rhage, a decision  for  operative  therapy  is 
easily  made. 

There  are,  however,  many  patients  who 
have  slowly  and  progressively  enlarging 
prostates,  and  the  decision  for  surgical  in- 
tervention is  more  difficult.  What  are  the 
important  symptoms,  physical  findings,  and 
accessory  clinical  findings  which  may  indi- 
cate present  or  impending  trouble? 

The  benignly  enlarged  prostate  is  in  it- 
self of  no  significance.  Because  of  its  unique 
position,  its  enlargement  compresses  the 
urethra,  thus  successfully  interfering  AA'ith 
the  drainage  of  the  prostatic  secretions,  and 
the  satisfactory  complete  expulsion  of  urine 
from  the  bladder.  Secondary  to  this  ob- 
structive phenomenon,  infection  is  frequent- 
ly a complication,  both  in  the  prostate  it- 
self and  in  the  residual  pool  of  urine  in  the 
bladder.  Due  to  the  increased  vascularity 
of  the  enlarging  gland  minor  or  se\Tere  hem- 
orrhage can  become  a distressing  problem. 
Thus  obstruction,  infection,  and  hemor- 
rhage are  the  three  major  indications  for 
active  medical  or  surgical  therapy. 

It  Avould  be  Avell  to  mention  the  effective- 
ness of  conservative  therapy  at  this  point. 
Prostatic  massage,  urethral  dilatations,  in- 
stillations of  various  medications  into  the 
urethra  and  bladder,  and  various  oral  medi- 
cinal preparations  are  frequently  utilized  in 
the  therapy  of  the  partially  obstructing 
prostate  which  is  unassociated  with  urinary 
or  prostatic  infection.  It  must  be  empha- 
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sized  that  the  physical  and  symptomatic  ef- 
fects of  this  therapy,  although  gratifying 
over  short  periods  of  time,  are  usually  tem- 
porary in  nature  and  cannot  be  considered 
as  an  effective  mode  of  definitive  therapy 
for  this  disease. 

In  cases  of  prostatic  obstruction  which 
is  associated  Avith  either  bacterial  infection 
in  the  prostate,  or  in  the  stagnant  pool  in 
the  bladder,  courses  of  chemotherapy  and 
other  supportive  methods  such  as  fluid- 
forcing, bed  rest,  and  aides  to  the  general 
body  resistance,  frequently  improve  these 
patients  symptomatically.  It  must  be  re- 
membered that  this  infection  is  secondary 
to  the  obstruction  of  the  prostatic  ducts  or 
of  the  urethra,  and  in  most  cases  eradica- 
tion of  the  infection  is  impossible.  If  effec- 
tively  accomplished  clinically,  it  Avill,  char- 
acteristically, recur  Avithin  a short  period  of 
time. 

Complete  Genitourinary  Evaluation 

The  presence  of  a urinary  tract  infection 
in  any  man  0A7er  fifty  is  practically  always 
due  to  significant  genitourinary  pathologic 
change  and  specifically,  in  most  instances, 
secondary  to  an  enlarged  and  obstructive 
prostate.  Pyuria  in  this  group  of  patients 
always  Avarrants  complete  genitourinary 
evaluation. 

Once  again  Ave  find  that  a careful  his- 
tory is  of  primary  importance  in  the  diag- 
nosis and  proper  management  of  this  dis- 
ease. The  severity  of  symptoms  related  by 
the  patient  are  of  utmost  importance  in  the 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  4,  1961. 
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proper  evaluation  of  these  cases.  During  a 
normal  night  of  eight  hours,  interruption 
of  sleep  more  than  twice  is  detrimental  to 
the  patient  both  mentally  and  physically 
and,  if  proven  to  be  the  result  of  prostatic 
enlargement,  merits  concern.  Frequency 
greater  than  every  two  hours  during  the 
day  significantly  interfers  with  the  average 
persons  daily  activities.  Peristent  hesitancy 
greater  than  fifteen  to  twenty  seconds  and 
habitual  interruption  of  the  urinary  stream 
are,  in  most  instances,  a clear  cut  indication 
of  urethral  obstruction.  These  symptoms 
are  very  frequently  not  volunteered  by  the 
patient  and  must  be  sought  for  actively.  A 
decrease  in  the  caliber  and  force  of  the 
urinary  stream  is  another  symptom  which 
must  be  probed  for.  The  patient’s  subjec- 
tive impression  of  this  symptom  is  mis- 
leading and  only  personal  observation  on 
the  part  of  the  physician  while  the  patient 
is  micturating,  can  be  relied  upon.  Urgency 
and  incontinence  are  frequently  embarras- 
sing to  the  patient  and  interpreted  by  him 
as  a lack  of  normal  healthy  muscle  control 
rather  than  a symptom  of  obstruction.  Dys- 
uria,  hematuria,  suprapubic  or  perineal 
pain,  whether  they  be  on  the  basis  of  infec- 
tion or  of  retained  urine,  are,  of  course,  ex- 
tremely distressing  to  the  patient  and  their 
presence  is  usually  volunteered  without 
questioning.  One  must  add  that  all  of  these 
symptoms  can  be  secondary  to  numerous 
etiologic  entities  and  their  presence  merely 
demands  thorough  evaluation. 

Because  of  the  easy  access  to  palpation  of 
the  posterior  aspect  of  the  prostate  via  the 
rectum,  too  much  emphasis  has  been  placed 
upon  the  size  of  the  gland  as  determined  by 
the  examining  finger.  Concerning  the  de- 
gree of  urethral  obstruction,  little  is  to  be 
gained  by  determining  the  size  of  the  gland. 
Physicians  continue  to  be  impressed  by  the 
large  prostate  which,  in  many  instances, 
causes  no  obstruction  and  is  of  no  clinical 
significance. 

No  one  enjoys  doing  analysis  of  the  urine. 
It  is  a rare  urologist,  however,  who  does  not 
personally  examine  a freshly  voided  speci- 
men from  his  patient  when  major  decisions 
are  to  be  made.  The  method  of  collection 
and  the  delay  enroute  to  the  laboratory 
make  unreliable  the  majority  of  routine 
hospital  or  laboratory  microscopic  examin- 
ations of  the  urine.  We  do  not  mean  to 
condemn  the  routine  use  of  this  procedure, 


but  when  the  chips  are  down,  decisions 
cannot  be  made  on  this  type  of  examination. 
Urinary  infections  can  be  beautifully  local- 
ized by  the  comparative  examination  of  the 
first  and  second  glass  jurine  specimen, 
coupled  with  the  microscopic  observation  of 
the  prostatic  secretion.  It  is  impossible  to 
stress  this  sufficiently.  Cultural  examina- 
tion of  the  urine,  on  the  other  hand,  is  an 
extremely  popular  procedure.  However,  at 
the  risk  of  incurring  considerable  opposi- 
tion, we  are  forced  to  conclude  that  cultures 
are  of  little  value  in  the  majority  of  in- 
stances. Quantitative  cultures  offer  a 
promising  new  area  of  information. 

The  successful  passage  of  a soft  No.  20 
catheter  into  the  bladder  will  effectively 
rule  out  stricture  as  the  cause  of  the  ob- 
structive or  infectious  symptomatology,  and 
offers  an  opportunity  to  measure  any  resid- 
ual urine.  Many  urologists  avoid  the  rou- 
tine use  of  this  examination  because  of  the 
hazards  of  introducing  infection  in  a pre- 
viously uninfected  residual,  or  of  precipitat- 
ing complete  urinary  retention  in  a per- 
son with  a partially  obstructing  prostate. 
Proper  use  of  the  differential  phenylsul- 
fonphthalein  and  use  of  the  postvoiding 
film  in  the  intravenous  pyelogram  will,  in 
most  instances,  give  the  same  information 
without  the  associated  hazard. 

We  have  all  learned  that  over  30  cc.  resid- 
al  urine  is  pathologic.  It  is  difficult  to  jus- 
tify such  a dogmatic  figure.  Isolated  meas- 
urements of  residual,  done  with  the  patient 
under  an  emotional  and  physical  strain  can 
be  downright  misleading.  A peristently 
infected  bladder  urine  associated  with  a 
residual  greater  than  30  cc.  could  well  be 
of  pathological  significance,  but  it  is  much 
more  difficult  to  set  an  upper  figure  on  an 
uninfected  residual  urine.  Much  more  work 
needs  to  be  done  in  this  area. 

The  intravenous  pyelogram  offers  us  an 
extremely  useful  diagnostic  test.  It  will  fre- 
quently clearly  demonstrate  the  area  of  the 
pathologic  change.  Too  many  regard  the 
intravenous  pyelogram  as  merely  a check 
of  the  kidneys,  completely  ignoring  the  di- 
agnostic information  to  be  gained  in  the  re- 
gion of  the  bladder  and  the  prostate  by  the 
use  of  this  study.  Bladder  trabeculation, 
bladder  calculi,  thickening  of  the  bladder 
wall,  bladder  diverticula,  or  intravesical 
prostatic  protrusion  can  be  easily  demon- 
strated. An  estimate  of  the  residual  urine 
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as  noted  on  the  postvoiding  film  should  be 
routine.  In  cases  of  hydronephrosis  or  hy- 
dro-ureter without  demonstrable  cause,  the 
prostate  again  must  be  considered  as  a pos- 
sible etiologic  factor.  Use  of  this  study 
should  be  routine  in  all  instances  where  his- 
tory, physical  evaluation,  and  properly  made 
urinalysis,  leads  one  to  suspect  urologic 
pathosis.  It  is  an  exceptional  case  that 
would  demand  urethral  instrumentation  or 
cystoscopy  prior  to  the  intravenous  uro- 
gram. As  an  example  of  this,  I submit  the 
following  radiographs.  I would  like  to  em- 
phasize that  these  X rays  are  by  no  means 
unusual  or  difficult  to  find  in  any  radiolo- 
gist’s file. 

Cystoscopy,  like  the  physical  examina- 
tion, is  a greatly  over-rated  diagnostic  study 
in  evaluating  the  degree  of  obstruction  re- 
sulting from  the  prostate.  We  are  con- 
stantly reminded  of  this  fact  by  the  pa- 
tient with  complete  inability  to  void,  no  as- 
sociated infection  or  loss  of  bladder  tone,  in 


Figure  1.  Demonstrates  a excretory  urographic  study 
in  a patient  with  symptomatic  prostatic  obstruction  which 
demonstrates  an  unobstructed,  well  functioning  upper 
tract,  roughening  of  the  bladder  wall,  a small  smooth 
walled  diverticulum  of  the  bladder,  and  a marked  filling 
defect  in  the  bladder  base  due  to  an  enlarged  median  lobe 
of  the  prostate.  The  bladder  findings  are  characteristic 
of  significant  vesical  obstruction. 


whom  cystoscopy  demonstrates  a wide  open 
prostatic  urethra.  In  contrast  to  this,  cys- 
toscopic  examination  carried  out  for  other 
reasons  frequently  demonstrates  large 
obstructive  prostates  in  patients  with  no 
clinical  evidence  of  obstruction.  Again  we 
do  not  mean  to  minimize  the  value  of  the 
cystoscopic  examination.  It  is  certainly 
helpful  in  confirming  the  findings  of  the 
intravenous  pyelogram  and  it  beautifully 
rules  out  other  bladder  disease.  In  addition 
to  this,  cystoscopy  greatly  helps  the  urolo- 
gist in  determining  the  size  of  the  gland, 
which  in  turn,  is  of  assistance  in  determin- 
ing the  type  of  surgical  procedure  indicated. 
The  point  we  wish  to  make  is  that  cysto- 
scopic examination  does  not  evaluate  the 
degree  of  functional  obstruction. 

Situations  That  Justify  Prostatectomy 

The  following  five  clinical  situations  are, 
in  our  opinion,  sufficient  to  justify  pros- 
tatectomy, if  the  patients  general  medical 
condition  is  sufficiently  good  to  tolerate  the 
surgical  procedure.  Complete  urinary  re- 


Figure  2.  Is  also  an  excretory  urogram  which  demon- 
strates bilateral  clubbing  of  the  terminal  calyces,  bilateral 
enlargement  of  both  lower  ureters,  a large  bladder  cal- 
culus. a trabeculated  bladder,  and  multiple  prostatic  cal- 
culi : all  of  these  can  be  explained  by  an  enlarged  pros- 
tate causing  urethral  obstruction. 
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Figure  3.  Represents  a cystogram  which  demonstrates 
an  irregular  trabeculated  bladder  and  multiple  bladder 
diverticula.  Associated  with  this,  reflux  has  occurred  up 
a left  hydroureter  which  can  be  explained  on  the  basis 
of  an  obstructive  prostate. 


tention,  which  is  uncomplicated  by  prostatic 
or  urinary  infection  or  other  debilitating 
circumstances,  such  as  recent  anesthesia, 
surgery  or  other  trauma,  most  certainly  in- 
dicates sufficient  prostatic  obstruction  to 
warrant  operation.  Persistently  infected 
residual  urine,  which  does  not  respond  to 
chemotherapy  and  other  supportive  meas- 
ures, demands  relief  of  obstruction.  The 
presence  of  bladder  calculi  is  practically  al- 
ways secondary  to  urethral  obstruction  and, 
if  urethral  pathology  has  been  ruled  out,  an 
obstructive  prostate  is  a most  certain  cause. 
One  episode  of  gross  hematuria,  sufficient 
to  cause  clot  formation  and  acute  retention, 
if  proven  to  originate  from  the  prostate, 
and  progressive  renal  failure  on  the  basis  of 
prostatic  obstruction  completes  the  list. 

In  other  situations,  greater  caution  must 
be  utilized  before  prostatectomy  is  consid- 
ered. Symptomatic  obstruction,  even  if 
unassociated  with  residual  urine,  infection, 
or  progressive  renal  damage,  can  be,  by  it- 
self, sufficient  indication  for  surgical  inter- 
vention, if  symptoms  extend  beyond  previ- 


Figure 4.  Represents  an  excretory  urographic  study 
which  could  be  misleading  without  reference  to  the  pre- 
liminary flat  plate.  At  first  glance  one  might  be  im- 
pressed by  the  nice  smooth  bladder  and  to  further  com- 
plicate this  picture,  the  patient  was  urologically  asympto- 
matic. A urinary  tract  infection  lead  us  to  this  study 
and  the  large  smooth  bladder  was  in  reality  a huge  blad- 
der calculus ; again,  secondary  to  prostatic  obstruction. 


ously  defined  limitations.  An  uninfected 
residual  urine  of  large  quantity  is  a poten- 
tially hazardous  situation  but,  by  itself,  is 
not  sufficient  justification  for  operation. 
An  occasional  case  of  recurrent  or  peristent 
symptomatic  prostatitis,  which  has  been  ex- 
tremely resistant  to  medical  management, 
will  occasionally  respond  beautifully  to 
tansurethral  resection  of  the  infected  tissue. 
Mild  hematuria,  although  quite  alarming  to 
some  patients,  subjectively,  and  again  a po- 
tential hazard  to  the  patient,  is  not  neces- 
sarily justification  for  prostatectomy. 

There  are  several  misconceptions  concern- 
ing the  evaluation  of  prostatic  obstruction. 
We  frequently  hear  the  statement  that  a 
large  caliber  catheter  passed  to  the  bladder 
with  ease,  and  thus  no  obstruction  could  be 
present.  As  a matter  of  fact,  the  caliber, 
or  circumference  of  the  prostatic  urethra  is 
actually  increased  in  the  usual  type  of  pros- 
tatic enlargement.  This  increased  caliber 
explains  why  a large  catheter  will  frequent- 
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ly  pass  easily  through  a very  obstructive 
prostate. 

We  have  touched  on  residual  urine  previ- 
ously and  merely  want  to  reemphasize  that 
as  a result  of  compensatory  hypertrophy  of 
the  bladder  musculature,  or  irritation  due 
to  infection,  many  obstructed  bladders  will 
completely  empty  leaving  no  residual  urine. 
One  must  not  discount  the  probability  of 
prostatic  obstruction  even  in  cases  where 
residual  urine  is  not  present.  Both  the  pa- 
tient and  the  physician  will  occasionally  in- 
terpret urgency,  and  urgency  incontinence, 
incorrectly.  These  symptoms  are  frequent- 
ly associated  with  prostatic  obstruction.  As 
pointed  out  before,  rectal  examination  and 
cystoscopy  do  not  furnish  reliable  criteria 
concerning  the  degree  of  obstruction.  The 
impression  that  open  prostatic  surgery, 
whether  by  suprapubic,  perineal,  or  retro- 


pubic route,  completely  removes  the  pros- 
tate gland  is  a widely  prevailing  false  opin- 
ion. An  accomplished  resectionist  frequent- 
ly can  come  very  close  to  removing  as  much 
of  the  tissue  as  is  removed  during  the  open 
prostatic  enucleation.  Prostatectomy  does 
not  result  in  impotency  in  the  majority  of 
patients  subjected  to  this  operation. 

Summary 

In  summary,  it  is  our  feeling  that  the  de- 
gree of  bladder  obstruction  can  be  quite  ac- 
curately determined  by  routine  diagnostic 
studies  available  to  all  physicians  who  en- 
counter these  patients  in  their  practice. 
Special  urologic  examinations  are  helpful 
in  confirming  these  impressions,  ruling  out 
other  pathologic  states,  and  aiding  in  de- 
termining a route  by  which  surgical  relief 
of  the  obstruction  can  be  most  easily  ac- 
complished. 


Discussing  the  proposal  that  the  United  States  buy  $100  million 
worth  of  United  Nations  bonds,  Representative  Don  L.  Short  (R.- 
N.  Dak.)  said: 

“It  is  incredible  that  American  taxpayers  should  be  required 
to  pay  for  the  derelictions  of  such  members  as  the  Soviet  Union. 
For  16  years  we  have  been  paying  far  more  than  our  share;  now  let 
the  other  members  pay  up  the  millions  they  owe. 

“With  the  continued  refusal  of  such  strange  bedfellows  as  the 
Soviet  bloc,  many  of  the  Arab  states,  France,  Belgium,  Portugal 
and  South  Africa  to  pay  what  they  owe,  it  would  be  foolish  to  be- 
lieve that  the  UN  ever  will  have  the  money  to  redeem  the  bonds. 

“How  much  longer  do  the  leaders  of  this  government  propose 
to  submit  American  citizens  to  blackmail  by  paying  for  the  inter- 
national delinquency  of  Russia,  Cuba  and  other  nations  ? This  de- 
fies common  sense.”  (Human  Relations,  March  17,  1962,  p.  191). 
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The 


Brdicka  Filtrate  Reaction: 

A Neglected  Polarographic  Aid  for  the 
DETECTION,  DIAGNOSIS,  and 
PROGNOSIS  of  NEOPLASTIC  PROCESSES* 


THE  application  of  diverse 
techniques  and  instrumentation 
from  the  fields  of  electronics, 
physics,  and  chemistry  to  medical  prob- 
lems is  one  of  the  important  developments 
in  modern  medicine.  It  is  the  purpose  of 
this  paper  to  point  out  the  utility  of  one  such 
technique  — polarography  — as  an  aid  to 
laboratory  studies  of  human  cancer.  Also 
included  is  the  research  in  this  field  current- 
ly being  carried  out  at  our  institution. 

Theory  of  Polarography 

In  the  year  1922,  Professor  Jaroslav  Hey- 
rovsky  (Nobel  Prize,  1959)  and  his  collabor- 
ators at  the  Charles  University,  Prague, 
Czechoslovakia,  introduced  polarographic 
analysis.  This  technique  is  an  outgrowth 
of  the  singular  properties  exhibited  by  an 
electrolytic  cell  consisting  of  a large,  diffi- 
cultly polarizable  reference  electrode ; a 
small,  readily  polarizable  electrode  in  the 
form  of  a mercury  drop  growing  at  the  end 
of  a gl^ss  capillary  tube,  and  a solution  con- 
taining trace  concentrations  of  electro-re- 
ducible, or  electro-oxidizable  materials.  An 
electrolyte  possessing  a strongly  electroposi- 
tive ion,  called  the  supporting  electrolyte,  is 
also  necessary. 

When  an  electromotive  force,  changing  in 
value,  is  impressed  across  such  a cell  and 
the  resultant  current  is  plotted  as  a function 
of  the  applied  voltage,  a curve  such  as  is 
shown  in  figure  1 is  obtained. 

The  wave  height,  as  measured  from  the 
current  axis,  is  proportional  to  the  concen- 
tration of  the  trace  ionic  material,  while  the 
location  of  the  inflection  point  along  the 
voltage  axis  is  characteristic  of  that  par- 
ticular trace  ion.1’2-3-4 

History  and  Theory  of  the  Brdicka 
Filtrate  Reaction 

Dr.  Rudolf  Brdicka  and  his  associates, 
while  investigating  by  means  of  polarogra- 
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phy  the  electrolytic  deposition  of  cobalt  from 
an  ammoniacal  cobaltammine  solution  (fig- 
ure 2),  sought  a suitable  suppressing  agent 
to  depress  the  sharp  current  maximum  re- 


urine.  Note  the  characteristic  E$  for  lead.  The  con- 
centration is  arrived  at  by  comparison  with  previously 
run  standards. 


suiting  from  this  reduction.  Blood  serum 
being  available,  and  already  having  been 
used  to  suppress  other  similar  current  maxi- 
ma, was  used.  Unexpectedly,  not  only  was 
the  reduction  maximum  suppressed,  but  the 
presence  of  serum  proteins  gave  rise  to  a 
polarographic  double  wave  occurring  at  a 
slightly  higher  voltage,  as  seen  in  figure  3. 

*A  preliminary  report  was  presented  at  the  May  1961  meet- 
ing of  the  Omaha  Research  Club,  an  affiliate  of  the  American 
Federation  for  Clinical  Research. 

fThe  author  wishes  to  express  his  appreciation  to  Dr.  H. 
R.  Wetherell  for  helpful  suggestions  during  the  preparation 
of  this  manuscript. 


July,  1962 


387 


The  height  of  this  wave  varied  with  the 
concentration  of  the  serum.5 


Figure  2.  The  reduction  of  the  Brdicka  cobaltic  so- 
lution used  as  a base  line  for  all  filtrate  reactions. 
The  first  run  had  a shunt  ratio  of  1 :200,  while  the 
second  is  1 :500.  Note  the  maximum  on  each  curve. 


Figure  3.  Two  different  negative  filtrate  reactions 
run  during  the  early  studies  in  order  to  determine 
normal  distributions  of  wave  height.  Note  the  sup- 
pression of  the  maxima  and  the  additional  wave  (as 
compared  to  figure  2 ) due  to  the  serum  proteins. 


Dr.  Brdicka  was  intrigued  by  this  seren- 
dipitous observation  and  by  the  enzymatic 
studies  of  Waldschmidt-Leitz  on  normal  and 
cancerous  sera.6  To  prepare  the  serum  be- 
fore electrolysis,  he  devised  a denaturation, 
deproteination  procedure  employing  dilute 
alkali  and  sulphosalicylic  acid.  Additional 
experimental  work  disclosed  that  the  polar- 
ographic  serum  filtrate  wave  was  caused  by 
degradation  products  of  serum  proteins  be- 


ing detoxified  by  sulfhydril  groups.  This 
reflected  itself  in  cancerous  sera  by  a com- 
plete impoverishment  of  the  serum  con- 
stituents containing  the  cystine  group- 
ings.5- 7-  8-  9 Briefly,  if  there  are  more  de- 
gradation products  of  proteins,  then  there  is 
less  cystine,  and  hence  a larger  protein  wave, 
as  seen  in  figure  4. 


Figure  4.  A positive  serum  filtrate  reaction  from  a 
patient  with  terminal  disseminated  cancer.  Note  the 
obliteration  of  the  cobalt  maximum  and  the  increased 
wave  height  as  compared  to  figure  3. 


As  of  1947,  approximately  15,000  samples 
had  been  examined  at  the  Radiotherapeutic 
Institute,  Bulovka  Hospital,  Prague,9  and 
the  following  general  conclusions,  which 
have  been  confirmed  by  many  independent 
investigators,  were  stated : 

1.  When  the  height  of  the  filtrate  wave 
lies  within  statistically  normal  limits 
the  test  is  called  negative. 

2.  The  height  of  the  filtrate  wave  in- 
creases according  to  the  development 
of  the  malignant  process.  The  more 
rapid  the  increase  of  the  serum  fil- 
trate wave  with  time  the  poorer  the 
prognosis. 

3.  When  a tumor  is  surgically  removed 
or  treated  successfully  by  irradiation 
or  chemotherapy,  or  both,  the  Brdicka 
filtrate  wave  gradually  becomes  less 
pronounced.  Accordingly,  metastases 
are  manifested  through  a return  and  a 
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periodic  increase  of  this  serum  filtrate 
wave. 


the  series  of  tracings  from  one  patient 
as  seen  in  figure  6. 


4.  In  order  for  the  test  to  have  diagnos- 
tic significance  all  other  diseases  of  a 
general  inflammatory  nature  must  be 
ruled  out.  (Figure  5). 


Figure  5.  The  initial  filtrate  reaction,  taken  the  2nd 
hospital  day  from  a patient  admitted  for  bloody  stools, 
is  strongly  positive.  The  second  tracing  was  taken 
two  weeks  later  following  conservative  ulcer  therapy. 
The  patient  eventually  was  sent  home  and  has  remained 
asymptomatic  on  a strict  dietary  regimen. 


5.  Negative  findings  for  patients  suf- 
fering from  a demonstrable  destruc- 
tive tumor  are  rare,  and  occur  mostly 
for  nonmetastatic  skin  tumors  and 
less  often  for  the  beginning  tumors  of 
the  female  organs.  In  cancer  of  the 
liver  and  biliary  system  the  test  has 
been  proven  less  reliable.5-9 

6.  Our  investigations  indicate  that  the 
degree  of  efficacy  of  therapy  can  be 
judged  by  following  changes  in  the 
polarographic  filtrate  wave.  In  our 
experience  the  test  indicates  the  cyto- 
toxic effect  of  a chemotherapeutic 
alkylating  agent*  whose  dosages  thus 
far  have  been  regulated  by  the  plate- 
let count  or  other  indices  of  bone 
marrow  damage.  We  believe  that  a 
safe  level  of  effective  therapy  can  be 
judged  and  damage  to  nonmalignant 
cells  can  be  anticipated  by  several 
weeks  by  keeping  the  serum  filtrate 
wave  at  the  lower  limits  of  a posi- 
tive (pathological)  test.  These  con- 
clusions can  be  inferred  by  following 

♦CYTOXAN,  brand  of  Cyclophosphamide,  Mead  Johnson  & 
Co.,  Evansville,  Ind. 


1st  Tracing  — 22  October,  1960.  Strongly  positive, 
suggestive  of  an  advanced  malignancy. 

2nd  Tracing  — Cobalt  solution  electrolysis  used  as 
a base  line  for  measuring  protein  wave  height. 

3rd  Tracing  — 8 May,  1961.  Platelet  count,  110,000  ; 
received  X-ray  therapy  from  November,  1960  to 
March,  1961  for  a total  of  4,200  R. 

4th  Tracing  — 11  May,  1961.  Platelet  count,  183,- 
000  ; received  400  mg.  of  cyclophosphamide  par- 
enterally  from  8 May  to  11  May. 

5th  Tracing  — 17  May,  1961.  Platelet  count,  251,- 
0001 ; received  600  mg.  cyclophosphamide  from 
11  May  to  17  May. 

6th  Tracing  — 12  June,  1961.  Platelet  count,  91,- 
000 ; received  1500  mg.  cyclophosphamide  orally 
from  17  May  to  9 June;  drug  therapy  was  dis- 
continued on  this  date. 

7th  Tracing  19  June,  1961.  Platelet  count,  106,- 

000. 

8th  Tracing  — 25  July,  1961.  Platelet  count,  94.- 

000. 


Laboratory  Method 

Following  is  the  detailed  laboratory  pro- 
cedure that  our  service  has  adopted  for  rou- 
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tine  clinical  evaluations  by  means  of  the 
Brdicka  serum  filtrate  reaction: 

1.  A fasting  blood  sample,  approximate- 
ly 4-5  ml.,  is  withdrawn  from  the  pa- 
tient’s antecubital  vein,  with  a needle 
large  enough  so  that  hemolysis  does 
not  occur  (20  gauge  or  larger). 

n.b.  We  have  found  that  nonfasting 
as  well  as  fasting  runs  have  fall- 
en within  the  experimental  er- 
ror. We  have  not  obtained  false 
negative  or  positives  with  non- 
fasting blood. 

2.  Remove  needle  and  gently  express 
contents  of  syringe  into  a 15  ml.  con- 
ical centrifuge  tube. 

3.  Allow  blood  to  clot,  and  if  necessary 
clotted  blood  may  be  kept  in  the  re- 
frigeratory for  several  hours. 

4.  After  loosening  the  edge  of  the  clot 
from  the  centrifuge  tube  with  a glass 
rod,  centrifuge  at  2500  r.p.m.  for  15 
minutes;  then  at  4500  r.p.m.  for  15 
minutes. 

n.b.  A refrigerated  centrifuge  is  rec- 
ommended. 

5.  After  centrifugation,  withdraw  0.4 
ml.  serum  with  a calibrated  1.0  ml. 
pipette,  or  preferably  a micropipette, 
and  discharge  contents  into  a micro- 
beaker of  3-5  ml.  capacity. 

6.  Transfer  the  beaker  to  a refrigerator 
and  blow  in  1.0  ml.  of  0.1  N KOH 
(previously  refrigerated)  and  allow  to 
denature  at  a temperature  between 
0-10°C.  for  45  minutes. 

n.b.  Denaturing  time  is  critical,  as 
we  have  recorded  false  positives 
with  longer  denaturations. 

7.  After  removing  the  beaker  from  the 
refrigerator,  immediately  add  1.0  ml. 
of  20%  sulfosalicylic  acid;  allow  pro- 
tein fractions  to  precipitate  out  for  10 
minutes,  stirring  with  a small  glass 
rod  50x  at  beginning  and  50x  just  be- 
fore 10  minutes  have  elapsed. 

8.  Pour  the  contents  of  the  beaker  down 
the  rod  onto  Whatman  No.  44,  7.0 
cm.  filter  paper  (W&R  Ralston,  Ltd.) 
and  filter  for  12  minutes. 

n.b.  The  choice  of  time  for  a par- 
ticular filter  paper  is  critical 
and  should  be  standardized  for 


all  subsequent  runs.  It  may  be 
longer  or  shorter  than  12  min- 
utes for  a slower  or  faster  paper, 
but  the  time  must  be  kept  the 
same  for  each  succeeding  run. 

9.  With  a calibrated  1.0  ml.  or  micro- 
pipette withdraw  0.4  ml.  of  filtrate 
and  transfer  to  a Heyrovsky  flask. 

10.  Add  4.0  ml.  of  cobaltic  solution  of  the 
following  composition : 

0.001  M Co  (NH3)6C1,* 

0.1  N NH4C13 
1.0  N NH, 

Prepared  as  follows: 

0.2675  g.  Co(NH,)hC1., 

5.35  g.  NH4C1 
17.0  g.  NH.  (67.2  ml.  of 
28%  NH.OH) 

q.s.  to  200  ml.  with  distilled  water. 

11.  Drop  enough  mercury  down  the  side 
arm  of  the  Heyrovsky  flask  so  that 
the  pool  covers  the  platinum  contact. 

n.b.  The  platinum  wire  from  the  side 
arm  may  be  depressed  to  touch 
the  bottom  of  the  Heyrovsky 
flask  so  that  the  amount  of  mer- 
cury in  the  anode  pool  can  be 
held  to  a minimum. 

12.  The  toxic  properties  of  mercury  are 
well  known,  and  with  this  in  mind 
several  precautions  should  be  adhered 
to  while  using  this  volatile  metal. 

a.  The  used  mercury  should  be  stored 
under  water  and  tightly  stoppered. 

b.  The  dropping  mercury  electrode 
apparatus  constructed  according 
to  the  E.  H.  Sargent  & Company’s 
instruction  manual  should  be  kept 
in  a large  unbreakable  pan  in  or- 
der to  retain  any  spilled  mercury. 

c.  Powdered  sulfur  should  be  dusted 
around  the  work  bench  from  time 
to  time  and  allowed  to  remain  for 
several  days.  Mercury  as  the  sul- 
fide, rendered  less  toxic,  can  then 
easily  be  swept  up.  The  room 
should  be  well  ventilated. 

d.  The  mercury  is  cleaned  with  the 
apparatus  pictured  on  page  372 
of  the  Annals  of  the  New  York 
Academy  of  Science,  Volume  65, 
Art.  5,  with  multiple  washes  of 

* Hexamminocobalti  chloride.  C.  P..  Amend  Drug  & Chemical 

Co.,  117-119  East  24th  St.,  New  York  10.  N.  Y. 
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10%  potassium  hydroxide,  dis- 
tilled water,  15-20%  nitric  acid, 
distilled  water,  and  finally  fil- 
tered through  a needle  hole  in  the 
apex  of  a large  piece  of  filter 
paper. 

13.  Polarography : 

Room  temperature : 20-25°C. 

Adjust  Span  E.M.F. : 4.0  volts. 

Shunt  Ratio : 1 :200. 

D.M.E.  Potential:  Negative  (re- 
duction). 

Photographic  paper : Kodak  Royal 
Bromide  or  Kodabromide  F-l, 
6x10  in. 

Recording  track : Commence  initial 
run  on  track  10  of  the  Sargent- 
Heyrovsky  Model  Xll  (10).  Sub- 
sequent increments  of  1.5  should 
allow  one  to  record  5 or  6 well 
separated  tracings  on  the  same 
film. 

Zero  point:  Galvanometer  light  at 
commencement  of  run  should  be 
on  5 of  the  visible  current  scale. 

Run : Crank  the  film  drum  scale  to 
0.20;  turn  on  motor,  and  open 


camera  shutter  simultaneously. 
This  maneuver  allows  the  reac- 
tion to  be  recorded  from  — 0.8 
volts.  An  alternate  method  is  to 
turn  on  the  motor  with  the  film 
drum  scale  on  0.00  and  then,  just 
as  the  film  drum  scale  reaches 
0.20,  open  the  camera  shutter  and 
make  contact  with  the  anode 
pool.  This  latter  method  would 
presumably  give  the  analyst  21/2 
minutes  of  grace  to  correct  any 
last  minute  errors  of  omission  or 
commission.  The  run  should  be 
finished  (that  is,  the  galvano- 
meter light  has  moved  off  the  vis- 
ible current  scale)  when  the  film 
drum  scale  reads  approximately 
0.45. 

A summary  of  the  appropriate  filtrate  re- 
actions showing  the  high  degree  of  accur- 
acy achieved  by  this  technique  can  be  seen 
in  figure  7. 
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Robert  Louis  Stevenson’s  classic  tribute  to  the  physician: 

There  are  men  and  classes  of  men  that  stand  above  the  com- 
mon herd:  the  soldier,  the  sailor,  and  the  shepherd  not  infrequent- 
ly; the  artist  rarely;  rarer  still  the  clergyman;  the  physician;  the 
physician  almost  as  a rule.  He  is  the  flower  (such  as  it  is)  of  our 
civilization;  and  when  that  stage  of  man  is  done  with,  and  only 
to  be  marvelled  at  in  history,  he  will  be  thought  to  have  shared  as 
little  as  any  in  the  defects  of  the  period,  and  most  notably  exhibited 
the  virtues  of  the  race.  Generosity  he  has,  such  as  is  possible  to 
those  that  practice  an  art,  never  to  those  that  drive  a trade;  dis- 
cretion tested  by  a hundred  secrets;  tact,  tried  in  a thousand  em- 
barassments;  and  what  are  most  important,  Herculean  cheerfulness 
and  courage,  so  that  he  brings  air  and  cheer  into  the  sickroom, 
and  often  enough,  though  not  as  often  as  he  wishes,  brings  healing. 
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ADDITIONS  TO  and  REFINEMENTS  OF 

Dilatation  and  Curettage* 

4 


MOST  of  the  tragedies  in  gyne- 
cological surgery  occur  be- 
cause the  preoperative  investi- 
gation is  not  adequate. 

Uterine  curettage  is  the  operation  most 
frequently  performed  on  women.  This  is 
due  to  the  emphasis  on  early  detection  of 
cancer,  increased  interest  in  a causative  fac- 
tor for  dysfunctional  uterine  bleeding,  and 
the  practice  of  immediate  evacuation  and 
curettage  following  incomplete  abortion.  If 
done  properly  and  carefully,  it  can  be  of 
great  diagnostic  and  therapeutic  value. 

The  frequency  of  this  procedure,  and  the 
lack  of  knowledge  of  the  possible  complica- 
tions, together  with  the  teaching  in  the  past 
that  this  was  a simple  operation,  has  placed 
this  technique  in  a class  of  minor  surgery. 
I am  a firm  believer  in  the  old  adage  that 
minor  operations  are  done  by  minors,  there- 
fore, dilatation  and  curettage  is  not  a minor 
procedure. 

The  technique  of  this  procedure  should 
and  can  be  altered  by  its  indications.  Some 
of  the  steps  in  sequence  that  will  be  pointed 
out  are  common  to  all  indications. 

Adequate  preparation  is  necessary  and 
consists  of  the  following: 

1.  A cleansing  enema  is  given  before  the 
procedure,  if  possible,  especially  for 
the  diagnostic  curettement. 

a.  In  cases  of  severe  hemorrhages, 
when  time  is  not  expendable,  the 
enema  may  be  dispensed  with. 

2.  Compatible  blood  should  be  available 
at  the  time  of  surgery. 

a.  Especially  when  incomplete  abor- 
tion is  the  indication. 

b.  Diagnostic  curettage  with  cold 
knife  cone  is  no  exception. 

c.  And  in  cases  with  a low  hemo- 
gram. 

3.  Careful  shaving  and  thorough  cleans- 
ing of  the  perineum  is  necessary,  con- 
trary to  the  vocal  and  written  words 
of  my  most  capable  and  esteemed  col- 
leagues. 


WILLIAM  E.  KROUPA,  M.D. 

Associate  Professor  of  Obstetrics  and  Gynecology* 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 


4.  Some  type  of  anesthesia,  as  decided 
upon  by  the  anesthesiologist  and  sur- 
geon, should  be  given. 

5.  Proper  aseptic  technique  must  be  fol- 
lowed. 

6.  The  patient  is  placed  in  the  lithotomy 
position,  with  the  buttocks  slightly 
over  the  edge  of  the  table. 

a.  This  allows  the  use  of  a weighted 
speculum  and  thus  frees  a hand. 

7.  The  legs  are  suspended  in  wide-angled 
stirrups. 

a.  This  type  permits  the  legs  to  lie 
easily  without  pressure  on  the  medial 
aspect  of  the  calf. 

8.  The  bladder  is  gently  and  carefully 
catheterized.  Sterile  water  may  be 
used  as  a lubricant. 

a.  About  seven  per  cent  of  my  pa- 
tients have  developed  a chemical 
urethritis  due  to  the  use  of  the 
various  lubricating  agents. 

Following  this  preparation  the  ritual  of 
dilatation  and  curettage  is  performed. 

1.  A bimanual  pelvic  examination  is 
done. 

a.  The  perineum  is  examined  care- 
fully. This  includes  the  areas  of 
of  the  vulvovaginal  glands  and 
their  ostia. 

b.  The  presence  of  a rectocele,  cysto- 
cele,  or  enterocele  is  noted. 

c.  Lesions  of  the  vagina  are  searched 
for. 

d.  Abnormalities  and  neoplasms  of 
the  urethra,  clitoris,  and  skene’s 
glands  are  noted. 

•Presented  before  Omaha  Mid-West  Clinical  Society  29th 
Annual  Session,  October  31,  1961. 
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e.  The  cervix  is  examined;  note  is 
made  of  its  degree  of  firmness, 
smoothness,  and  mobility. 

f.  The  paracervical  and  parametrial 
areas  are  palpated,  as  are  the 
uterosacrals. 

g.  The  uterus  is  felt.  It  is  impera- 
tive that  the  position,  size,  shape, 
and  mobility  be  known  before  in- 
strumentation is  undertaken. 

h.  The  adnexal  areas  are  carefully 
explored  for  masses  or  thicken- 
ing. 

2.  The  labia  minora  should  be  sutured  to 
the  perineum,  using  a cutting  needle, 
in  performing  the  diagnostic  dilata- 
tion and  curettage. 

3.  A weighted  speculum  is  inserted  and 
with  the  help  of  a Sims  retractor  the 
cervix  and  vault  are  visualized. 

4.  Cover  the  entire  cervix  with  Schiller’s 
iodine. 

a.  Suspicious  areas  for  punch  biopsy 
may  thus  be  better  visualized. 

5.  Obtain  tissue  for  biopsy  from  squamo- 
columnar  junction  by  the  use  of  a 
four  quadrant  punch.  If  this  is  not 
done,  a complete  cone  may  be  taken 
from  the  area  by  a number  11  blade 
on  a handle  starting  at  the  lower  lip. 
This  will  allow  a clean  visual  field. 

a.  Sounding  on  dilatation  may  dis- 
turb the  cellular  pattern. 

b.  Proportionally  more  tissue  will  be 
obtained  if  these  manipulations 
are  deferred  after  the  tissue  for 
biopsy  has  been  taken. 

c.  The  punch  or  cone  specimen  is 
placed  on  a separate  container  for 
pathologic  evaluation. 

6.  Next,  sound  the  uterus  and  the  endo- 
cervical  canal  gently. 

a.  This  is  done  to  measure  the  depth 
and  ascertain  the  direction  of  the 
endocervical  canal  and  endo- 
metrial cavity. 

7.  Then,  dilate  the  endocervical  canal 
and  its  internal  and  external  os. 

a.  This  is  accomplished  with  gradu- 
ated Hank’s  dilators. 

b.  The  Goodell  dilator  has  not  been 
used  in  the  last  several  years  as 
it  is  too  severe. 


c.  If  t h e dilating  instrument  of 
small  caliber  is  misdirected, 
forced  unduly,  or  inserted  deeper 
than  the  measured  depth  of  the 
uterine  cavity,  a perforation  or  a 
false  passage  is  inevitable. 

8.  Curet  the  endocervical  canal. 

a.  This  may  also  be  done  immediate- 
ly after  the  cone  is  taken  and  the 
sounding  is  completed  without  ac- 
tual dilatation. 

b.  Material  thus  obtained  is  placed 
in  a different,  properly  marked 
container  for  pathologic  scrutiny. 

c.  Unless  the  endocervical  canal  is 
separately  curetted,  when  a diag- 
nosis of  adenocarcinoma  of  the 
endometrial  scrapings  is  made, 
the  site  of  the  lesion  in  the  utero- 
cervical  canal  may  be  in  doubt. 

9.  Explore  the  uterus  with  a polyp  for- 
ceps. 

a.  A Randall’s  kidney  stone  forceps 
with  a minimal  amount  of  angu- 
lation is  used. 

b.  Search  is  made  for  polyps,  pedun- 
culated submucous  fibroids,  and 
fragments  of  placenta  and  its  kith 
and  kin. 

c.  Specimens  thus  obtained  are 
placed  in  a separate,  properly 
marked  container. 

10.  Curet  the  endometrial  cavity. 

a.  Use  the  largest  curet  possible. 
The  larger  the  curet  the  less  dan- 
ger of  perforation. 

b.  It  is  done  gently  in  a clockwise 
or  counterclockwise  fashion  keep- 
ing in  mind  the  numbers  on  a dial 
of  the  clock  for  each  sweep  of  the 
curet.  This  complete  circling  of 
the  endometrial  cavity  may  be  re- 
peated as  often  as  is  deemed  neces- 
sary. 

c.  The  fundus  or  dome  is  also  scraped 
by  both  anterior,  posterior  and 
lateral  to  and  fro  motions  of  the 
curet. 

d.  Another  container  is  used  for  this 
sample. 

11.  At  this  point  sound  the  uterus  again. 

a.  Sounding  may  be  done  at  any 

time  of  the  ritual  when  there  is 
any  doubt  of  perforation  or  an  ar- 
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resting  appearance  of  the  tissue 
obtained. 

12.  Repeat  exploration  of  the  uterus  with 
polyp  forceps  for  missed  lesions. 

a.  If  tissue  or  material  is  obtained 
it  may  be  placed  in  the  receptacle 
that  contains  material  from  the 
first  exploration. 

13.  Resound  the  uterus. 

a.  This  is  again  done  as  a final  step 
for  unsuspected  perforation. 

14.  The  coned  cervix  is  then  sutured  to 
control  bleeding. 

a.  A Sturmdorf  suture  of  0 chromic 
is  placed  in  the  anterior  and  pos- 
terior lip  of  the  cervix. 

b.  A good  bite  is  taken  on  the  right 
and  left  lateral  portion  of  the  cer- 
vix that  catches  the  descending 
cervical  branches  of  the  uterine 
artery. 

c.  A piece  of  Surgicel  is  gently  but 
firmly  packed  into  the  area  of 
the  removed  cone. 

d.  All  four  sutures  are  tied. 

e.  A single  strand  of  the  sutures  is 
left  long  and  the  anterior  and  pos- 
terior ones  are  tied  together,  as 
are  the  lateral,  over  the  external 
os  of  the  cervix  to  hold  the  coagu- 
lating material  in  place. 

15.  No  packing  of  the  vaginal  vault 
against  the  cervix  is  done. 

16.  No  indwelling  catheter  is  placed  in 
the  bladder. 

17.  The  endocervical  canal  should  be 
gently  sounded  in  four  to  six  weeks 
postoperatively  in  order  to  keep  it  pat- 
ent. 

a.  This  is  done  to  prevent  hemato- 
metra  in  the  menstruating  women, 
and  pyometra  in  the  post-meno- 
pausal female. 

18.  If  a total  hysterectomy  is  not  per- 
formed within  forty -eight  hours  after 
the  dilatation  and  curettage,  or  cold 


knife  cone,  or  both,  biopsy  the  pa- 
tient should  be  protected  by  chemo- 
therapy or  antibiotics  for  twenty-four 
hours  before  and  for  three  days  fol- 
lowing the  hysterectomy. 

Summary 

1.  A bimanual  examination,  before  the 
actual  ritual  of  dilatation  and  curet- 
tage, is  very  important  for  diagnosis 
and  prevention  of  complications. 

2.  Adherence  to  a definite  sequential 
technique  is  stressed. 

3.  Frequent  sounding  of  the  uterine  cav- 
ity  is  called  for  to  prevent  complica- 
tions of  a perforation. 

4.  The  use  of  a polyp  forceps  often  will 
reveal  pathologic  alteration  missed  by 
the  curet. 

5.  Complete  control  of  bleeding  of  the 
coned  cervix  is,  at  times,  lifesaving. 
It  also  cuts  down  the  incidence  of 
blood  transfusions  and  their  respec- 
tive complications. 

6.  The  endocervical  canal  must  be  kept 
patent  postoperatively. 

7.  Chemotherapy  and/or  antibiotics  are 
recommended  when  a span  of  forty- 
eight  hours  or  more  exist  between  the 
dilatation  and  curettage  or  cold  knife 
cone,  or  both,  and  hysterectomy.  If 
the  time  exceeds  four  weeks  this  pre- 
caution is  not  necessary. 
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SPECIAL  ARTICLE  3 


The  Family  Doctor 

and  Preventive  Dentistry* 


The  general  practitioner  has  a responsibility 
to  his  patient  to  encourage  parents  to  take  their 
preschool  children  to  the  dentist,  to  prescribe 
extradietary  fluorides  for  expectant  mothers  and 
children  living  in  areas  -without  fluoridation  and 
to  sell  the  idea  of  preventive  dentistry  to  parents 
as  well  as  preventive  medicine,  such  as  im- 
munization procedures. 

Studies  cf  Dental  Caries  in  Children 

MANY  studies  have  been  con- 
ducted to  analyze  the  incidence 
of  caries  in  various  age  groups 
beginning  with  the  school  child  and  continu- 
ing into  adulthood.  However,  few  studies 
have  been  designed  specifically  to  determine 
the  incidence  of  caries  in  the  preschool  child. 
This  is  in  part  due  to  the  fact  that,  as  chil- 
dren do  not  ordinarily  visit  the  dentist  until 
they  enter  school,  no  convenient  groups  lend 
themselves  to  study. 

In  a published  report  of  the  I.L.W.U.- 
P.M.A.  dental  program  on  the  west  coast, 
the  average  age  of  children  receiving  dental 
care  for  the  first  time  was  6.7  years.  The 
study  further  indicated  that  the  average 
number  of  fillings  provided  to  children  with 
no  previous  dental  care  was  about  five.  An- 
other study  showed  that  children  3 to  5 
years  old  averaged  31  to  32  per  cent  cari- 
ous surfaces  on  their  deciduous  teeth.  Of 
the  1,282  carious  surfaces  observed  in  per- 
manent teeth,  800  (62  per  cent)  were  found 
in  the  first  molars.  “During  the  (three- 
year)  course  of  observation,  an  aggregate 
of  2,248  newly  carious  surfaces  was  dis- 
covered: this  includes  1,053  in  . . . decidu  - 
ous teeth  (46.8  per  cent  of  the  total).” 

In  a study  of  dental  caries  among  elemen- 
tary school  children  in  Oregon,  “altogther, 
dental  examinations  were  given  to  1,534 
pupils  between  the  ages  of  5 and  12  years, 
inclusive.”  The  5-year-old  group  had  78 
per  cent  deciduous  teeth  and  the  6-vear-old 
group  89.1  per  cent  deciduous  teeth  with 
carious  surfaces.  The  6-year-old  group  had 
34.4  per  cent  carious  surfaces  on  permanent 
teeth. 

In  St.  Louis,  119,000  children  of  school 
age  were  examined  and  dentofacial  abnorm- 
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alities  were  discovered  in  51  per  cent  of  this 
population  group. 

Results 

The  American  Dental  Association  indi- 
cates that  comprehensive  studies  of  dental 
caries  in  children  and  youths  have  been  made 
in  every  section  of  the  country.  A compo- 
site picture  of  the  results  of  these  studies 
indicates  that: 

1.  Fifty  per  cent  of  all  2-year-old  chil- 
dren have  one  or  more  carious  teeth. 
By  the  time  children  reach  school  age, 
they  have  three  or  more  decayed  pri- 
mary teeth. 

2.  Fourteen  per  cent  of  these  children 
will  experience  dental  decay  in  the 
first  permanent  molar  or  six-year 
molar. 

3.  At  age  16,  the  average  youth  has  sev- 
en decayed,  missing  or  filled  teeth  in- 
volving 14  tooth  surfaces.  Less  than 
4 per  cent  of  high  school  pupils  are 
free  of  dental  decay. 

Evidently,  there  is  a wide  gap  in  positive 
dental  care  during  the  preschool  years. 

The  World  Health  Organization  states: 
“Dental  caries  is  one  of  the  most  prevalent 
and  widespread  diseases  in  the  world.  It 
has  been  found  that  dental  caries  start  soon 
after  the  eruption  of  the  deciduous  teeth. 
Numerous  studies  have  been  made  on  the 
prevalence  of  caries  among  children  in  many 
countries,  and  it  has  been  shown  repeated- 
ly that  the  average  child  reaching  school  age 
has  many  carious  teeth.” 

This  fact  becomes  serious  when  we  recall 
that  the  deciduous  teeth  begin  forming  at  the 
third  month  prenatally,  and  the  permanent 

•Reprinted  by  permission  from  the  December,  1960,  issue 
of  GP,  published  monthly  by  the  American  Academy  of  Gen- 
eral Practice. 
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teeth  begin  forming  as  tooth  buds  from  the 
extension  of  the  dental  shelf  prior  to  birth. 
The  deciduous  teeth  erupt  about  the  fifth 
month  after  birth  and  are  completely  erupted 
by  3 years  of  age.  The  permanent  teeth  be- 
gin erupting  about  the  fifth  year  of  age  and 
the  last  teeth  of  this  set  by  the  mid-20’s. 

Water  Fluoridation 

The  water  fluoridation  movement  has  con- 
tributed greatly  to  the  reduction  of  caries 
among  preschool  and  school-age  children. 
All  of  the  leading  health  agencies,  official 
and  nonofficial,  have  supported  the  fluorida- 
tion of  community  drinking  water  as  the 
safest,  most  effective  and  cheapest  method 
of  providing  protection  against  caries.  Pres- 
ently, according  to  the  Public  Health  Service 
of  the  Department  of  Health,  Education  and 
Welfare,  there  are  slightly  more  than  43 
million  people  living  in  communities  with 
naturally  or  artificially  fluoridated  water. 

There  are,  however,  about  130  million 
people  without  this  protection.  The  empha- 
sis on  nutrition,  good  dental  practices  and 
periodic  visits  to  the  dentist  has  not  ac- 
complished as  much  as  one  might  wish  in 
such  a concerted  attack  on  this  health  prob- 
lem. In  addition,  many  opponents  of  artifi- 
cial fluoridation  for  moral  and  ethical  rea- 
sons have  defeated  attempts  to  provide  com- 
munities with  protection  through  fluoridated 
water  supplies. 

Recognizing  these  problems,  the  Council 
on  Dental  Therapeutics  of  the  A.D.A.  pub- 
lished a recommended  schedule  for  use  con- 
cerning systemic  or  extradietary  fluoride 
for  children,  ages  2 to  10  years.  This  recom- 
mendation has  been  accepted  by  the  A.M.A. 

For  the  past  few  years,  “practically  all 
children  in  Geneva  (Switzerland)  4 to  7 
years  of  age  now  receive  fluoride  tablets  at 
school  under  the  supervision  of  the  teachers, 
which  limits  administration  to  approxi- 
mately 200  days  in  the  year.”  This  school 
program  was  initiated  from  the  results  of 
research  done  on  the  efficacy  of  sodium 
fluoride  tablets  in  reducing  caries  in  the  per- 
manent teeth  by  as  much  as  84.8  per  cent 
over  the  control  groups. 

A national  study  encompassing  returns 
from  12,525  dentists  concerning  the  use  of 
systemic  fluoride  demonstrated  that  the  den- 
tists prescribing  fluoride  prescribed  it  rou- 
tinely for  the  elementary  school  child.  More 
than  one-half  of  the  dentists  prescribed  the 


tablet  form,  primarily  because  of  the  ease 
of  administration  and  control  of  dosage. 

The  paradox  continues  to  exist  between 
what  we  know  to  be  true  about  the  dental 
needs  of  children,  the  efficacy  of  fluorides 
in  the  control  of  caries  and  the  physician’s 
lack  of  interest  and/or  knowledge  of  pre- 
ventive dentistry  as  it  affects  the  child  of 
preschool  and  school  age. 

The  Family  Physician’s  Responsibility 
in  Preventive  Dentistry 

The  question  seems  to  be:  “What  respon- 
sibility does  the  general  practitioner  have  in 
preventive  dentistry?”  A number  of  possi- 
bilities suggest  themselves. 

1.  A fluoride  tablet  can  be  prescribed 
for  the  expectant  mother.  Since  we  know 
that  the  tooth  buds  begin  to  form  about  the 
sixth  week  of  prenatal  life  and  that 
“.  . . maximum  benefits  from  dietary  flu- 
orides may  be  anticipated  only  when  they 
are  administered  throughout  the  period  of 
tooth  formation  . . .”  we  can  assure  the  new- 
born infant  an  excellent  chance  of  caries 
protection  by  beginning  fluoride  treatment 
that  early.  Many  dentists  have  also  observed 
that  fluoride  supplements  added  to  the  diet 
of  the  expectant  mother  aid  in  protection  of 
her  teeth  during  the  period  of  pregnancy. 

2.  The  physician  should  make  every  ef- 
fort to  encourage  parents  to  visit  their  den- 
tist with  their  children  before  the  children 
enter  school.  This  would  help  support  the 
recommendation  of  the  A.D.A.  which  sug- 
gests that  children  be  taken  to  the  dentist  at 
the  age  of  2 or  2*4  years. 

3.  The  physician  should  assist  the  dentist 
in  supporting  municipal  fluoridation. 

4.  The  physician  should  continue  to  edu- 
cate parents  and  children  in  regard  to 
sound  dental  health  practices. 

5.  The  physician  should  seriously  con- 

sider the  prescription  of  extradietary  or  sys- 
temic fluoride  for  infants  and  children  (in 
addition  to  prescribing  this  for  the  expect- 
ant mother)  in  areas  where  water  is  not 
naturally  or  artificially  fluoridated.  He  can 
use  the  schedule  set  up  by  the  Council  on 
Dental  Therapeutics  of  the  A.D.A.  This 
schedule  advocates:  (1)  one  fluoride  tab- 

let daily  for  children  under  2 years  of  age, 
(2)  one  fluoride  tablet  every  other  day  for 
children  from  2 to  3 years  of  age  and  (3) 
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one  tablet  daily  for  those  children  over  3 
years  of  age. 

Several  fluoride  tablets  have  received 
preferential  classification  by  the  A.D.A., 
and  at  least  one  has  been  accepted  for  ad- 
vertising in  the  Journal  of  the  Americal 
Medical  Association.  These  tablets  yield 
the  recommended  dosage  of  1 mg.  of  fluoride 
ion. 

The  dental  profession  recognizes  the  need 
for  help  from  the  general  practitioner. 
“The  time  is  judged  at  hand  when  dental 
medicine  through  graduate  instruction  must 
take  the  responsibility  for  developing  its 
own  epidemiologists.  A start  has  been  made 


by  some  few  schools.  In  the  course  of  its 
development,  dental  epidemiology  placed 
initial  emphasis  on  problems  primarily 
dental.  The  future  would  indicate  an  even- 
tual incorporation  of  those  interests  into  the 
general  pattern  of  medical  and  epidemiologic 
effort  toward  the  health  and  welfare  of  pop- 
ulations.” 

Therefore,  until  this  occurs  and  until  par- 
ents develop  attitudes  conducive  to  preven- 
tive dentistry,  such  as  they  currently  possess 
on  immunization  procedures  for  the  child 
of  preschool  and  school  age,  the  general 
practitioner  must  assist  the  dentist  in  re- 
ducing the  nation’s  most  chronic  and  expen- 
sive health  problem. 


“Somehow,  more  consistent  ways  must  be  found  to  sustain  the 
vast  and  important  inquiries  which  can  only  be  supported  by  the 
Federal  Government  — without  trampling  under  foot  those  whose 
contributions  to  knowledge  must  come  out  of  quiet  meditation.  There 
is  no  intrinsic  conflict  between  these  two  kinds  of  scholarship.  But 
ill-advised  government  policies  controlling  research  support  can 
create  one.  For  this  reason  it  is  imperative  that  universities  them- 
selves follow  well  considered  policies  in  accepting  government  re- 
search support.  Beyond  this,  it  is  necessary  for  the  universities 
actively  to  guide  and  influence  government  research  and  procure- 
ment policies.”  (From  O’Neil,  Lawrence  H.:  How  the  Government 
‘Buys’  University  Research,  Columbia  University  Forum  2:41,  1958). 
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SPECIAL  CONTRIBUTION 


Neurologic  Manifestations  of 

Generalized  Viral  Infections 


ANY  infection  may  demonstrate 
neurologic  manifestations. 
This  will  be  outstandingly  so 
with  neurotropic  pathogens.  Other  patho- 
gens (viscerotropic)  are  usually  involved  in 
more  general  or  extraneurologic  sites  but 
may,  under  certain  circumstances,  provoke 
neurologic  manifestations  by  one  or  more 
of  the  following  means: 

1.  A particular  neurotropic  strain  invading  the 
nervous  system. 

2.  Overwhelming  invasion. 

3.  Host-susceptibility. 

Debilitating  diseases 
Immunologic  disturbances 

4.  Arteritis;  infectious  or  toxic  involvement 
of  cerebral  vascular  endothelium  or  entire 
vessel. 

5.  Toxemia;  the  circulating  toxic  products  of 
interaction  of  pathogen  and  host. 

6.  Disturbance  of  blood  clotting  mechanisms. 

7.  Secondary  invaders  (e.g.  bacteremia  follow- 
ing smallpox). 

8.  Hyperpyrexia,  dehydration,  electrolyte  dis- 
turbances, acidosis. 

9 Chemotherapy  and  iatrogenic  factors. 

10.  Loss  of  biochemical  support  to  brain  through 
primary  damage  of  other  functions: 

Renal 

Pulmonary 

Hepatic 

Cardiac  and  peripheral  circulatory 
Hematologic  (e.g.  anemia) 

Clinical  manifestations  of  these  effects 
may  vary  from  (a)  transient  acute  brain 
syndrome  (toxic  confusional  state,  deliri- 
um), one  or  two  convulsions  or  a benign 
meningitis  to  (b)  severe  structural  damage 
of  the  nervous  system  with  permanent 
residuals  or  death. 

Neurologic  phenomena  may  be  outstand- 
ing in  preterminal  or  terminal  infectious 
illnesses  of  any  etiology. 

The  acute  brain  syndrome  (delirious  re- 
action, toxic-confusional  reaction)  does  not 
per  se,  indicate  direct  cerebral  involvement 
by  the  infection.  It  may.  In  children,  the 
debilitated,  and  the  aged,  it  may  be  due  to 
transient,  secondary  patho-physiologic  fac- 
tors such  as  hyperpyrexia,  dehydration  or 
medication.  Particularly  in  infants,  even 
convulsions  may  arise  from  these  sources. 


JOHN  A.  A1TA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Not  every  febrile  patient  with  a severe 
headache  and  a stiff,  tender  neck  has  men- 
ingitis. Every  patient  with  meningitis  does 
not  necessarily  have  encephalitis.  The  terms 
encephalitis  or  meningoencephalitis  should  be 
used  only  where  definite  evidence  or  paren- 
chymatous involvement  of  brain  is  present. 
Many  nonspecific  symptoms  of  acute  infec- 
tious disease  may  be  loosely  ascribed  to  neu- 
rologic involvement  such  as  headache,  ver- 
tigo, ocular  or  retroorbital  pain,  muscular 
aching,  lethargy,  “depression,”  insomnia, 
somnolence,  dizziness,  paresthesias  and  gen- 
eralized weakness. 

At  present  there  appear  to  be  approxi- 
mately 50  viral  diseases  known  to  occur  in 
man.1-2  About  15  of  these  are  primarily 
neurotropic  (as  St.  Louis  encephalitis, 
rabies,  poliomyelitis).  Approximately  an- 
other 19  of  these  infections  (of  generalized 
involvement  and  not  considered  primary 
“neurologic”  diseases)  may,  with  definite 
incidence,  reveal  neurologic  features.  These 
are : 

1.  Mumps 

2.  Infectious  mononucleosis 

3.  Measles 

4.  Chickenpox 

5.  Enterovirus 

Coxsackie 

ECHO 

6.  German  measles 

7.  Cat-scratch  disease 

8.  Influenza 

9.  Viral  pneumonia 

10.  Psittacosis 

11.  Erythema  subitum  (roseola  infantum) 

12.  Viral  hepatitis 

13.  Smallpox 

14.  Lymphogranuloma  venereum 

15.  Herpes  simplex 

16.  Dengue  fever 

17.  Yellow  fever 

18.  Cytomegalic  inclusion  disease 

19.  Colorado  tick  fever 
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Several  viral  diseases  have  not  been  sub- 
jected to  modern  neurologic  study  in  an  or- 
ganized manner.  This  is  particularly  so  for 
the  once  pandemic  diseases  such  as  smallpox, 
yellow  fever  and  dengue,  in  which  the  inci- 
dence of  neurologic  manifestations  is  not 
great.  In  recent  decades  these  diseases  are 
observed  only  in  distant  places  or  under  the 
disorganization  of  war,  in  which  situations 
large-scale  neurologic  studies  have  not  been 
feasible.  In  recent  decades,  too,  studies  of 
virus,  epidemiology  and  vaccination  have 
superseded  interest  in  human  clinical  and 
pathologic  studies. 

Throughout  this  group  one  finds  several 
common  neurologic  features.  The  clinico- 
pathologic  involvement  may  be  outlined  as 
follows : 

1.  Meningitis 

a.  Asymptomatic;  spinal  fluid  pleocytosis 
only 

b.  Symptomatic 

2.  Encephalitis 

a.  Cerebral;  diffuse  or  focal 

b.  Pons,  medulla 

c.  Cerebellum 

3.  Cranial  nerves 

a.  Peripheral  involvement 

b.  Nuclear  involvement 

4.  Cerebral  blood  vessels  (thrombosis,  hem- 

orrhage) 

a.  Arteries 

b.  Veins 

5.  Spinal  cord  (myelitis) 

a.  Transverse 

b.  Ascending 

6.  Spinal  nerve  roots  (radiculitis) 

7.  Peripheral  nerves 

a.  Diffuse,  symmetrical 

b.  Single  or  multiple,  asymmetrical 

8.  Combinations  of  above.  For  example: 

a.  Meningoencephalitis 

b.  Myeloradiculitis 

These  conditions  may  merge  and  overlap 
considerably,  but  clinically  one  often  ob- 
serves distinct  sites  of  predominant  involve- 
ment. Meningitis  and  encephalitis  are  more 
common  than  other  neurologic  syndromes. 
These  two  features  usually  develop  within  a 
week,  occasionally  longer,  after  onset  of  the 
infectious  picture  or  exanthem.  The  neuro- 
logic picture  of  meningitis  or  encephalitis 
may  occasionally  be  the  first  indication  of 
the  illness,  preceding  other  features.  Myeli- 
tis, polyradiculitis  and  neuritis  manifesta- 
tions are  usually  (although  there  are  excep- 


tions) later  manifestations,  often  appearing 
in  second  or  third  weeks  of  illness. 

Spinal  fluid  changes  are  present  in  many 
but  not  all  cases.  An  elevated  cell  count  is 
the  most  common  finding.  This  is  often 
20-100  per  cu.  mm.,  though  occasionally  it 
may  rise  to  several  hundred.  Lymphocytes 
and  monocytic  forms  are  common,  though 
in  some  infections  neutrophilic  cells  may  be 
prominent  in  the  early  course  of  the  disease. 
The  cell  count  does  not  correlate  with  the 
severity  of  the  neurologic  disease  nor  does 
it  have  any  prognostic  value. 

Spinal  fluid  pressure  is  not  usually  elevat- 
ed except  with  intense  cerebral  involvement 
and  edema.  Rarely,  thrombosis  of  major 
cerebral  venous  channels  (namely,  superior 
longitudinal  sinus)  may  occur  to  result  in 
elevated  intracranial  pressure. 

Spinal  fluid  protein  may  rise  somewhat 
and  slowly  with  the  evolution  of  the  disease. 
After  the  first  week  one  may  expect  half 
the  neurologic  cases  to  disclose  a protein 
estimation  of  50-100  mg.  per  100  ml.  Spinal 
fluid  glucose  and  chlorides  are  usually  not 
disturbed  by  viral  infections. 

The  basic  “cause”  of  nervous  system  in- 
volvement in  general  virus  infections  is  not 
well  understood  as  yet.  There  are  reasons 
to  question  whether  there  is  simply  a viral 
invasion  of  the  nervous  system.  The  demy- 
elinization  patterns  suggest  a secondary  al- 
lergic or  “toxic”  effect.3  Some  have  postu- 
lated that  the  general  infection  serves  only 
to  light  up  dormant  or  latent  viral  patho- 
gens previously  entrenched  in  the  nervous 
system. 

Causes  of  death  include  one  or  more  of  the 
following: 

Status  epilepticus 
Respiratory  paralysis 

Chest  and  diaphragm  muscles 
IX  and  X cranial  nerves 
Bulbar  vital  centers 
Hyperthermia 
Pulmonary  edema 
Cerebral  edema 

Mumps 

Mumps  may  cause  an  inflammatory  re- 
action in  salivary  glands,  pancreas,  adult 
gonads  and  breast-glands.  It  is  especially 
common  in  winter  and  spring  months.  A 
prior  mumps  infection  confers  a durable  im- 
munity in  96  per  cent  of  cases. 
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Mumps  may  account  for  at  least  10  per 
cent  of  all  cases  of  “sterile”  acute  meningitis 
of  obscure  etiology.1  Parotitis  does  not  ap- 
pear in  40  per  cent  of  cases  and  determina- 
tion of  etiology  may  require  examination  of 
serum  antibodies.2  At  least  50  per  cent  of 
patients  with  mumps  will  demonstrate  in- 
creased spinal  fluid  cell  count  or  electro- 
encephalographic  (EEG)  changes  during  the 
illness.3  Only  10  per  cent,  however,  usually 
reveal  clinical  signs,  otherwise,  of  menin- 
gitis.4 Males  are  more  affected  with  neuro- 
logic symptoms  in  mumps  than  females,  3 :1.4 

Meningitis  is  the  most  common  neurologic 
manifestation  of  mumps.  It  is  usually  of 
short  duration  and  benign.  Less  common 
are  meningo-encephalitis . myelitis,  polyra- 
diculitis and  polyneuritis.5  Cranial  nerves 
(especially  II,  III,  VI,  VII,  and  VIII)  may 
be  involved ; deafness  is  not  a rare  residual. 

Encephalitis,  appearing  anywhere  from  6 
days  before  to  14  days  after  onset  of  paro- 
titis, may  be  mild  and  transient  with  acute 
brain  syndrome  (delirium)  and  somnolence 
as  chief  manifestations.  It  may  be  more 
severe,  with  focal  cerebral  deficit,  coma  and 
convulsions.  Occasionally  extrapyramidal 
(basal  ganglia)  phenomena  are  observed, 
such  as  rigidity  and  dyskinesia.6  Signs  of 
cerebellar  or  brainstem  lesions  appear  in 
some  cases.5  Encephalitic  involvement  car- 
ries the  risk  of  about  20  per  cent  mortality. 
Major  sequelae  may  remain  in  approximate- 
ly 30  per  cent  of  these  cases  (particularly 
plegias  and  ataxia). 

There  appears  to  be  no  relationship  be- 
tween the  severity  of  the  general  disease  and 
the  cerebral  involvement. 

Acute  pathosis  consists  of  perivenous  and 
pericapillary  lymphocytic  infiltration  and 
hemorrhage  with  perivenous  demyeliniza- 
tion.5 

Myelitis  may  occur  alone  or  merge  with 
encephalitis.  Transverse  cord  lesions  (com- 
monly thoracic)  and  ascending  forms  oc- 
cur. Paralysis  is  prominent  and  rarely  may 
ascend  to  bulbar  levels.  The  clinical  picture 
may  be  readily  confused  with  poliomyelitis7 
although  sensory  and  pyramidal  tract  find- 
ings may  aid  in  differentiation. 

Polyradiculitis  and  polyneuritis  may  be 
clinically  discernible  as  such  or  may  be  ex- 
tensive (with  lower  motor  neurone  paraly- 
sis) to  be  indistinguishable  from  some  forms 
of  myelitis.  Of  course,  myelo-radiculo-neu- 


ritis  may  occur  also.  Guillain-Barre'-clin- 
ical  pictures  are  seen  occasionally.  Mono- 
neuritis has  also  been  described,  more  often 
involving  nerves  arising  from  the  brachial 
plexus. 

A spinal  fluid  cell  count  of  100-800  cells, 
predominantly  lymphocytes,  is  often  found 
with  mumps  involvement. 

The  neurologic  picture  usually  lasts  4-12 
days.  At  least  two-thirds  of  patients  with 
involvement  of  cerebrum,  cord,  root  and 
nerve  recover  without  residuals. 

Infectious  Mononucleosis 

This  general  infectious  disease  features  a 
clinical  picture  of  d 

Fever 

Pharyngitis 
Lymphadenopathy 
Splenomegaly 
Eyelid  edema 

Icterus  (in  890  or  rash  occasionally 
Early  leukopenia;  then  a mononuclcocytosis 
Heterophile  titres;  rise  on  serial  examinations. 
Return  to  “negative”  in  2-12  weeks. 2 

The  above  clues  may  or  may  not  be  pres- 
ent as  the  neurologic  picture  evolves.  They 
may  appear  later  or  occasionally  not  at  all 
(except  for  laboratory  data).3  Typical  on- 
set of  neurologic  symptoms  occurs  between 
first  and  third  weeks  of  illness. 

Neurologic  manifestations  appear  in  about 
1 per  cent  of  cases,  and  in  this  group  the 
mortality  (commonly  due  to  respiratory 
paralysis)  may  be  around  10  per  cent.4-5 
Males  are  more  often  affected.  The  follow- 
ing syndromes,  occasionally  two  or  more 
merging,  may  be  seen  d>  6- 7>  8' 9- 10> 11 

Meningitis;  most  common 

Encephalitis 

Cranial  nerve  neuritis 

Myelitis 

Polyneuritis  (the  myelo-radiculo-neuritis  syn- 
drome of  Guillain-Barre'  is  not  a rarity)12 
Mononeuritis 

Encephalitis  may  be  characterized  by  a 
transient  delirium  or  a convulsion  or  two. 
It  may  be  more  grave  with  recurrent  con- 
vulsions, coma  or  focal  cerebral  deficit 
(that  is,  hemiplegia).  Cerebellar  involve- 
ment may  be  prominent.  Respiratory  par- 
alysis and  cranial  nerve  signs  may  occur. 
Optic  neuritis  III,  VI,  VII  or  XI  nerve 
paresis  appear  in  some  cases.  EEG  tracings 
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commonly  reveal  progress  and  recovery  of 
encephalitic  involvement. 

Myelitis  commonly  merges  with  poly- 
radiculitis to  produce  the  Guillain-Barre' 
syndrome  (with  elevated  spinal  fluid  protein 
and  a less  elevated  cell  count).  Transverse 
myelitis  and  ascending  myelitis  (with  bulbar 
involvement)  are  also  described. 

Mononeuritis  in  these  cases  involves  chief- 
ly nerves  derived  from  the  brachial  plexus. 

Spinal  fluid  examination  characteristical- 
ly discloses  an  elevated  count  of  mononuclear 
cells.  Occasionally  the  cell  count  is  very 
low  or  normal,  despite  an  outstanding  neuro- 
logic presentation! 

The  general  picture  may  mimic  poliomy- 
elitis and  should  be  considered  in  the  differ- 
ential diagnosis  of  this  condition. 

Residuals  are  not  common.  Epilepsy  may 
occasionally  arise  from  encephalitis  of  this 
source.13 

Measles  (Rubeola) 

Measles  is  believed  to  have  an  incidence 
of  neurologic  manifestations  which  may 
range  between  5:1000  to  1:10,000  depend- 
ing on  a number  of  factors.  Most  of  these 
are  encephalitis  or  encephalomyelitis.  Males 
are  affected  more.  The  mortality  ranges 
from  10-20  per  cent,1-2  greater  in  female 
children  and  those  under  age  5. 3 Myelitis 
or  polyradiculitis  occur  in  a small  per  cent 
of  cases.  The  average  period  between  onset 
of  rash  and  appearance  of  neurologic  symp- 
toms varies  between  5 days  in  encephalitis 
to  9 days  in  polyradiculitis.  Spinal  fluid 
changes  are  variable  (often  a pleocytosis 
with  a slight  to  moderate  rise  in  protein 
later;  no  findings  in  one-third  of  patients) 
and  of  no  prognostic  significance. 

Encephalitis  usually  appears  1-7  days 
after  onset  of  rash.  Most  patients  are  ages 
5-10.  Onset  appears  with  convulsions  (fol- 
lowed by  coma)  or  with  a slow  lapse  into 
coma.  Hemiplegia,  ataxia,  involuntary 
movements,  cranial  nerve  (commonly  extra- 
ocular muscles  and  VII)  paresis  may  be  va- 
riously present.  Cerebral  edema  may  be  the 
only  neurologic  manifestation  in  some  cases.4 

Prolonged  coma,  many  convulsions  or  a 
protracted  neurologic  course  often  signify 
a grave  prognosis.  EEG  tracings  are  valu- 
able aids  in  diagnosis  and  prognosis.5- 6 
Spinal  fluid  findings  are  quite  variable  and 


without  correlation  to  severity  or  outcome  of 
illness. 

In  most  instances,  neurologic  symptoms 
clear  up  remarkably  and  promptly.5  Those 
with  rapid  recovery  (within  one  week)  are 
less  likely  to  have  residuals.  Mental  (emo- 
tional instability,  personality  problems) 
and  intellectual  disturbances  are  the  chief 
residuals  seen  in  children.7-8  Occasionally 
hyperkinesis,  tremor,  hemiplegia,  or  convul- 
sive disorder  persist. 

Myelitis  is  commonly  transverse,  occa- 
sionally ascending.  Polyradiculitis  discloses 
more  motor  loss  than  sensory.  It  often 
merges  with  myelitis  and  may  be  accompa- 
nied by  bulbar  and  cranial  nerve  (common- 
ly extra-ocular  muscle  and  VII  nerve)  in- 
volvement. A number  of  cases  appear  re- 
markably similar  to  the  Guillain-Barre'  syn- 
drome.8 

The  basic  pathologic  changes  in  measles 
neurologic  involvement  consists  of  cellular 
infiltration  and  demyelinization  of  perivas- 
cular (particularly  perivenous)  distribution. 

Chickenpox  (Varicella) 

Neurologic  manifestations  of  chickenpox 
appear  to  be  in  the  approximate  incidence  of 
1 ^OOO.1  These  may  appear  four  days  be- 
fore the  exanthem  up  to  21  days  after  its 
onset  (3-8th  posteruptive  day  is  most  com- 
mon). Encephalitis  predominates.  A few 
cases  of  polyradiculitis  and  myelitis  are  re- 
ported. 

Males  are  more  commonly  affected. 

In  general,  these  neurologic  features  ap- 
pear much  like  those  of  measles.  Mortality 
rate  is  less  (under  10%  ).2  Cerebellar  ataxia 
is  a more  common  clinical  feature.  At  least 
seventy-five  per  cent  of  patients  recover 
without  sequelae.  Again,  coma,  many  con- 
vulsions, and  a protracted  neurologic  course 
are  unfavorable  prognostic  signs. 

ACTH  or  adrenal  corticosteroid  treatment 
appears  contraindicated  in  chickenpox. 

In  the  immune  individual  (usually  adult), 
chickenpox  virus  may  cause  herpes  zoster. 
This  infection  represents  another  manifesta- 
tion of  the  chickenpox  virus.3-4  It  may  be 
due  to  a re-invasion  of  the  virus  in  an  other- 
wise immune  (usually  adult)  host.  (The 
condition  is  not  rare  among  children,  how- 
ever, and  cases  of  combined  chickenpox- 
herpes  zoster  have  been  recorded.4®)  It  may 
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arise  from  stimulus  to  activity  of  a virus 
dormant  in  the  nervous  system.  Occasional- 
ly there  appears  to  be  some  activating  fac- 
tor such  as  local  trauma  or  disease  or  some 
general  disease  (leukemia,  Hodgkins’  dis- 
ease) which  may  alter  immunologic  re- 
actions.5 The  disease  process  usually  ap- 
pears to  remain  localized  in  dorsal  (sensory) 
root  ganglia  or  the  trigeminal  (Gasserian) 
ganglion.  However,  it  occasionally  bursts 
from  these  traditional  confines  to  involve 
other  sensory  ganglia,  motor  roots,  spinal 
cord  and  brain.  The  following  approximate 
frequency  of  peripheral  involvement  oc- 
curs :4’ 6 

Dorsal  (thoracic)  55%  (V  dorsal  most  common) 
V cranial  20%  (ophthalmic  division,  18%) 
Lumbar  12% 

Cervical  9% 

Sacral  2% 

VII  cranial  1%  (geniculate  ganglion) 

Skin  eruption  (rash  vesicles),  pain,  burn- 
ing and  itching  occur  in  one  or  two  sensory 
root  zones.  (Rarely  this  may  be  wide- 
spread, in  so-called  herpes  zoster  general- 
isatus). Systemic  symptoms  of  infectious 
disease  may  appear.  In  most  cases,  this 
comprises  the  acute  picture  which  clears 
progressively  in  7-14  days.  With  ophthal- 
mic involvement,  however,  corneal  ulcera- 
tion and  scarring  may  occur.  In  the  older 
patient,  post-herpetic  neuralgia  may  remain, 
accompanied  by  chronic  pain  in  the  nerve 
distribution  involved. 

Ganglion  involvement  of  the  geniculate  is 
commonly  accompanied  by  a “Bell’s  palsy” 
type  of  facial  paralysis. 

Other  cranial  nerve  palsies  may  rarely  ac- 
company herpes  zoster,  including  paralysis 
of  extra-ocular  muscle,  pupillary  abnormali- 
ties, hearing  loss,  dysphagia  and  dysarthria. 
Involvement  may  even  cross  the  midline.7 

Localized  motor  loss  (flaccid  weakness, 
atrophy)  may  appear  in  approximately  the 
same  segmental  distribution  as  the  rash  and 
vesicles,  speaking  for  more  extensive  in- 
volvement of  nerve  root  or  even  spinal  cord 
(anterior  horn  cells).8 -9 -10 

Ascending  and  transverse  myelitic  pat- 
terns and  the  Guillain-Barre'  syndrome 
(myelo-radiculo-neuritis)  have  been  de- 
scribed, occasionally  occuring  as  an  after- 
math  of  acute  herpetic  illness.11’ 12  How- 
ever, the  question  has  been  raised  whether 
the  virus  of  herpes  zoster  may  not  manifest 


itself  secondarily  in  these  instances.  Syn- 
dromes of  acute  demyelinization  have  also 
followed  herpes  zoster.13 

Various  syndromes  of  encephalitis  and 
encephalomyelitis  may  o C'C  u r,  rarely.12’ 14 
Some  of  these  are  diffuse,  others  disclose 
focal  features  which  suggest  a vascular 
(infarction)  syndrome.  Some  investigators 
believe  that  a vasculitis  occurs  in  these  lat- 
ter cases.15 

Enterovirus 

Besides  the  virus  of  poliomyelitis,  two 
other  general  groups  of  viruses  are  found  in 
the  human  gastrointestinal  tract,  Coxsackie 
and  ECHO  viruses.  The  natural  history  of 
their  lives,  ways,  pathogenicity,  and  rela- 
tionship to  the  human  host  awaits  clarifica- 
tion. 

A definite  incidence  of  what  was  once  di- 
agnosed “non-paralytic  poliomyelitis”  and 
“aseptic  meningitis”  is  accounted  for  by 
these  groups.1 

Coxsackie  virus,  prevalent  during  summer 
and  autumn  months,  appears  to  be  respon- 
sible for:2’3 

Herpangina  (Type  A virus) 

Exanthem  (Type  A virus) 

Rarely  paralysis  (myelitic) 

Epidemic  myalgia,  pleurodynia  (Type  B 
virus) 

Myocarditis-meningoencephalitis  of  infants 
(with  or  without  hepatitis)  (Type  B virus) 

Aseptic  meningitis 

Undifferentiated  febrile  illness  (“flu”) 
Gastro-enteritis 

Herpangina  usually  occurs  in  summer 
months.  Children  are  affected  with  febrile 
illness  and  “sore  throat.”  Six  to  twelve  dis- 
crete vesicles  and  ulcers  are  found  on 
fauces,  palate  and  uvula.  Approximately 
five  per  cent  of  children  will  have  convul- 
sions with  this  (although  these  may  be  of 
hyperpyrexic  origin  and  not  specifically  re- 
lated to  this  infection).2 

Epidemic  myalgia  (also  called  Bornholm’s 
disease  or  pleurodynia)  is  an  acute  infec- 
tious disease  characterized  by  marked  head- 
ache, chest,  abdominal  and  muscle  pain. 

The  incidence  of  paralysis  (myelitic)  is 
not  great  nor  accurately  determined  as  yet. 
However,  definite  reports  of  cases  simulat- 
ing poliomyelitis,  are  documented.2’ 3>  4>  5 

Encephalitis,  of  small  incidence,  is  also  re- 
corded.3- 6 A particular  form  of  encephalitis 
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appears  in  newborns  of  mothers  infected 
with  the  virus.2’7’8  Myocarditis  or  hepatitis 
may  accompany  and  the  condition  carries  a 
high  mortality.  Some  cases  of  cerebral 
edema  (“intracranial  hypertension,”  pseudo- 
tumor cerebri)  may  be  due  to  Coxsackie  in- 
fection.9 

ECHO  virus,  prevalent  during  the  sum- 
mer and  autumn  seasons,  may  cause  one 
or  several  of  the  following  infectious  syn- 
dromes :10 

Aseptic  meningitis 

Myocarditis,  pericarditis 

Myelitis 

Encephalitis 

Febrile  exanthem 

Undifferentiated  febrile  illness  (“flu”) 

Gastro-enteritis 

Pleurodynia 

Children  are  commonly  affected.  The 
course  is  usually  benign  and  brief.  Infec- 
tious features  may  not  be  prominent.  En- 
cephalitis and  myelitis  are  of  low  incidence 
and,  with  rare  exception,  not  severe.  ECHO 
virus  “type  9”  appears  particularly  to  have 
neurotropic  features.3- 11 

German  Measles  (Rubella) 

Meningo-encephalitis  may  appear  1-6  days 
after  onset  of  rash.  Its  incidence  may  be 
approximately  1 :6000.  A 20  per  cent  mor- 
tality is  recorded,  common  within  72  hours 
after  onset  of  neurologic  symptoms.  Males 
and  females  are  similarly  affected  although 
females  have  a higher  mortality.1’2’3  Coma, 
convulsion  and  extensor  great  toe  responses 
are  common  in  this  group.  Less  than  10 
per  cent  become  hemiplegic.  Myelitis  and 
polyradiculitis  appear  rarely.  An  occasional 
case  may  incur  diffuse  involvement  of  cere- 
brum, brainstem  and  cord.4 

Maternal  infection  during  the  first  5 
weeks  of  pregnancy  leads  to  at  least  10 
per  cent  incidence  of  fetal  malformation  in 
those  carried  to  term  and  born  alive.  These 
defects  commonly  include  microcephaly, 
mental  retardation,  perception  deafness, 
cataracts,  and  patent  ductus  arteriosus.2- 5 
This  risk  decreases  after  the  fifth  week  of 
gestation  and  disappears  after  the  thirteenth 
week. 

Cat  Scratch  Disease 

Usually  manifesting  a benign,  local  infec- 
tion, this  virus  occasionally  produces  en- 
cephalitis. Less  common  are  myelitis  and 


polyradiculitis .x  Its  incidence  is  not  known 
because  many  cases  are  minor,  uncomplicat- 
ed and  do  not  come  to  medical  attention. 
Children  are  commonly  affected.  A cat 
scratch  or  bite  usually  serves  as  the  innocu- 
lation.  Occasionally  other  trauma  is  at  fault 
but  contemporary  exposure  to  cats  can  usual- 
ly be  elicited.  Occasionally,  intradermal  skin 
test  or  serologic  diagnosis  is  necessary.2 

An  indolent  primary  skin  lesion  appears 
and  in  1-3  weeks,  regional  lymphadenopathy 
develops.  Over  several  to  many  weeks  this 
may  recede  or  suppurate  with  sterile  pus. 
Ocular  involvement  may  occur  as  conjunc- 
tivitis with  preauricular  lymph  node  enlarge- 
ment. 

Neurologic  manifestations  appear  within 
6 weeks  of  the  onset,  usually  7-38  days  after 
onset  of  the  primary  lesion.3  Coma,  convul- 
sions, muscular  weakness,  extensor  great 
toe  responses,  meningism,  t r e m o r s and 
ataxia  are  commonly  described.  The  neuro- 
logic features  may  linger  2-18  days  and  are 
usually  without  residuals.  In  approximate- 
ly half  these  cases,  spinal  fluid  cell  count  is 
elevated  (rarely  over  100  cells  per  cubic 
mm.).  In  20  per  cent,  the  spinal  fluid  pro- 
tein is  above  50  mg.  per  100  ml. 

Influenza 

A common  illness,  influenza  has  occurred 
in  epidemics  long  known  to  mankind.  At 
present  there  are  recognized  3 groups  of 
viruses:  A,  B,  and  C. 

Recent  interest  in  the  pandemic  of  Asian 
influenza  in  1957  brought  forth  a number 
of  reports  of  neurologic  manifestations  of 
that  disease.  Asian  influenza  virus  is  a 
variant  of  influenza  A virus. 

Considering  the  extent  of  the  pandemic 
of  1957,  the  incidence  of  neurologic  cases  is 
small.  The  virus  does  not  appear  highly 
neurotropic. 

Children  and  young  adults  are  most  af- 
fected with  neurologic  manifestations.  En- 
cephalitis appears  usually  on  the  4-10th  day 
after  onset  of  symptoms.1’2  Coma,  convul- 
sions, extensor  plantar  responses  or  mental 
confusion  may  be  prominent.  Cerebral 
edema,  cerebellar  ataxia,  or  abnormal  move- 
ments are  outstanding  in  some  cases.3- 4 
EEG  abnormalities  may  be  serially  followed 
in  the  course  of  the  disease  particularly  in 
more  severe  cases.  Spinal  fluid  findings 
may  be  the  usual  ones  found  in  encephalitis 
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although  no  changes  are  reported  in  a num- 
ber of  cases. 

Myelitis,  polyradiculitis,  Guillain-Barre' 
syndrome  and  peripheral  neuritis  have  also 
appeared  occasionally.5  A well  defined  pic- 
ture of  the  incidence  or  nature  of  neurologic- 
involvement  is  not  available  as  yet.  Cases 
are  insufficient  in  number  and  in  many  the 
etiologic  agent  is  not  proven  by  virus 
studies. 

“Primary  Atypical  Pneumonia” 

(Viral  Pneumonia) 

It  has  not  been  determined  whether  “pri- 
mary atypical  pneumonia”  may  be  caused 
by  a specific  virus  (or  group  of  viruses)  or 
whether  it  may  be  a nonspecific  response  to 
a variety  of  pneumotropic  viruses,  including 
several  others  described  in  this  chapter. 
Nevertheless,  with  this  clinico-anatomical 
syndrome,  a small  incidence  of  meningo- 
encephalitis occurs;  1 :1000  or  less.  Myelitis, 
polyneuritis,  Guillain-Barre'  syndrome  and 
cranial  nerve  pareses  are  less  common.  Mor- 
tality may  be  as  high  as  30  per  cent.  Neuro- 
logic features  may  appear  as  early  as  the 
third  day,  as  late  as  30  days  from  beginning 
of  the  respiratory  illness.  Small,  focal  hem- 
orrhages, perivascular  cellular  reaction,  and 
demyelinization  appear  as  with  other  viral 
diseases.1 

Psittacosis  (Ornithosis) 

This  disease  is  contracted  from  birds  or 
other  humans  infected.  The  clinical  picture 
resembles  influenza  or  typhoid  fever  with 
atypical  pneumonitis.  Virus  and  serologic 
studies  may  be  necessary  to  determine  eti- 
ology. Encephalitis  or  meningoencephalitis 
are  most  common  of  the  neurologic  manifes- 
tations. Lethargy,  acute  brain  syndrome 
(delirium),  focal  cerebral  deficits,  ataxia, 
and  abnormal  movements  are  described.1 

Exanthem  Subitum  (Roseola  Infantum) 

Most  children  incur  this  infection  between 
6 months  and  3 years  of  age,  most  common- 
ly before  the  age  of  two  years.  It  may  be 
fleeting  and  subtle,  thus  unrecognized.  One 
author  reports  a 12  per  cent  incidence  of  neu- 
rologic manifestations,1  but  in  general,  they 
are  considered  rare.2  A high  incidence  of 
convulsions  (at  least  one  convulsion  in  40 
per  cent  of  patients!)  occurs  but  a number 
of  these  may  be  due  primarily  to  hyper- 
pyrexia.3 

Temperature  may  rise  abruptly  to  104°- 


105°  F.,  falling  by  crisis  after  3-4  days  with 
appearance  of  rash  during  defervescence. 

Meningoencephalitis  may  be  manifested 
by  convulsions,  coma,  hemiplegia.  Residu- 
als may  follow,  including  paralysis,  convul- 
sive disorder,  and  mental  retardation.3- 4 
Bulging  fontanells  may  be  the  only  acute 
neurologic  manifestation  in  some  instances.5 

Viral  Hepatitis 

These  cases  are  to  be  distinguished  from 
advanced  or  fulminant  hepatitis  with  hepatic 
failure  wherein  neurologic  phenomena  are 
due  to  biochemical  disturbances  rather  than 
viral  causes. 

Neurologic  manifestations  may  appear 
even  in  the  preicteric  stage.  Most  common 
is  meningoencephalitis  with  focal  cerebral 
deficits,  coma,  acute  brain  syndrome  (de- 
lirium), cranial  nerve  pareses,  or  convul- 
sions. Spinal  fluid  may  disclose  a cellular  in- 
crease or  it  may  not.1  A gross  correlation 
of  general  clinical  data  with  EEG  abnorm- 
alities exists. 

Myelitis,  Guillain-Barre'  myeloradiculitis, 
poliomyelitis-like  syndromes  and  polyneu- 
ritis2 are  also  reported  in  a small  but  definite 
incidence. 

Smallpox  (Variola) 

Neurologic  manifestations  of  smallpox 
are  not  common.  Encephalitic,  myelitic  and 
combined  involvements,  appearing  between 
eighth  and  fifteenth  day  of  the  disease,  are 
described.  Organic  mental  changes,  ataxia, 
flaccid  paralyses  of  limbs,  ascending  myel- 
itis, or  bulbar  paralysis  may  occur.1 

Neurologic  features  are  not  related  to  the 
severity  of  the  disease.  Secondary  (strepto- 
coccal, staphylococcal)  infections  may  occur 
with  ultimate  neurologic  involvement.  Of 
140  patients  dying  of  smallpox,  23  disclosed 
also  outstanding  neurologic  syndromes.2 
However  11  of  these  were  over  age  60  and 
cerebral  vascular  syndromes  appeared  com- 
mon to  this  group.  Of  those  12  under  age 
60,  syndromes  were  described  mostly  as  en- 
cephalitis, meningitis  and  a few  of  “cerebral 
thrombosis.” 

Motor  phenomena  of  flaccid  or  spastic 
weakness  and  ataxia  appear  in  the  smallpox 
group,  with  various  syndromes  of  paralysis, 
paraplegia,  cerebellar  tract  loss,  anarthria  or 
dysarthria  (due  to  lower  cranial  nerve  or 
nuclear  involvement).  Trismus  has  been  de- 
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scribed  as  one  feature  which  may  be  promi- 
nent.2- 3 

Pathologic  studies  indicate  acute  perivas- 
cular demyelinization  similar  to  that  seen 
with  other  exanthematous  viral  diseases. 

Lymphogranuloma  Venereum 

This  viral  disease  is  usually  transmitted 
as  a venereal  disease.  Granulomatous  lesions 
are  prominent  in  inguinal  lymph  nodes,  geni- 
talia, and  ano-rectal  sites.  Following  the 
primary  reaction  of  a local  lesion  there  sub- 
sequently develops  more  generalized  infec- 
tion, characterized  by  lymphadenopathv 
principally  near  the  primary  lesion  along 
with  a variable  degree  of  constitutional 
symptoms  including  rash,  bronchitis,  hepato- 
splenomegaly.  At  this  time,  menigitis  and 
meningoencephalitis  rarely  may  occur.1  Di- 
agnosis may  be  established  by  the  intra- 
dermal  Frei  test  or  by  isolating  the  virus 
from  granulomatous  lesions  or  the  spinal 
fluid.  Rising  complement  - fixation  titres 
are  also  useful. 

Herpes  Simplex 

This  virus  provides  a common  infection 
of  skin  and  mucous  membranes.  The  usual 
manifestations  are  those  of  the  simple  her- 
petic lesion  on  the  lip  or  face.  Less  com- 
monly there  may  occur  also  acute  herpetic 
gingivostomatitis,  vulvovaginitis,  eczema, 
and  keratoconjunctivitis.  In  infants  par- 
ticularly, these  may  be  serious  infections. 
Meningitis  and  meningoencephalitis  are  the 
most  frequent  neurologic  manifestations.  It 
is  estimated  that  five  to  seven  per  cent  of 
cases  of  aseptic  meningitis  are  of  this  or- 
igin.1-2-3 The  encephalitis  may  be  fatal 
and  severe  residuals  are  common.4  Patchy 
cortical  necrosis,  cerebral  edema,  and  lym- 
phocytic perivascular  infiltration  are  de- 
scribed.4- 5 

Dengue  Fever 

The  neurologic  (clinical  and  pathologic) 
manifestations  of  dengue  fever  have  had 
scant  up-to-date  scrutiny  and  appear  incon- 
stant and  variable.  They  include  the  usual 
variety  of  nonspecific,  neurologic-like  symp- 
toms of  any  severe,  acute  infectious  disease 
(particularly  headache,  retro-ocular  and 
muscular  pain).  The  clinical  picture  has 
been  described  as  “five  days  ill  and  five 
weeks  out  of  sorts.”1 

Neurologic  features  may  arise  secondarily 
from  hyperpyrexia  (especially  in  infants), 


purpura,  pulmonary  edema,  myocarditis 
with  cardiac  failure,  severe  hematemesis, 
persistent  vomiting,  nephritis  and  uremia. 

In  recent  decades  the  following  have  been 
reported  as  neurologic  syndromes  observed 
with  dengue  fever:2 

Meningitis,  meningeal  syndromes  (meningism) 
Encephalitis  (convulsions  common,  especially  in 
infants,  children) 

Acute  brain  syndrome  (confusional,  delirious 
state) 

“Post-febrile”  neuralgia 
Cerebellar  ataxia 
Paralysis  of  accommodation 
Parkinsonism 

Landry’s  ascending  paralysis 
Peripheral  nerve  palsies  (isolated,  single  or 
multiple) 

Cranial  nerve  palsy 

The  latter  three  neurologic  syndromes 
may  appear  1-4  weeks  after  the  acute  ill- 
ness. 

Spinal  fluid  changes  appear  inconstant  in 
sporadic  reports.  One  interesting  paper  re- 
ports the  apparent  considerable  therapeutic 
value  of  spinal  puncture  in  cases  of  dengue 
fever.3 

Yellow  Fever 

The  basic  neuropathologic  lesion  of  yellow 
fever  consists  of  small  perivascular  hemor- 
rhages.1 With  rare  exceptions  (and  these 
principally  in  terminal  infections),  clinical 
neurologic  involvement  is  minimal  and 
residuals  most  uncommon.  The  principal 
site  of  involvement  in  yellow  fever  is  the 
liver,  followed  by  kidney  and  heart.2  The 
intense  hepatitis  and  lower  nephron  nephro- 
sis (at  times  with  uremia)  lead  to  hemor- 
rhagic diathesis  which  may  in  turn  lead  to 
the  small  cerebral  hemorrhages.3  Cardio- 
vascular collapse  and  severe  hypotension 
may  be  factors  in  producing  cerebral  syn- 
dromes also.4 

The  subthalamic  and  periventricular  re- 
gions (mammilary  bodies  and  optic  thala- 
mus) are  common  sites  of  cerebral  involve- 
ment. (The  anatomic  similarity  to  Wer- 
nicke’s encephalopathy  has  been  noted).  The 
temporal  pole  and  cerebellum  may  also  con- 
tain these  hemorrhages. 

There  is  no  definite  evidence  of  natural 
neurotropism  of  the  yellow  fever  virus  for 
man.  However,  methods  have  been  devised 
for  making  the  virus  neurotropic  in  experi- 
mental animals.6 


406 


Nebraska  S.  M.  J. 


Cytomegalic  Inclusion  Disease 

This  infection,  also  called  “generalized 
salivary  gland  virus  infection,”  is  found  in 
stillborn  infants  with  regular,  though  small, 
incidence.  It  may  be  clinically  evident  at 
birth  of  a viable  infant  or  appear  later  dur- 
ing infancy.1  Infection  appears  to  be 
transmitted  from  mother  (intra-uterine)  to 
child  before  birth  in  many  cases.2  The  con- 
dition is  often  fatal. 

The  complete  picture  of  infantile,  general- 
ized cytomegalic  inclusion  disease  discloses:3 

Birth  weight  under  2500  grams 
Thrombocytopenia,  erythroblastosis,  purpura, 
hemolytic  anemia 
Icterus 

Hepatosplenomegaly 
20%  have  cerebral  involvement4 
Convulsions 
Cyanosis 

Apathy,  lethargy,  failure  to  develop  mentally 
Paresis,  paralysis 

Microgyria,  micrencephaly,  hydrocephal- 
us, localized  and  generalized  cerebral  atro- 
phy are  seen  in  the  brains  of  these  infants.5 
One  characteristic  finding,  occasionally  con- 
fused with  toxoplasmosis,  is  X-ray  evidence 
of  periventricular  calcification.  This  is 
present  in  only  some  cases.  The  ventricles 
may  be  rather  well  outlined  by  mineral  de- 
posit.6 

Microscopically,  diffuse  visceral  involve- 
ment is  seen  (with  greatest  frequency  and 
abundance  in  kidney,  lung,  liver  and  paro- 
tid gland)  with  the  characteristic  large  epi- 


thelial-like cells  bearing  a solitary  intra- 
nuclear and  many  small  cytoplasmic  inclu- 
sions. (Microscopic  examination  of  urinary 
sediment  or  gastric  washings  may  reveal 
these  diagnostic  cells  to  assist  in  diagnosis). 
Parenchymal  cells  assume  these  changes  as 
does  vascular  endothelium  in  multifocal 
sites.  Perivascular  lymphocytic  infiltration 
also  occurs  with  generalized  inflammatory 
and  necrotic  changes  at  these  sites. 

Adult  cases  of  cytomegalic  inclusion  dis- 
ease usually  appear  with  states  of  altered 
immunity  (disease  of  reticulo-endothelial, 
hemopoietic  or  lymphatic  system,  cortisone 
therapy,  terminal  states).  It  comprises  a 
pathologic  rather  than  a clinical  diagnosis. 
The  nervous  system  is  not  affected.7 

Colorado  Tick  Fever 

This  usually  benign  infectious  disease 
runs  a course  in  3-5  days  ordinarily.  It  is 
disseminated  by  wood  ticks  in  the  moun- 
tainous regions  of  the  western  United  States 
in  April  through  mid- July.  Leukopenia  and 
a maculopapular  rash  which  spares  palms 
and  soles  assist  in  its  clinical  recognition.  A 
small  incidence  of  usually  benign  clinical 
meningitis  and  encephalitis  is  described,  the 
latter  manifested  by  stupor,  delirium  or  con- 
vulsions.1 Children  are  more  apt  to  demon- 
strate neurologic  involvement. 

Due  to  the  extensive  list  of  references  with 
this  paper,  bibliographic  data  will  not  be  published 
with  the  article,  but  will  be  available  from  the 
author. 


“Borderline  hypothyroidism,  undiagnosed  and  unsuspected,  af- 
flicts an  estimated  15,000,000  persons  in  this  country  alone.  It  is 
mainly  a disease  of  adults.  Its  universal  penalty  is  some  degree 
of  loss  — in  energy,  productivity,  reproductivity  or  just  the  basic 
enjoyment  of  living.”  (Scheele:  An  Overlooked  Problem.  World- 
Wide  Abstract  5:  No.  2,  February,  1962). 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  7,  Chadron,  Elks  Club 
July  28,  North  Platte,  Senior  High  School 
Building 

August  4,  Broken  Bow,  Elks  Club 
August  18,  O’Neill,  High  School  Building 

UNIVERSITY  OF  COLORADO  SCHOOL 
OF  MEDICINE  — Fifth  Annual  Post- 
graduate Course  in  Pediatrics.  Clinical 
and  Research  Advances  in  Pediatrics  and 
Child  Guidance  Problems,  August  6-10, 
1962,  The  Stanley  Hotel,  Estes  Park, 
Colorado. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

XII  INTERNATIONAL  CONGRESS  OF 
DERMATOLOGY  — Washington,  D.C., 
September  9 to  15,  1962;  Shoreham  and 
Sheraton  Park  Hotels.  For  further  in- 
formation, write  Stephen  T.  Donohue,  Di- 
rector of  Public  Relations,  420  Lexington 
Avenue,  New  York  17,  N.Y. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 47th  scientific 
assembly;  Palmer  House,  Chicago,  Octo- 
ber 1-4,  1962. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Annual  Clinical  Congress  — October  15- 
19,  1962;  Atlantic  City,  New  Jersey.  Con- 
tact Dr.  William  E.  Adams,  Secretary, 
American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23;  Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 


Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

EIGHTH  ANNUAL  MEETING  OF  THE 
AMERICAN  RHINOLOGIC  SOCIETY— 
Will  be  held  at  the  Statler  Hilton  Hotel  in 
Los  Angeles,  November  1-2,  1962.  For 
further  information  w rite  American 
Rhinologic  Society,  530  Hawthorn  Place, 
Chicago  13,  Illinois. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 


PROCEEDINGS 
of  the 

BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 

May  1,  1962 

The  first  session  of  the  Board  of  Councilors  of 
the  Nebraska  State  Medical  Association  was  held 
in  the  Lancaster  Room  of  the  Hotel  Cornhusker, 
Lincoln,  Nebraska,  May  1,  1962. 

The  meeting  was  called  to  older  by  the  Chairman 
of  the  Board  of  Councilors,  Harold  Neu,  M.D. 

Members  present  were  Harold  Neu,  M.D.;  R.  E. 
Garlinghouse,  M.D. ; W.  W.  Waddell,  M.D.;  George 
Salter,  M D.;  R.  C.  Reeder,  M.D.;  C.  L.  Anderson, 
M.D.;  H.  V.  Nuss,  M.D.;  R.  S.  Wycoff,  M.D.;  L.  S. 
McNeill,  M.D.,  and  R.  J.  Morgan,  M.D.  Others 
present  were  Doctors  K.  S.  J.  Hohlen  and  J.  D. 
McCarthy. 

The  motion  was  made  and  seconded  to  accept  the 
minutes  of  the  midwinter  meeting  as  published  in 
the  April  issue  of  the  Journal.  Motion  earned. 

K.  S.  J.  Hohlen,  M.D.,  was  granted  permission 
of  the  floor  and  gave  an  oral  report  of  the  Council 
on  Professional  Ethics.  The  motion  was  made  to 
accept  this  report,  and  that  this  report  be  presented 
to  the  House  of  Delegates.  The  motion  was  second- 
ed and  carried. 

Nominations  were  called  for  one  member  of  the 
Board  of  Trustees,  the  term  of  J.  M.  Woodward, 
M.D.,  expiring  in  1962.  Dr.  Salter  moved  that  Dr. 
Woodward  be  reelected  to  the  Board  of  Trustees. 
The  motion  was  seconded  and  carried. 

Nominations  were  called  for  one  member  of  the 
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Medicolegal  Advice  Committee,  the  term  of  James 
F.  Kennedy,  M.D.,  expiring  in  1962.  Dr.  Garling- 
house  moved  that  Dr.  Kennedy  he  reelected  to  this 
committee.  The  motion  was  seconded,  and  carried. 

Nominations  were  called  for  one  member  of 
the  Council  on  Professional  Ethics,  the  term  of  G. 
E.  Peters,  M.D.,  expiring  in  1962.  Dr.  Nuss  moved 
that  Dr.  Peters  be  reelected  to  this  Council.  This 
was  seconded,  and  carried. 

There  being  no  unfinished  business,  Dr.  Neu 
called  for  new  business. 

Dr.  Neu  read  the  following  requests  for  Life 
Membership: 

H.  C.  Hansen,  M.D.,  Kearney  — Buffalo  County 

J.  C.  Hubenbecker,  M.D.,  North  Bend  — Dodge 
County 

Wm.  J.  McCrann,  M.D.,  Omaha  — Omaha-Doug- 
las  County 

Donal  H.  Morgan,  M.D.,  McCook  — Southwest 
Nebraska 

It  was  moved  by  Dr.  Nuss  that  these  Life  Mem- 
berships be  accepted.  The  motion  was  seconded, 
and  carried. 

Dr.  James  Kelly  was  then  granted  permission  of 
the  floor.  Dr.  Kelly  stated  that  he  thought  the 
Board  of  Councilors  and  the  House  of  Delegates 
should  consider  whether  or  not  the  legislative  com- 
mittee of  the  Association  should  present  a proposal 
to  the  State  Legislature  whereby  all  health  agen- 
cies operating  in  the  State  of  Nebraska  should  be 
registered  or  licensed  and  should  meet  certain  re- 
quirements. Dr.  Kelly  stated  that  he  thought  that 
a portion  of  the  money  collected  in  these  drives 
should  be  used  in  the  state.  After  discussion  re- 
garding this  matter,  Dr.  Garlinghouse  moved  that 
this  matter  be  referred  to  the  Planning  Committee 
for  their  action.  The  motion  was  seconded,  and 
carried. 

There  being  no  further  business  at  this  time, 
Dr.  Nuss  moved  that  the  meeting  adjourn  until 
9:00  a.m.,  Wednesday,  May  2,  1962.  Motion  was 
seconded,  and  carried. 

May  2,  1962 

The  second  session  of  the  Board  of  Councilors 
was  held  in  the  Lancaster  Room  of  the  Hotel 
Comhusker,  May  2,  1962. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Harold  Neu. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter,  R. 
C.  Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  R.  S.  Wy- 
coff,  L.  S.  McNeill,  Max  Raines,  and  R.  J.  Morgan. 

The  minutes  of  the  first  session  of  the  Board  of 
Councilors  were  read  by  the  Chairman.  The  motion 
was  made  and  seconded  to  approve  these  minutes. 
Motion  carried. 

Dr.  Neu  read  the  recommendations  of  the  Refer- 
ence Committee  No.  5 of  the  House  of  Delegates 
relative  to  the  crash  advertising  program  which 
had  been  proposed  by  the  Policy  Committee. 

Considerable  discussion  followed  regarding  the 
cost  of  this  program,  and  the  recommendations. 
It  was  the  concensus  of  the  Councilors  that  in  the 
No.  3 recommendation,  spot  commercials  on  TV 
should  also  be  bought.  Dr.  Garlinghouse  moved 
to  approve  these  recommendations  from  the  House 
of  Delegates,  but  to  include  TV  along  with  radio 


in  the  recommendation  No.  3.  This  motion  was 
seconded  and  carried. 

Dr.  R.  J.  Morgan  was  granted  permission  of  the 
floor.  Dr.  Morgan  read  r.he  following  resolution 
in  health  education  passed  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
June,  1960,  at  the  suggestion  of  the  Association’s 
Board  of  Trustees : 

“RESOLVED,,  that  the  American  Medical 
Association  reaffirm  its  longstanding  and 
fundamental  belief  that  health  education  should 
be  an  integral  and  basic  part  of  school  and  col- 
lege curriculums  and  that  state  and  local  med- 
ical societies  be  encouraged  to  work  with  the 
appropriate  health  and  education  officials  and 
agencies  in  their  communities  to  achieve  this 
end.” 

Dr.  Morgan  recommended  that  a special  commit- 
tee be  appointed  by  the  President  of  the  Nebraska 
State  Medical  Association  to  study  the  matters  of 
health  education  in  our  school  system. 

The  activities  of  this  committee  were  outlined 
as  follows: 

1.  Establish  a statewide  study  of  the  present 
curriculum  in  elementary  secondary  schools  and 
colleges  in  cooperation  with  key  educators. 

The  purpose  here  would  be  to  r-eview  course  con- 
tent to  determine  whether  or  not  there  is  a proper 
sequence  of  health  information  taught  from  the 
elementary  school  to  the  colleges.  In  addition,  it 
would  be  good  to  evaluate  the  effectiveness  of  the 
teaching  of  health  education  as  to  its  influence  on 
personal  and  community  health  practices.  A 
logical  development  from  this  study  would  be  to 
develop  a recommended  outline  for  a logical  se- 
quence in  a course  of  study  beginning  with  the 
elementary  grades  up  to  college. 

Since  advancements  in  medicine  are  now  so  rapid 
it  would  be  necessary  to  review  course  content 
periodically  in  order  to  make  sure  the  health  in- 
formation taught  is  kept  abreast  of  advancements 
made  in  the  field  of  health. 

2.  Stimulate  the  establishment  of  seif-evalua- 
tion studies  of  school  health  programs  in  communi- 
ties and  provide  consultation  services  for  such 
studies. 

These  studies  will  aid  in  the  development  of  a 
recommended  manual  or  outline  for  an  over-all 
school  health  program  covering  the  three  main 
areas  for  a school  health  program  and  these  are 
health  education,  health  seiwices  and  environmental 
health. 

3.  Explore  and  study  other  avenues  or  ways  and 
means  of  teaching  health  education  more  effectively 
in  schools  such  as  health  fair,  the  use  of  the  educa- 
tional channel  in  television,  the  proper  use  of  tape 
recordings,  etc. 

4.  Stimulate  the  development  of  postgraduate 
workshops  in  health  education  in  the  various  col- 
leges in  the  State  of  Nebraska  for  those  teachers 
who  have  the  responsibility  of  teaching  health 
education  in  order  to  assist  them  in  keeping  abreast 
of  new  advancements  in  the  field  of  health. 

5.  It  is  very  important  that  physicians  are  ap- 
pointed as  members  of  this  committee  on  the  basis 
of  their  interests  and  also  whether  or  not  they  are 
knowledgeable  in  matters  of  education. 

Following  discussion,  the  motion  was  made  that 
a special  committee  be  appointed  at  this  time,  and 
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that  the  House  of  Delegates  recommend  that  this 
be  made  a standing  committee.  This  motion  was 
seconded,  and  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  9:00  a.m.,  Thursday,  May  3,  1962. 

May  3,  1962 

The  third  session  of  the  Board  of  Councilors  was 
held  in  the  Lancaster  Room,  Hotel  Cornhusker, 
May  3,  1962. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Harold  Neu. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter,  C.  L. 
Anderson,  H.  V.  Nuss,  R.  S.  Wycoff,  L.  D.  Mc- 
Neill, and  R.  J.  Morgan. 

The  minutes  of  the  second  session  were  read  by 
the  Chairman.  The  motion  was  made  and  seconded 
that  these  minutes  stand  approved  as  read.  Mo- 
tion carried. 

The  use  of  oral  vaccine  for  Polio  was  discussed. 

Dr.  A.  A.  Ashby  was  granted  pel-mission  of  the 
floor,  and  discussed  the  action  taken  by  the  House 
of  Delegates  and  of  the  Board  of  Ti-ustees  relative 
to  the  proposed  advertising  campaign  against  the 
King-Anderson  Bill.  Dr.  Ashby  also  informed  the 
Board  of  Councilors  that  the  Board  of  Trustees 
had  recommended  a raise  of  dues  in  the  Nebraska 
State  Medical  Association  beginning  January,  1963, 
which  had  the  approval  of  the  House  of  Delegates 
and  now  needed  the  approval  of  the  Board  of  Coun- 
cilors. 

Discussion  followed  relative  to  the  status  of  the 
Association  regarding  income  tax  if  the  crash  cam- 
paign was  referred  to  as  an  “advertising”  cam- 
paign. It  was  the  consensus  of  the  members  pres- 
ent that  this  should  be  called  an  “educational”  cam- 
paign, rather  than  an  “Advertising”  campaign. 

Dr.  Morgan  moved  that  the  Board  of  Councilors 
approve  the  $10  per  year  raise  of  dues,  effective 
January,  1963,  and  the  motion  was  seconded,  and 
carried. 

The  motion  was  made  to  adjourn.  Motion  was 
seconded  and  carried. 

ROSTER  OF  HOUSE  OF  DELEGATES 


May  1,  2.  3.  1962 

ADAMS— 

C.  W.  Landgraf,  Jr..  Hastings  ID  I P P P 

G.  Paul  Charlton.  Hastings  (A)  

ANTELOPE — 

Dwaine  J.  Peetz.  Neligh  (D)  P P P 

F.  C.  McClanahan,  Neligh  (A)  

BOONE— 

William  J.  Reeder,  Cedar  Rapids  (D)  P 


Roy  James  Smith,  Albion  (A) 
BOX  BUTTE— 

W.  L.  Howell,  Hyannis  (D) 
F.  D.  Fitzgerald,  Alliance  (A) 


BUFFALO- 

H.  V.  Smith.  Kearney  (Dl  P P P 

F.  L.  Richards,  Kearney  (A)  

BURT— 

L.  Morrow,  Tekamah  (D)  P P 

I.  Lukens.  Tekamah  (A)  

BUTLER — 


W.  C.  Niehaus.  David  City  (Dl  

L.  J.  Ekeler,  David  City  (A)  

CASS— 

R.  R.  Andersen,  Nehawka  (D)  P P 

R.  F.  Brendel,  Plattsmouth  (Al  

FIVE  COUNTY  (CEDAR,  DIXON. 

DAKOTA.  THURSTON.  WAYKEi 

L.  T.  Gathman,  South  Sioux  City  (Dl  P P 

R.  E.  Bray,  Ponca  (A|  

Robert  Benthack,  Wayne  (D)  

R.  Matson,  Wayne  (A)  

R.  Billerbeck,  Randolph  (D)  

R.  Carroll,  Laurel  (A)  


CHEYENNE,  KIMBALL.  DEUEL — 

C.  B.  Dorwart,  Sidney  (Dl  P 

C.  J.  Cornelius,  Sidney  (A)  

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P P P 

COLFAX— 

H.  D Myers,  Schuyler  (Dl  

H.  L.  Fencl,  Schuyler  (A)  

CUMING— 

W.  D.  Hansen,  Wisner  

R.  H.  Scherer,  West  Point  (A)  

CUSTER— 

Theo.  Koefoot.  Jr.,  Broken  Bow  1D1 

Ralph  Blair,  Broken  Bow  (Al  

DAWSON— 

P.  B.  Olsson,  Lexington  (D)  

A.  W.  Anderson,  Lexington  (Al  

DODGE— 

Robert  M.  Sorenson.  Fremont  (Dl  _ 

J.  L.  Dyer,  North  Bend  (A) 

FILLMORE— 

A.  A.  Ashby,  Geneva  (Dl  P P 

C.  F.  Ashby,  Geneva  (Al  

FRANKLIN— 

W.  A.  Doering.  Franklin  (Dl  

C.  J.  Thomas,  Franklin  (Al  


FOUR  COUNTY— 

Otis  Miller,  Ord  (Dl  P P P 

Roy  Cram,  Burwell  (A)  

GAGE— 

C.  R.  Brott,  Beatrice  (D)  P P 


C.  T.  Frerichs,  Beatrice  (Al 
GARDEN,  KEITH,  PERKINS— 

Willard  Seng,  Oshkosh  (Dl 

D.  R.  Mamies,  Grant  (A)  — 
HALL — 


Warren  Bosley,  Grand  Island  (Dl  P P P 

Pierce  Closs,  Grand  Island  (A)  

HAMILTON— 

Houtz  Steenberg.  Aurora  ( D I P P P 

O.  M.  Troester,  Hampton  (A)  

HARLAN— 

H.  R.  Walker.  Alma  ID1  P P P 


K.  C.  McGrew,  Orleans  (Al  

HOLT  AND  NORTHWEST— 

HOWARD— 

J.  Y.  Racines.  Palmer  (Dl  

R.  W.  Hanisch,  St.  Paul  (A)  

JEFFERSON— 

K.  J.  Kenney.  Fairbury  (Dl  P P 

W.  P.  Yoachim,  Fairbury  (Al  

JOHNSON— 

John  C.  Schutz,  Tecumseh  < D 1 

Ralph  E.  Paul,  Sterling  (A) 

KNOX— 

W.  Wright,  Creighton  (D) 

R.  Tollefson,  Wausa  (A)  — 

LANCASTER  COUNTY— 

R.  J.  Stein,  Lincoln  (Dl  — 

D.  F.  Purvis,  Lincoln  (A) 

B.  F.  Wendt,  Lincoln  (Dl  _ 

Paul  Goetowski,  Lincoln  (Al 
M.  D.  Frazer,  Lincoln  <D| 

M.  P.  Brolsma,  Lincoln  (Al 

H.  V.  Munger,  Lincoln  (Dl 

P.  J.  Maxwell,  Lincoln  (Al 

LINCOLN— 

Charles  F.  Heider.  Sr„  North  Platte  (D)  — P P 

E.  J.  Shaughnessy,  North  Platte  (A)  

MADISON— 

J.  H.  Dunlap,  Norfolk  (D)  P P 

J.  D.  Pollack.  Norfolk  (A)  

MERRICK— 

NEMAHA— 

John  R.  Thompson,  Auburn  (D| 

Jackson  Bence,  Auburn  (Al  — 

NORTHWEST  NEBRASKA— 

Ben  Bishop.  Crawford  (Dl  

A.  J.  Alderman,  Chadron  (Al  - 
NUCKOLLS— 

Arnold  Webman,  Superior  (Dl  - 
Claude  Mason,  Superior  (Al 
OMAHA-DOUGLAS— 

Arnold  Lempka,  Omaha  (D)  - 

J.  J.  Grier,  Omaha  (A)  

J.  R.  Schenken,  Omaha  (D) 

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan,  Omaha  (D)  

W.  E.  Kelley,  Omaha  (A)  

D.  J.  Bucholz,  Omaha  (Dl  

A.  W.  Abts.  Omaha  (A)  

J.  D.  Coe.  Omaha  (D|  

C.  A.  McWhorter,  Omaha  (A) 

Harry  McFadden,  Omaha  |D| 

Gilbert  Schreiner,  Omaha  (A)  — 

George  McMurtrey,  Omaha  (D) 

D.  W.  Burney,  Omaha  (A)  


P P P 
P 


P P 

P P P 


P P P 

P P 

P P P 

P P P 


P 

P P P 
P P 


410 


Nebraska  S.  M.  J 


T.  J.  Gurnett,  Omaha  ( D ) P 

Perry  vv  <1 J lams.  Omaha  (A)  

Joseph  Borghoff , Omaha  (D)  P P 

Keith  McCormick,  Omaha  (A ) 

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D)  P P P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  P 

A.  B.  Anderson,  Pawnee  City  (A)  

PHELPS— 

H.  A.  McConahay,  Holdrege  (D)  P P 

Walt  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers,  Pierce  (D)  P P P 

A.  E.  Mailard,  Osmond  (A)  

PLATTE— 

E.  G.  Brillhart,  Columbus  (A)  P P 

POLK— 

H.  S.  Eklund,  Osceola  ( D ) 

R.  L.  Bierbower,  Shelby  (A)  P 

RICHARDSON— 

J.  C.  Gillispie,  Falls  City  (D>  

L.  V.  Brennan,  Falls  City  (A)  

SALINE — 

L.  W.  Forney,  Crete  (D)  P 

R.  W.  Homan,  Crete  (A)  

SAUNDERS— 

I.  M.  French,  Wahoo  (D)  P 

Stephen  Wallace,  Wahoo  (A)  P 

SCOTTSBLUFF — - 

Edwin  Loeffel,  Mitchell  ( D ) P P 

Carl  L.  Frank,  Scottsbluff  (A)  

SEWARD— 

W.  Ray  Hill,  Seward  (D)  P P 

R.  Herpolsheimer,  Seward  (A)  

SOUTHWEST  NEBRASKA— 

F.  M Karrer,  McCook  (D)  

Earl  F.  Leininger,  McCook  (A)  P P 

THAYER— 

L.  G.  Bunting,  Hebron  ( D ) P P 

R.  E.  Penry,  Hebron  (A)  

WASHINGTON— 

R.  F.  Sievers,  Blair  (D)  P P P 

C.  D.  Howard,  Blair  (A)  

YORK— 

R.  E.  Harry,  York  (D)  P P P 

Harold  Friesen,  Henderson  (A)  

J.  B.  Christensen,  Omaha, 

Speaker,  House  of  Delegates  P P 

William  Nutzman,  Kearney, 

Vice  Speaker,  House  of  Delegates  P P P 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 

May  1,  1962 

The  first  session  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  was  held  in 
the  Lancaster  Room,  Hotel  Cornhusker,  Lincoln, 
Nebraska,  on  May  1,  1962. 

The  meeting  was  called  to  order  by  Wm.  Nutz- 
man, M.D.,  Vice  Speaker  of  the  House  of  Dele- 
gates, at  8:00  a.m. 

Roll  call  showed  a total  of  41  delegates  present. 
Inasmuch  as  20  delegates  constitute  a quorum,  the 
House  was  declared  in  session. 

The  motion  was  made  and  seconded  to  accept  the 
minutes  of  the  midwinter  meeting,  February  18, 
1962,  as  published  in  the  April,  1962  Journal.  Mo- 
tion carried. 

Committee  Reports  and  Reference 

The  Vice  Speaker  called  for  reports  of  commit- 
tees. 

A.  J.  Offerman,  M.D.,  Chairman  of  the  Policy 
Committee,  was  granted  permission  of  the  floor. 
Dr.  Offerman  stated  that  the  Policy  Committee 
had  met  April  25,  1962,  and  had  discussed  an  ad- 
vertising campaign  by  the  Nebraska  State  Medical 


Association  in  opposition  to  the  King-Anderson 
Bill.  It  was  noted  that  President  Kennedy  will  go 
on  nationwide  television  on  May  20  to  make  a plea 
for  this  bill.  This  bill  will  then  be  voted  on  by 
the  House  Ways  and  Means  Committee  by  June  1. 
Dr.  Offerman  stated  that  this  committee  felt  that 
a crash  advertising  program  should  be  initiated  by 
this  Association  to  offset  the  appeal  made  by  Ken- 
nedy. The  Policy  Committee  recommended  to  the 
House  of  Delegates  that  two  ads  be  placed  in  all 
Nebraska  newspapers,  and  that  these  ads  be  run 
on  May  17  and  May  23. 

Dr.  Nutzman  ruled  that  this  recommendation 
of  the  Policy  Committee  would  be  referred  to  Ref- 
erence Committee  No.  5 • — Planning. 

B.  R.  Bancroft,  M.D.,  Chairman  of  the  Relative 
Value  Study  Committee  was  granted  permission  of 
the  floor.  Dr.  Bancroft  stated  that  the  Relative 
Value  Study  Committee  had  met  with  representa- 
tives of  the  Department  of  Public  Welfare  to  dis- 
cuss the  ruling  concerning  physicians  dispensing 
drags  to  welfare  patients.  Mr.  Frank  Woods,  Di- 
rector of  the  Department  of  Public  Welfare,  agreed 
to  withdraw  this  ruling  if  the  Nebraska  State 
Medical  Association  would  review  any  documented 
cases  of  overcharging  by  a physician.  Dr.  Ban- 
croft then  read  the  communication  received  from 
Mr.  Woods  relative  to  this  ruling. 

Dr.  Nutzman  stated  that  this  matter  would  be  re- 
ferred to  Reference  Committee  No.  5 — Planning. 

Warren  Bosley,  M.D.,  Chairman  of  the  Maternal 
and  Child  Health  Committee,  was  granted  permis- 
sion of  the  floor.  Dr.  Bosley  requested  that  the 
report  of  this  committee  which  appeared  in  the 
1961  Annual  Audit,  be  again  considered.  The  mo- 
tion was  made  and  seconded  that  this  report,  which 
had  been  tabled  at  the  midwinter  meeting  in  Feb- 
ruary, again  be  considered.  Motion  carried.  The 
Vice  Speaker  raled  that  this  report  would  be  given 
to  Reference  Committee  No.  5 — Planning. 

A letter  was  then  read  from  John  Batty,  M.D. 
of  Southwest  Nebraska  Medical  Society,  stating 
that  their  official  delegate,  Dr.  F.  M.  Karrer,  would 
be  unable  to  attend  the  Annual  Session.  Authoriza- 
tion was  given  to  Dr.  Earl  Leininger  to  serve  as 
delegate.  The  motion  was  made  that  Dr.  Leininger 
be  seated  as  delegate  from  Southwest  Nebraska 
Medical  Society.  Motion  was  seconded,  and  car- 
ried. 

Dr.  Offerman  was  then  granted  permission  of 
the  floor  at  which  time  he  introduced  Jack  Schrei- 
ber,  M.D.,  who  was  replacing  Dr.  Annis  as  keynote 
speaker. 

A recess  was  called  by  the  Vice  Speaker  for  the 
selection  of  members  of  the  Nominating  Committee. 

The  House  was  again  called  to  order,  and  the 
following  nominees  were  presented: 

1st  District — Joseph  Borghoff,  M.D.,  Omaha 
2nd  District — T.  L.  Weekes,  M.D.,  Nebraska 
City 

3rd  District — C.  R.  Brott,  M.D.,  Beatrice 
4th  District — James  Dunlap,  M.D.,  Norfolk 
5th  District — 

6th  District — Houtz  Steenburg,  M.D.,  Aurora 
7th  District — H.  V.  Nuss,  M.D.,  Sutton 
8th  District — 

9th  District — H.  V.  Smith,  M.D.,  Kearney 
10th  District — C.  W.  Landgraf,  M.D.,  Hastings 
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11th  District — Bruce  Claussen,  M.D.,  North 
Platte 

12th  District — C.  B.  Dorwart,  M.D.,  Sidney 

Edwin  Loeffel,  M.D.,  was  granted  permission  of 
the  floor,  and  read  a resolution  from  the  Scottsbluff 
County  Medical  Society.  Dr.  Nutzman  ruled  that 
this  I'esolution  would  be  given  to  Reference  Com- 
mittee No.  5 — Planning. 

J.  B.  Christensen,  M.D.,  read  a resolution  re- 
ceived from  the  Jefferson  County  Medical  Society'. 
This  resolution  was  referred  to  Reference  Com- 
mittee No.  5 — Planning. 

Dr.  Christensen  read  the  following  communica- 
tions : 

1.  J.  P.  Tollman,  M D.,  Dean,  University  of  Ne- 
braska, College  of  Medicine. 

2.  American  Medical  Association. 

3.  Joseph  Pleiss,  M D.  — Referred  to  Reference 
Committee  No.  7 — Miscellaneous. 

4.  Resolution  from  J.  Whitney  Kelley,  M.D., 
Chairman  of  the  Psychiatry  Committee  — Re- 
ferred to  Reference  Committee  No.  6 — Pub- 
lic Health. 

5.  Recommendation  received  from  Carl  Potthoff, 
M.D.,  Chairman  of  the  Public  Health  Commit- 
tee, regarding  compulsory  isolation  of  Tuber- 
culosis patients.  Referred  to  Reference  Com- 
mittee No.  6 — Public  Health. 

There  being  no  further  business,  the  motion  was 
made  to  adjourn  until  8:00  a.m.,  Wednesday,  May 
2,  1962.  Motion  was  seconded  and  carried. 

May  2,  1962 

The  second  session  of  the  House  of  Delegates 
was  held  in  the  Lancaster  Room,  Hotel  Comhusk- 
er,  Lincoln,  Nebraska,  May  2,  1962. 

The  meeting  was  called  to  order  at  8:00  a.m.  by 
Dr.  Wm.  Nutzman,  Vice  Speaker  of  the  House  of 
Delegates. 

Roll  call  showed  a total  of  34  delegates  present. 
Inasmuch  as  20  delegates  constitute  a quorum,  the 
House  was  declared  in  session. 

The  minutes  of  the  first  session  of  the  House  of 
Delegates  were  read  by  Dr.  Nutzman.  After  dis- 
cussion, the  motion  was  made  and  seconded  to  ac- 
cept the  minutes  of  the  first  session.  Motion  car- 
ried. 

R.  M.  Sorenson,  M.D.,  was  appointed  to  i-epresent 
the  5th  District  on  the  Nominating  Committee. 

The  following  Life  Membership  applications  were 
read  by  the  Vice  Speaker. 

Dr.  H.  C.  Hansen,  Kearney  — Buffalo  County 

Dr.  J.  C.  Hubenbecker,  North  Bend  — Dodge 
County 

Dr.  Wm.  J.  McCrann,  Omaha  — Omaha-Doug- 
las  County 

Dr.  Donal  H.  Morgan,  McCook — Southwest  Ne- 
braska 

The  motion  was  made  by  Dr.  Nuss  that  these 
requests  for  Life  Membership  be  accepted.  The 
motion  was  seconded,  and  carried. 

Dr.  Nutzman  read  the  portion  of  the  minutes  of 
the  first  session  of  the  Board  of  Councilors  relat- 
ing to  the  recommendation  of  Dr.  James  Kelly,  Sr. 
in  regard  to  health  agencies.  The  motion  was  made 
and  seconded  that  this  be  referred  to  the  Planning 


Committee  for  further  study  and  action.  Motion 
carried. 

Dr.  Nutzman  called  for  the  report  of  Reference 
Committee  No.  5 — Planning.  Dr.  H.  V.  Munger, 

Chairman  of  this  Reference  Committee,  made  the 
following  report: 

1.  “This  committee  was  asked  to  reconsider  the 
report  of  the  Maternal  and  Child  Health  Committee 
as  published  in  the  1961  Audit. 

“This  committee  moves  that  no  resolution  con- 
cerning the  adoption  of  the  reporting  form  be  ap- 
proved by  the  House  of  Delegates  until  the  Ma- 
ternal and  Child  Health  Committee  and  the  Ad- 
visory to  the  M.C.H.  Committee  meet  and  submit 
a report  as  directed  by  the  House  of  Delegates  last 
February.  This  report  to  be  submitted  at  the  in- 
terim session  of  the  House  of  Delegates  in  Febru- 
ary, 1963.” 

Dr.  Maurice  Frazer  moved  that  this  portion  of 
the  report  be  adopted.  The  motion  was  seconded, 
and  carried. 

2.  “This  committee  was  asked  to  consider  the 
report  of  Dr.  B.  R.  Bancroft,  Chairman  of  the 
Relative  Value  Study  Committee. 

“This  committee  feels  that  drugs  may  be  dis- 
pensed by  the  physician  with  the  provision  that 
if  the  Welfare  Department  believes  there  is  abuse, 
that  this  can  be  referred  to  the  Relative  Value 
Study  Committee  for  review,  and  the  physician 
may  also  refer  to  the  committee.” 

It  was  moved  and  seconded  that  this  portion  of 
the  report  be  accepted.  Motion  carried. 

3.  “This  committee  was  given  the  following  reso- 
lution from  Scottsbluff  County  Medical  Society  for 
consideration : 

WHEREAS,  the  officers  of  the  Nebraska 
State  Medical  Association  have  agreed  in  prin- 
ciple with  State  Welfare  Director  Frank  Woods’ 
demands  for  substantial  decreases  in  pay- 
ments for  medical  care  for  welfare  recipients 
on  the  basis  of  Director  Woods’  claims  that 
the  welfare  department  has  insufficient  funds 
to  meet  its  financial  commitments,  and, 

WHEREAS,  it  is  a matter  of  record  that  this 
is  not  the  case,  and, 

WHEREAS,  there  is  nothing  in  the  Consti- 
tution and  By-Laws  of  the  Nebraska  State 
Medical  Association,  which  gives  to  the  Asso- 
ciation, or  the  officials  thereof,  power  to  set 
fees  or  to  determine  how  its  members  shall 
dispense  their  services, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
members  of  the  Scottsbluff  County  Medical 
Society,  individually  and  collectively,  inform 
the  Nebraska  State  Medical  Association  that 
they  specifically  forbid  this  Association  from 
entering  into  any  contractural  relations  with 
any  third  party  designed  to  determine  how 
said  members  of  the  Scottsbluff  County  Medi- 
cal Society  shall  dispense  their  services,  and 
BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  resolution  be  forwarded  to  the  secre- 
taries of  all  the  component  county  medical  so- 
cieties in  the  State  of  Nebraska. 

“This  committee  has  reviewed  this  resolution,  and 
the  committee  believes  no  action  is  deemed  neces- 
sary.” 

Dr.  Warren  Bosley  moved  that  this  portion  of 
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the  report  be  accepted,  and  the  motion  was  second- 
ed, and  carried. 

4.  “This  committee  was  asked  to  consider  the 
following  resolution  from  the  Jefferson  County 
Medical  Society: 

WHEREAS,  the  above  named  society  has 
made  a thorough  investigation  of  all  the  per- 
tinent facts  and  the  below  signed  individual 
physicians  as  members  of  the  Jefferson  County 
Medical  Society  do  hereby  adopt  the  following: 
BE  IT  RESOLVED,  to  accept  the  fee  sched- 
ule with  present  conversion  factors  as  set  forth 
by  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Asociation  at  its  interim  session, 
and 

BE  IT  FURTHER  RESOLVED,  that  there 
should  be  no  reduction  to  this  fee  schedule, 
and 

BE  IT  FURTHER  RESOLVED,  that  a com- 
mittee should  be  appointed  to  reevaluate  the 
fee  schedule  in  regard  to  raising  it  to  the  pre- 
vious anticipated  schedule  of  March,  1961,  and 
BE  IT  FURTHER  RESOLVED,  that  this  re- 
evaluation  take  place  before  the  next  legisla- 
tive session  and  the  facts  of  this  committee  be 
presented  to  the  State  Director  of  Welfare. 

“This  committee  interprets  this  resolution  to 
mean  that  the  resolution  seeks  to  establish  a mech- 
anism whereby  the  conversion  factors  can  be  re- 
negotiated at  appropriate  intervals.  This  commit- 
tee moves  the  adoption  of  this  resolution.” 

The  motion  was  made  and  seconded  that  this 
portion  of  the  report  be  accepted.  Motion  carried. 

5.  “This  committee  was  given  the  following 
minutes  of  the  April  25th  meeting  of  the  Policy 
Committee: 

“The  first  item  on  the  agenda  was  discussion  of 
medicare  cases. 

Case  No.  1 — Committee  recommended  payment 
of  $190.00. 

Case  No.  2 — Committee  recommended  payment 
of  $300.00. 

Case  No.  3 — Committee  recommended  payment 
of  $69.50  now  and  recommended 
an  additional  payment  of  $45.00 
for  intensive  care.  The  doctor  in 
the  case  will  be  contacted  regard- 
ing this  pay  agreement. 

Case  No.  4 — Committee  recommended  payment 
of  $250.00. 

Case  No.  5 — Committee  recommended  payment 
of  $100.00'  for  Dr.  Bosley  and 
$110.00  for  Dr.  DeMay. 

Case  No.  6 — This  case  was  presented  by  Dr. 

McArdle  as  it  had  just  been  re- 
ceived. The  committee  recom- 
mended payment  of  $350.00.” 

Dr.  Offerman  said  the  next  item  on  the  agenda 
concerned  the  changing  of  a conversion  factor  for 
the  A.M.A.  Blue  Shield  National  Conti-act.  He  said 
the  $4.00  conversion  factor  for  P.S.I.  was  about  10 
per  cent  better  than  the  Nebraska  Relative  Value 
Study.  He  said  that  he  had  talked  to  the  anes- 
thesiologists and  they  had  appi'oved  the  reduction 
of  this  conversion  factor  to  $3.50,  for  anesthesi- 
ology in  the  National  Blue  Shield  Contract  be  rec- 
ommended for  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association.  Motion  carried. 


The  next  item  on  the  agenda  was  the  discussion 
of  an  advertising  campaign  by  the  Nebraska  State 
Medical  Association  in  opposition  to  the  King-An- 
derson  Bill.  It  was  noted  that  President  Kennedy 
will  go  on  nation-wide  television  on  May  20  to 
make  a plea  for  this  bill.  It  was  further  noted 
that  this  bill  will  be  voted  on  by  the  House  Ways 
and  Means  Committee  by  June  1. 

The  committee  felt  that  a crash  advertising  pro- 
gram should  be  initiated  by  the  Nebraska  State 
Medical  Association  to  offset  the  appeal  made  by 
Kennedy.  It  was  recommended  that  two  ads  be 
placed  in  all  Nebraska  newspapers;  one  to  appear 
on  May  17  just  prior  to  the  Kennedy  talk  and 
that  the  second  appear  on  May  23.  Mr.  Vern  Sco- 
field, Executive  Director  of  the  Nebraska  Press 
Association  was  present  to  answer  questions  of  the 
committee  concerning  the  size,  cost,  and  recom- 
mended that  the  ad  appear  in  all  newspapers. 

The  recommended  sized  ad  to  be  placed  in  the 
newspapers  was  3 columns  by  10  inches.  It  was 
noted  that  such  an  ad  would  stand  out  on  any  page. 
The  cost  of  such  ads  are  as  follows.  A 3-column 
by  10-inch  ad  one  time,  all  newspapers,  $5,720.10 
— cost  for  two  ads  would  be  $11,440.20. 

Following  discussion,  Dr.  Teal  made  a motion 
that  the  Policy  Committee  recommend  to  the  House 
of  Delegates  that  two  ads  be  placed  in  all  Ne- 
braska newspapers.  The  size  of  the  ads  to  be  3 
columns  by  10  inches  at  a cost  of  $11,440.20,  and 
that  these  ads  be  run  on  May  17  and  Majs  23. 
The  motion  was  seconded,  and  carried. 

Copy  for  each  ad  will  be  furnished  to  the  Policy 
Committee  for  approval,  by  Kenneth  Neff. 

“This  committee  recommends  the  approval  of  this 
report  of  the  Policy  Committee  in  all  items  down 
to  the  recommendation  of  a crash  advertising 
campaign.  Since  this  expenditure  would  be  a non- 
budgeted  item,  it  must  be  approved  by  the  Board 
of  Tnistees  and  the  Board  of  Councilors.  This 
committee,  therefore,  moves  that  the  House  of 
Delegates  recommend  to  the  Board  of  Tnistees  and 
the  Board  of  Councilors  that  this  expenditure  be  ap- 
proved. This  committee  has  met  with  Mr.  Frank 
Woolley,  Field  Representatives  of  the  American 
Medical  Association,  regarding  this  campaign,  and 
after  consultation  with  Mr.  Woolley,  we  recommend 
to  the  House  of  Delegates  that  this  crash  program 
consists  of  the  following: 

1.  “Newspaper  ads  to  be  placed  in  all  papers  of 

of  the  state  under  the  auspice  of  each  local 
medical  society  asking  that  the  reader  view 
the  TV  program  on  NBC,  7:00-7:30  CST, 
Monday,  May  21. 

2.  Encourage  each  member  of  the  Nebraska 
State  Medical  Association  to  write  his  pa- 
tients asking  them  to  watch  this  TV  program. 

3.  Buy  spot  commercials  on  radio  and  TV  ask- 
ing people  to  watch  the  TV  program,  and 
asking  them  to  write  their  congressmen  op- 
posing socialized  medicine.” 

Mr.  Frank  Woolley  was  introduced  to  the  House 
of  Delegates.  Mr.  Woolley  urged  each  doctor  to 
write  his  patients  asking  them  to  watch  the  pro- 
gram on  May  21,  and  also  asking  them  to  write 
their  congressmen.  Mr.  Woolley  strongly  recom- 
mended an  advertising  campaign. 

Dr.  Munger  stated  that  the  Reference  Committee 
No.  5 moves  that  the  House  of  Delegates  ask  the 
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Board  of  Trustees  and  the  Board  of  Councilors 
that  the  necessary  expense  be  approved  for  this  ad- 
vertising campaign. 

Following  considerable  discussion,  this  motion 
was  seconded,  and  carried. 

The  motion  was  made  to  accept  the  report  of 
Reference  Committee  No.  5 in  its  entirety.  This 
motion  was  seconded,  and  earned. 

The  Vice  Speaker  called  for  the  report  of  Ref- 
erence Committee  No.  6. 

Dr.  H.  V.  Nuss,  Chairman  of  this  committee 
made  the  following  report: 

1.  “This  committee  was  given  the  resolution 
received  from  the  Psychiatry  Committee,  Dr.  J. 
Whitney  Kelley,  Chairman.  The  resolution  is  as 
follows : 

WHEREAS,  we  examined  the  committing 
and  dismissal  laws  and  policies  of  mentally  ill 
patients.  We  found  the  laws  to  be  much  better 
than  we  had  expected.  They,  however,  were 
fairly  incomprehensible  to  physicians  and  to  be 
spread  among  many  different  bills.  Then  too, 
there  were  instances  in  which  minor  changes 
were  contemplated. 

BE  IT  THEREFORE  RESOLVED,  that  a 
meeting  of  the  Committee  and  the  Legal  Coun- 
cil of  the  Medical  Society  be  authorized.  That 
the  advisability  of  consolidating  the  present 
statutes  into  one  comprehensible  law  contain- 
ing the  provisions  deemed  necesary  with  the 
necessary  changes. 

BE  IT  FURTHER  RESOLVED,  that  should 
the  legal  advice  deem  such  a law  should  be 
passed,  that  funds  should  be  set  aside  to  pay 
the  necessaiy  expenses. 

This  reference  committee  recommends  the  adop- 
tion of  this  resolution.” 

The  motion  was  seconded,  and  carried. 

“This  reference  committee  was  given  the  follow- 
ing resolution  received  from  the  Public  Health 
Committee,  Dr.  Carl  Potthoff,  Chairman: 

WHEREAS,  Tuberculosis  has  been  largely 
stamped  out  in  the  population,  and 

WHEREAS,  modem  treatment  can  within  a 
relatively  short  time  restore  tuberculous  per- 
sons to  good  health  and  permit  gainful  work, 
and 

WHEREAS,  there  now  remains  a core  of  af- 
fected persons  who  pei-sistently  refuse  to  ac- 
cept adequate  treatment  and  to  conform  to 
ways  of  living  that  protect  others  against  in- 
fection, commonly  manifesting  anti-social  be- 
havior in  many  ways,  and 

WHEREAS,  such  people  may  develop  tu- 
bercle bacilli  that  are  resistant  to  our  modem 
drugs  and  transmit  these  resistant  bacilli  to 
innocent  people  during  a prolonged  period  of 
time,  thus  constituting  a vexing  medical  and 
public  health  problem,  and 

WHEREAS,  these  affected  recalcitrant  peo- 
ple directly  and  indirectly  cause  much  un- 
necessary expense  to  taxpayers,  and 

WHEREAS,  health  department  regulations 
are  not  entirely  adequate  in  providing  author- 
ity for  dealing  with  the  problem  posed,  there- 
fore be  it 

RESOLVED,  that  the  Nebraska  State  Medi- 


cal Association  recommends  the  passage  of 
legislation  that,  while  fully  protecting  the 
rights  of  all  people  who  accept  treatment  and 
otherwise  reasonably  well  comply  with  the  law, 
prorides  for  the  compulsory  isolation  of  persons 
affected  with  communicable  tuberculosis  who 
persistently  refuse  to  accept  adequate  treat- 
ment voluntarily,  and  who  constitute  a men- 
ace to  others  because  of  the  disease  and  an 
effective  bar  to  the  eradication  of  the  disease. 

This  reference  committee  recommends  the  adop- 
tion of  this  resolution.”  The  motion  was  seconded, 
and  carried. 

The  motion  was  made  to  accept  the  report  of  Ref- 
erence Committee  No.  6 as  a whole.  Motion  sec- 
onded, and  carried. 

Dr.  K.  S.  J.  Hohlen  was  granted  permission  of 
the  floor,  and  gave  an  oral  report  of  the  Council 
on  Professional  Ethics,  of  which  he  is  the  Chair- 
man. 

The  motion  was  made  and  seconded  to  adjourn 
until  Thursday  morning  at  8:00  . Motion  carried. 

May  3,  1962 

The  Third  Session  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room  of  the  Hotel  Com- 
husker,  May  3,  1962. 

The  meting  was  called  to  order  by  the  Vice 
Speaker  of  the  House,  Dr.  Wm.  Nutzman,  at  8:00 
a.m. 

Roll  call  showed  a total  of  31  delegates  present. 
Inasmuch  as  20  delegates  constitute  a quoium,  the 
House  was  declared  in  session. 

The  minutes  of  the  second  session  of  the  House 
of  Delegates  were  read  by  Dr.  Nutzman.  Follow- 
ing discussion,  the  motion  was  made  and  seconded 
that  the  minutes  be  approved  as  read.  Motion  car- 
ried. 

Dr.  Nutzman  called  for  the  report  of  the  Nom- 
inating Committee.  Dr.  H.  V.  Nuss,  Chairman  of 
the  Nominating  Committee,  presented  the  follow- 
ing slate  of  officers: 

President-elect — R.  F.  Sievers,  M.D.,  Blair 
Vice  President — R.  S.  Wycoff,  M.D.,  Lexington 
Delegate  to  A.M.A. — J.  D.  McCarthy,  M.D., 
Omaha 

Alternate  Delegate  to  A.M.A. — H.  S.  Morgan, 
M.D.,  Lincoln 

Delegate  to  North  Central  Conference — Paul 
Maxwell,  M.D.,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Service — 
J.  E.  Courtney,  M.D.,  Omaha 
Howard  B.  Hunt,  M.D.,  Omaha 
Harry  Jakeman,  M.D.,  Fremont 
Harold  Neu,  M.D.,  Omaha 
Glen  Peters,  M.D.,  Randolph 
Councilors — 

9th  District — Dan  Nye,  M.D.,  Kearney 
10th  District — L.  S.  McNeill,  M.D.,  Campbell 
11th  District — Max  Raines,  M.D , North 
Platte 

12th  District — C.  J.  Cornelius,  M.D.,  Sidney 
Speaker,  House  of  Delegates — Wm.  Nutzman, 
M.D.,  Kearney 

Vice  Speaker,  House  of  Delegates — Harry  Mc- 
Fadden,  M.D.,  Omaha 

Further  nominations  were  called  for  and  there 
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being  no  other  nominations  presented,  the  motion 
was  made  to  close  the  nominations  and  accept  the 
report  of  the  Nominating  Committee.  This  motion 
was  seconded,  and  carried. 

Dr.  Nutzman  introduced  Dr.  R.  F.  Sievers, 
President-elect  of  the  Nebraska  State  Medical  As- 
sociation, to  the  House  of  Delegates.  Dr.  R.  S. 
Wycoff,  Vice  President  of  the  Nebraska  State 
Medical  Association,  was  also  introduced  to  the 
House  of  Delegates. 

The  portion  of  the  minutes  of  the  second  session 
of  the  Board  of  Councilors,  relative  to  the  recom- 
mendation of  Dr.  R.  J.  Morgan  for  the  appointment 
of  a committee  to  study  matters  of  health  educa- 
tion in  our  school  system,  was  read  by  the  Vice 
Speaker.  Following  discussion,  it  was  moved  that 
the  President  of  the  Nebraska  State  Medical  Asso- 
ciation appoint  such  a special  committee  for  one 
year,  which  would  subsequently  be  made  a stand- 
ing committee.  The  motion  was  seconded,  and  car- 
ried. 

The  report  of  Reference  Committee  No.  7 — Mis- 
cellaneous, was  called  for,  and  Dr.  Harry  McFad- 
den,  Chairman,  gave  the  following  report: 

“This  Reference  Committe  was  given  a letter 
from  Dr.  John  Flack  Burton,  Chairman,  Coun- 
cil on  Medical  Service,  American  Medical  Asso- 
ciation, calling  attention  to  the  service  three 
Nebraska  physicians  have  provided  to  this 
Council.  Reference  Committee  No.  7 recom- 
mends that  the  Nebraska  State  Medical  Asso- 
ciation commend  these  physicians  for  their 
services  to  the  Council  on  Medical  Service  of 
the  A.M.A. 

Dr.  Harold  S.  Morgan 
Dr.  Cecil  L.  Wittson 
Dr.  James  P.  Donelan 
“I  so  recommend.” 

This  motion  was  seconded  and  carried. 

“This  Reference  Committee  was  given  a letter 
from  Dr.  Joseph  A.  Pleiss,  indicating  grave  concern 
about  the  recent  action  of  the  present  federal  ad- 
ministration during  the  steel  matter,  and  request- 
ing that  the  matter  be  placed  before  the  House 
of  Delegates  for  appropriate  action. 

“This  Reference  Committee  recommends  that 
the  Speaker  of  the  House  of  Delegates  acknowl- 
edge the  communication,  and  indicate  that  the  mat- 
ter was  presented  to  the  House  of  Delegates  as 
requested.  The  Reference  Committee  believes  that 
the  position  of  organized  medicine  in  support  of 
the  free  enterprise  system  is  already  crystal  clear 
and  that  organized  efforts  in  this  matter  are  not 
appropriate  at  this  time.  However,  suitable  ef- 
forts by  individual  physicians  to  indicate  their  con- 
cern to  members  of  the  Congress  is  recommended. 

Following  discussion  of  this  matter,  it  was  moved 
that  Mr.  Neff,  Executive  Secretary  of  the  Ne- 
braska State  Medical  Association,  acknowledge 
this  communication  rather  than  the  Speaker  of  the 
House,  and  this  motion  was  seconded,  and  carried. 

“This  Reference  Committee  was  given  a letter 
from  J.  P.  Tollman,  M.D.,  Dean,  University  of  Ne- 
braska College  of  Medicine,  acknowledging  the  re- 
ceipt of  the  resolution  passed  by  the  House  of 
Delegates  at  the  interim  session  concerning  the 
preceptorship  program,  and  indicating  that  ‘the 
matter  will  be  given  serious  thought  as  the  Cur- 
riculum Committee  and  Faculty  plan  teaching  pro- 


grams for  the  clinical  year.’  The  letter  further 
invites  the  House  of  Delegates  to  meet  with  the 
next  class  before  the  students  elect  the  summer 
term,  to  present  such  information  and  encourage- 
ment as  they  choose  as  to  the  value  of  the  precep- 
torship. C 

“Reference  Committee  No.  7 recommends  that 
the  Nebraska  State  Medical  Association  accept 
Dean  Tollman’s  offer  to  appear  before  the  appi'o- 
priate  class  of  medical  students  to  present  such 
information  concerning  general  practice  and  the 
preceptorship  program  as  may  be  deemed  suitable. 
This  Committee  further  recommends  that  the  Presi- 
dent of  the  Nebraska  State  Medical  Association  be 
requested  to  appoint  an  ad  hoc  committee  includ- 
ing representatives  of  the  Nebraska  Chapter  AAGP 
to  plan  and  conduct  this  program. 

“This  rreference  committee  further  recommends 
that  the  House  of  Delegates  reaffirm  its  interest 
in,  and  support  of,  the  ‘preceptorship  program’  as 
a valuable  experience  in  medical  education  in  Ne- 
braska. 

“I  so  move.” 

This  motion  was  seconded,  and  earned. 

Reference  Committee  No.  7 was  given  the  fol- 
lowing resolution  by  Dr.  W.  Waddell,  which  is  to 
be  submitted  to  Mrs.  E.  E.  Koebbe: 

WHEREAS,  the  Creator  of  us  all  has  seen 
fit  to  end  the  earthly  work  of  Dr.  E.  E.  Koebbe, 
and 

WHEREAS,  he  spent  many  devoted  years  as 
Associate  Professor  of  Otolaryngology  at 
Creighton  University,  and 

WHEREAS,  he  has  served  most  of  his  life 
in  the  U.  S.  Navy,  first  on  active  duty,  and 
then  as  a Reserve  Captain  to  the  time  of  his 
death,  and 

WHEREAS,  he  has  served  his  community  as 
City  Physician,  and  as  an  active  member  of 
Lions  Club,  American  Legion,  Elks,  Shriners, 
and 

WHEREAS,  he  had  served  the  Nebraska 
State  Medical  Association  during  many  years 
as  delegate,  and  later  as  president,  and 

WHEREAS,  over  his  entire  professional  life 
the  particular  and  unusual  talents  of  Dr. 
Koebbe  were  directed  toward  improvement 
and  support  of  the  affairs  of  the  Nebraska 
State  Medical  Asociation  and  the  entire  field 
of  medicine,  and 

WHEREAS,  his  life  had  been  an  outstanding 
example  of  the  relation  of  the  true  physician 
to  all  mankind,  and 

WHEREAS,  his  devotion  and  diligence  in  the 
discharge  of  these  duties  were  far  above  the 
average, 

THEREFORE,  in  the  hope  that  the  activities 
of  this  gentleman  and  physician  may  be  re- 
membered and  emulated  by  many  others,  be  it 

RESOLVED,  that  this  Association  hereby 
recognizes  the  unselfish  life  and  outstanding 
abilities  of  Dr.  Koebbe,  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution 
be  submitted  to  his  wife. 

“Reference  Committee  No.  7 recommends  the 
adoption  of  this  resolution,  and  I so  move.” 

This  was  seconded,  and  earned. 
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“I  move  that  this  report  as  a whole  be  adopted.” 

The  motion  was  seconded,  and  earned. 

Dr.  C.  N.  Sorensen,  Chairman  of  the  Board  of 
Trustees,  was  granted  permission  of  the  floor. 

Dr.  Sorensen  stated  that  the  Board  of  Trustees 
had  met  and  had  discussed  the  wishes  of  the  Board 
of  Councilors  and  the  House  of  Delegates  for  the 
necessary  amount  of  funds  to  be  made  available 
for  the  crash  advertising  campaign.  Dr.  Sorensen 
said  that  the  money  which  will  be  spent  for  this 
program  will  come  from  the  sale  of  a portion  of  the 
securities,  and  any  additional  expense  to  come  from 
the  general  fund.  He  stated  that  the  Board  had 
placed  a maximum  amount  of  $12,000  for  this  cam- 
paign. 

Dr.  Sorensen  stated  that  the  Board  of  Trustees 
felt  the  need  for  an  increase  in  the  dues  to  the  Ne- 
braska State  Medical  Association,  and  they  sug- 
gested that  this  increase  begin  with  1963  dues. 

Dr.  Munger  moved  that  beginning  with  January 
1,  1963,  the  dues  be  increased  $10.00  per  member 
per  year.  This  motion  was  seconded  by  Dr.  Lein- 
inger,  and  carried. 

Dr.  McFadden  was  granted  permission  of  the 
floor,  and  stated  that  he  thought  some  considera- 
tion should  be  given  to  a Public  Relations  man  in 
the  Nebraska  State  Medical  Asociation.  Following 
discussion,  it  was  recommended  that  an  ad  hoc  com- 
mittee be  appointed  to  investigate  the  feasibility 
of  hiring  a Public  Relations  man.  This  motion  was 
seconded  by  Dr.  Egan,  and  earned. 

Dr.  Landgraf  was  granted  permission  of  the 
floor,  and  discussed  the  action  taken  by  the  House 
of  Delegates  at  the  February  18,  1962  meeting,  on 
a resolution  submitted  by  The  Adams  County  Med- 
ical Society.  Dr.  Landgraf  asked  that  the  rules 
be  suspended,  and  that  the  two  committees,  Psychi- 
atry Committee  and  Allied  Professions  Committee, 
consider  this  resolution  and  submit  a report  for 
disposition  at  the  Febniary,  1963  meeting.  The 
motion  was  made  and  seconded  to  suspend  the 
rules,  and  that  these  committees  report  as  recom- 
mended. Motion  carried. 

Dr.  McFadden  was  granted  permission  of  the 
floor,  and  extended  an  invitation  to  the  Nebraska 
State  Medical  Association  to  meet  in  Omaha  in 
1963.  The  motion  was  made  to  accept  this  invita- 
tion, and  was  seconded,  and  carried. 

The  motion  was  made  and  seconded  to  send  the 
proper  letters  of  appreciation  to  the  Lancaster 
County  Medical  Society,  the  Lincoln  Chamber  of 
Commerce,  and  to  the  Hotel  Comhusker.  Motion 
carried. 

The  motion  was  made  to  adjourn.  Motion  was 
seconded,  and  carried. 


Correction — 

The  name  Doctor  Wm.  J.  McCrann 
of  Omaha,  was  inadvertently  omitted 
from  the  list  of  those  honored  for  50 
years  of  service  in  medicine,  by  the  Ne- 
braska State  Medical  Association,  last 
May.  His  name  was  not  included  in  the 
copy  used  by  the  editor  in  making  up 
the  list.  This  is  to  be  regretted  and 
we  apologize! 


Medicare  in  Operation 

A vast  number  of  medicare  reports  are 
constantly  being  returned  due  to  incomple- 
tion of  the  form.  In  cases  where  the  physi- 
cians cannot  locate  the  patient  or  the  spon- 
sor to  obtain  a signature  or  a permit  for 
completion  of  his  claim,  it  is  recommended 
that  the  doctor  write  directly  to  the  branch 
of  service  concerned,  requesting  the  service 
personnel’s  current  military  address.  Such 
injuries  may  be  directed  to  the  following 
agcencies : 

Army — 

W*&  E Unit,  PAS,  PSBR 

Personnel  Division 

Office  of  the  Adjutant  General, 

U.S.  Army 
Washington  25,  D.C. 

Navy — 

Bureau  of  Personnel 
Dept,  of  the  Navy 
Washington 

Air  Force — 

Directorate  of  Administrative  Services 
U.S.  Air  Force  (AFCAS-66) 

Suitland  Hall  Washington 

Coast  Guard — 

Medical  Division 

U.S.  Coast  Guard  Headquarters 

The  patient  remains  fully  liable  until 
such  time  as  he  or  she  have  furnished  all 
required  data. 

In  order  to  prevent  delay  and  inordinate 
amounts  of  correspondence,  it  is  suggested 
that  the  physician  insure  that  the  first  13 
times  on  the  claims  be  completed  at  the 
earliest  possible  time  of  treatment. 


JOINT  STATEMENT  ON  NARCOTIC 
ADDICTION  IN  THE  UNITED  STATES 
by  American  Medical  Association 
and  National  Research  Council 
of  the  National  Academy  of 
Sciences 

The  American  Medical  Association,  and 
the  National  Research  Council  for  many 
years  have  been  concerned  about  and  have 
studied  the  narcotic  drug  addiction  problem. 
To  assist  in  carrying  out  its  studies,  the 
American  Medical  Association  collaborated 
with  the  American  Bar  Association  in  estab- 
lishing a Joint  Committee  which  made  an 
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Interim  Report  to  the  two  organizations  in 
1958,  and  a Final  Report  in  1959. 

It  is  concluded  that  there  is  widespread 
public  and  professional  misunderstanding 
about  this  subject,  specifically  (1)  that  the 
Federal  Bureau  of  Narcotics  believes  drug 
addiction  to  be  a crime;  a belief  that  is  con- 
trary to  the  Federal  law  and  its  application 
by  the  Bureau,  and  (2)  that  the  American 
Medical  Association  proposes  the  establish- 
ment of  community  ambulatory  clinics  for 
the  withdrawal  of  narcotics  from  addicts 
or  for  the  continuing  maintenance  of  ad- 
dicts on  narcotics;  a belief  that  is  contrary 
to  the  official  position  of  the  American 
Medical  Association. 

Historically  society  has  found  it  neces- 
sary to  employ  legal  controls  to  prevent  the 
spread  of  certain  types  of  illness  that  con- 
stitute a hazard  to  the  public  health.  Drug 
addiction  is  such  a hazard. 

The  successful  and  humane  withdrawal 
of  individuals  addicted  to  narcotics  in  the 
United  States  necessitates  constant  control, 
under  conditions  affording  a drug-free  en- 
vironment, and  always  requires  close  medi- 
cal supervision. 

The  successful  treatment  of  narcotic  ad- 
dicts in  the  United  States  requires  exten- 
sive post  - withdrawal  rehabilitation  and 
other  therapeutic  services. 

The  maintenance  of  stable  dosage  levels 
in  individuals  addicted  to  narcotics  is  gen- 
erally inadequate  and  medically  unsound  and 
ambulatory  clinic  plans  for  the  withdrawal 
of  narcotics  from  addicts  are  likewise  gen- 
erally inadequate  and  medically  unsound. 

As  a result  of  these  conclusions  the  Amer- 
ican Medical  Association  and  the  National 
Research  Council  oppose  on  the  basis  of  pres- 
ent knowledge  such  ambulatory  treatment 
plans. 

These  two  organizations  support  ( 1 ) after 
complete  withdrawal,  follow-up  treatment 
for  addicts,  including  that  available  at  re- 
habilitation centers,  (2)  measures  designed 
to  permit  the  compulsory  civil  commitment 
of  drug  addicts  for  treatment  in  a drug- 
free  environment,  (3)  the  advancement  of 
methods  and  measures  towards  rehabilita- 
tion of  the  addict  under  continuing  civil 
commitment,  (4)  the  development  of  re- 
search designed  to  gain  new  knowledge 
about  the  prevention  of  drug  addiction  and 
the  treatment  of  addicted  persons,  and  (5) 


the  dissemination  of  factual  information  on 
narcotic  addiction. 

Mr.  Henry  L.  Giordano  as  the  Acting 
Commissioner  of  the  Bureau  of  Narcotics  is- 
sued the  following  statement  recently  rela- 
tive to  the  Joint  Statement  of  the  Ameri- 
can Medical  Association  and  the  National 
Research  Council  regarding  the  narcotic 
drug  addiction  problem  in  the  United 
States : 

“The  Federal  Bureau  of  Narcotics  wishes 
to  express  its  complete  approval  of  the 
views  contained  in  the  Statement  of  the 
American  Medical  Association  and  the  Na- 
tional Research  Council.  The  Bureau  of 
Narcotics  believes  that  the  American  Medi- 
cal Association  - National  Research  Coun- 
cil Statement  clarifies  a subject  on  which 
there  has  been  widespread  public  and  pro- 
fessional misunderstanding.  The  Bureau 
of  Narcotics  subscribes  completely  to  the 
view  that  the  federal  law  does  not  consider 
drug  addiction  a crime.  The  National  Re- 
search Council  and  the  American  Medical 
Association  have  performed  an  outstanding 
public  service  which  will  greatly  advance 
the  joint  efforts  of  the  law  enforcement 
agencies  and  medical-health  organizations 
who  are  charged  with  the  responsibility  for 
dealing  with  the  narcotic  drug  problem. 

“The  Bureau  is  pleased  to  note  that  the 
American  Medical  Association  has  re-af- 
firmed its  position  opposing  the  establish- 
ment of  community  ambulatory  clinics  for 
the  withdrawal  of  narcotics  from  addicts 
and  the  continuing  maintenance  of  addicts 
on  narcotics. 

“The  Bureau  of  Narcotics  also  supports 
the  5 measures  set  out  in  the  last  para- 
graph of  the  statement  of  the  American 
Medical  Association  and  the  National  Re- 
search Council  which  will  provide  addicted 
persons  with  the  best  possible  rehabilitative 
treatment  programs  and  reduce,  and  if  pos- 
sible, eliminate  narcotic  drug  addiction.” 


A WORTHWHILE  FRATERNAL 
PROJECT 

The  accompanying  photograph  and  the 
letter  that  is  reproduced  below  accent  the 
good  that  can  be  done  by  any  doctor  who 
feels  moved  to  help  medical  education  in  a 
country  less  blest  than  ours ; a country  where 
there  is  really  a shortage  of  doctors  coupled 
with  shortage  in  most  of  the  elements  of 
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living.  It  seems  to  the  writer  that  furnish- 
ing some  of  the  necessities  of  medical  edu- 
cation in  such  a country  would  be  a fine 
project  for  any  county  society  or  for  any 
chapter  of  the  auxiliary.  A letter  to  the 
American  - Korean  Foundation,  345  East 
46th  Street,  New  York  17,  N.Y.,  will  bring 
you  details,  if  you  are  interested.  The  letter 
follows : 

March  23,  1962 

Dr.  Fred  Nebe 
Stuart  Building 
Lincoln,  Nebraska 

Dear  Doctor  Nebe: 

Just  a line  to  tell  you  that  your  medical  books 
arrived  and  have  been  delivered  to  the  library  of 
the  Soo  Do  Medical  College  here  in  Seoul.  Miss 
Kyung-Hi  Lee,  the  young  lady  at  my  left  in  the 
picture,  will  have  priority  in  the  use  of  these  books. 
She  is  the  student  which  the  American -Korean 
Foundation  is  helping  to  a medical  education  and 
for  which  the  books  were  originally  requested. 

As  there  are  other  girls  in  the  college  in  need  of 
books  it  was  felt  advisable  to  arrange  for  several 
of  them  to  use  the  books  when  Miss  Lee  was  not 
using  them. 

Doctor,  your  books  are  a wonderful  contribution 
to  our  country’s  efforts.  I was  very  proud  to  have 
the  opportunity  to  present  them  to  these  good 
people  from  a fellow  Nebraskan. 

In  the  enclosed  picture  from  left  to  right  are 
Mr.  Kwang-Do  Koh,  College  Librarian;  Dr.  Hi- 
Joon  Kim,  President  of  Soo  Do  Medical  College; 
Mrs.  Choon-Ja  Park,  Chairman  of  the  Board  and 
widow  of  the  college’s  founder;  Col.  Charles  A. 


Anderson  of  the  American-Korean  Foundation;  and 
Miss  Kyung-Hi  Lee. 

I wish  I had  words  to  express  how  grateful  Miss 
Lee  is  for  the  opportunity  to  use  these  books  and 
to  share  them  with  others  of  her  school.  We  in 
the  American-Korean  Foundation  are  also  very 
grateful  to  you  as  this  releases  the  Foundation  of 
the  responsibility  of  supplying  some  four  hundred 
dollars  which  now  can  be  used  on  other  projects. 

Hoping  to  see  you  this  coming  summer  and 
wishing  you  the  kindest  regards,  I remain, 

Sincerely, 

Col.  Charles  A.  Anderson, 

USA  (Ret.) 

Agricultural  Consultant 
American-Korean  Foundation 


Medicine  in  the  News 

Pickin’s  from  the  Papers — 

The  University  of  Nebraska  College  of 
Medicine  has  been  awarded  $128,569  in  re- 
search and  graduate  training  from  the  U.  S. 
Public  Health  Department. 

On  May  20th,  the  new  eye  bank  at  the 
University  of  Nebraska  College  of  Medicine 
was  dedicated  by  the  Nebraska  Lions  Con- 
servation Foundation. 

On  July  1,  the  State  Health  Department 
will  receive  its  first  medical  staff  addition 
since  post-World-War  days.  The  assign- 
ment of  Dr.  George  E.  Pickett  by  the  U.S. 
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Public  Health  Service  will  result  in  another 
new  state  first : development  of  a statewide, 
well-rounded  cancer  control  program. 

The  United  States  Public  Health  Service 
gave  a grant  of  $322,668.37  to  the  Univer- 
sity of  Nebraska  Regents  for  the  Nebraska 
Psychiatric  Institute. 

Doctor  William  Boyd  was  awarded  the 
Gold  Headed  Cane  by  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists  at 
their  Annual  Meeting  held  May  2-4,  1962,  in 
Montreal,  Canada. 

This  Cane  is  named  for  the  historically 
famous  one  used  from  1689  to  1825  by  the 
British  Royal  Physicians,  including  Mathew 
Baillie.  Doctor  Boyd  is  the  11th  recipient 
of  the  A.A.P.B.-Cane  in  its  43-year  history. 


Doctors  in  the  News 

Dr.  Wilhelmj  Wins  Award — 

A 1956  graduate  of  the  Creighton  Univer- 
sity School  of  Medicine  has  earned  the  high- 
est honor  that  can  come  to  a fellow  in  the 
Mayo  Foundation. 

Dr.  Charles  Wilhelmj  has  won  the  Alum- 
ni Award  of  the  Ex-Residents  of  the  Mayo 
Foundation  which  carries  with  it  a cash 
prize  of  a thousand  dollars.  The  ceremony 
of  presentation  will  take  place  during  the 
meeting  of  the  ex-residents  in  Rochester, 
Minn.,  in  October. 

In  addition,  Dr.  Wilhelmj  was  awarded 
the  Gold  Medal  for  first  prize  in  the  1962 
Annual  Essay  Contest  of  the  American 
Dermatological  Association.  He  presented 
his  paper  recently  at  the  Association  meet- 
ing in  Chandler,  Ariz. 

He  is  the  son  of  Dr.  and  Mrs.  C.  M.  Wil- 
helmj, 1714  South  Ninety-first  Avenue. 
(From  Creighton  University  News  Bureau). 

Old  Grad  Comes  Home  to  Celebrate — 

One  of  the  “old  grads”  who  came  home 
to  celebrate  the  50th  anniversary  of  his 
graduation  from  the  University  of  Nebras- 
ka, June  8-11,  was  Robert  Steele  Irvine. 
Doctor  Irvine  received  his  B.Sc.  degree  here 
in  1912,  then  went  on  to  graduate  in  medi- 
cine from  Columbia  University  in  1914. 
After  some  years  spent  in  Vienna  and  Lon- 
don, he  practiced  his  specialty,  ophthalmol- 
ogy, in  San  Francisco  and  taught  in  Stan- 


ford University,  where  he  became  Professor 
of  Ophthalmology.  Doctor  Irvine  is  now 
retired  and  lives  on  a beautiful  place  in  the 
hills  near  San  Carlos.  Though  retired  and 
busy  just  “livin’,”  he  spends  considerable 
time  at  Stanford  and  on  his  first  love,  medi- 
cine. His  lovely  wife  could  not  leave  Cali- 
fornia long  enough  to  accompany  him  on 
this  trip. 

Moon  to  Give  Important  Address 

Charles  F.  Moon,  M.D.,  lota  chapter, 
Phi  Rho  Sigma , Professor  Emeritus  of  Ob- 
stetrics and  Gynecology  at  the  University  of 
Nebraska  College  of  Medicine,  has  been 
honored  by  being  chosen  to  give  the  Jesse 
Ansley  Griffin  Medalist  address  at  the  30th 
biennial  meeting  of  the  Grand  Chapter, 
Phi  Rho  Sigma,  June  18-21,  1962,  at  Ingle- 
side  Resort,  Staunton,  Virginia. 

Doctor  S.  W.  Carveth  Wins  Award — 

Doctor  Stephen  W.  Carveth,  son  of  Doc- 
tor W.  W.  Carveth,  Lincoln,  received  the  H. 
K.  Gray  travel  award  medal  and  $1,000  at 
a Mayo  Clinic  ceremony  in  Rochester,  Min- 
nesota, in  May.  The  award  recognizes  spe- 
cial achievement  in  surgery.  Dr.  Carveth 
now  is  finishing  a five-year  fellowship  for 
special  training  at  Mayo  Clinic,  working  on 
heart  and  lung  surgery. 


Human  Interest  Tales 

Dr.  E.  A.  Watson  has  located  in  Arnold 
having  previously  practiced  in  Lexington. 

Dr.  J.  William  Hervert,  Lincoln,  has  been 
elected  President  of  the  Nebraska  Diabetes 
Association. 

Dr.  and  Mrs.  C.  M.  Coe,  Wakefield,  at- 
tended the  Clinical  Review  at  Mayo  Clinic. 
Rochester,  Minn. 

Dr.  Donald  T.  Glow,  Omaha,  has  been 
elected  as  a Fellow  of  the  American  Acad- 
emy of  Pediatrics. 

Dr.  J.  Y.  Racines,  Palmer,  has  been  named 
resident  physician  at  the  Soldiers  and  Sail- 
ors Home  at  Grand  Island. 

Dr.  V.  S.  Lynn,  Geneva,  discussed  the 
various  causes  and  symptoms  of  heart  dis- 
ease at  a Rotary  Club  meeting. 

Dr.  Richard  Satterfield,  San  Bernardino, 
California,  has  purchased  the  clinic  and  fa- 
cilities of  the  late  Dr.  M.  L.  Owen. 


July,  1962 


419 


Dr.  John  R.  Schenken,  Omaha,  was  the 
featured  speaker  at  the  monthly  meeting  of 
the  Buffalo  County  Medical  Society. 

Dr.  Merle  M.  Musselman,  Omaha,  was 
visiting  director  of  the  fifth  Harvard  sur- 
gical service  at  Boston  City  Hospital. 

Mrs.  John  M.  Christlieb  of  Omaha  was 
installed  as  the  new  president  of  the  Ne- 
braska State  Medical  Association  Auxiliary. 

Dr.  Tom  Calvert,  Plainview,  has  accepted 
residency  in  pediatrics  at  the  University  of 
Washington  in  Seattle,  and  reported  on  Julv 
1. 

Dr.  Leo  T.  Heywood,  Omaha,  was  elected 
a director  of  Nebraska  Blue  Shield,  suc- 
ceeding the  late  Dr.  E.  E.  Ivoebbe  of  Colum- 
bus. 

Dr.  James  H.  Dunlap,  Norfolk,  delivered 
a speech  at  the  convention  of  the  Licensed 
Practical  Nurse  Association  of  Nebraska  at 
Norfolk. 

Dr.  James  J.  O’Neil,  Omaha,  presented 
a paper  on  “Laryngeal  Tumors  in  Children” 
at  the  American  Laryngological  Association 
meeting  in  Dallas. 

The  United  States  Public  Health  Service 
gave  a grant  of  $322,668.37  to  the  Univer- 
sity of  Nebraska  Regents  for  the  Nebraska 
Psychiatric  Institute. 

On  May  20,  the  new  eye  bank  at  the  Uni- 
versity of  Nebraska  College  of  Medicine 
was  dedicated  by  the  Nebraska  Lions  Con- 
servation Foundation. 

Dr.  L.  J.  Chadek,  West  Point,  attended 
a four-day  scientific  meeting  at  Las  Vegas 
during  the  annual  American  Academy  of 
General  Practice  meeting. 

Dr.  C.  W.  Way,  Wahoo,  in  charge  of  the 
Veterans  Administration  Hospital  Outpa- 
tient clinic  in  Omaha,  was  recently  awarded 
a Directors  Commendation. 

Dr.  Delbert  D.  Neis,  Omaha,  was  in  At- 
kinson and  discussed  heart  conditions  and 
heart  surgery  at  a meeting  to  which  the 
general  public  was  invited. 

Mrs.  Rose  K.  Simanek,  wife  of  Dr.  George 
F.  Simanek,  of  Colorado  Springs,  passed 
away  on  May  5,  1962.  They  had  formerly 
lived  in  Omaha  for  48  years. 

Dr.  James  R.  Adamson  will  be  joining  the 
staff  of  Drs.  Treptow  and  Campbell  in 
Central  City  in  July.  He  is  currently  intern- 
ing at  Methodist  Hospital  in  Omaha. 


The  Omaha-Douglas  County  Medical  So- 
ciety sponsored  a new  allergy  cooking 
school  with  Mrs.  Viola  Joseph  of  the  Ne- 
braska Diabetes  Association  in  charge. 

Dr.  E.  L.  MacQuiddy,  Sr.,  Omaha,  and 
Dr.  George  Covey,  Lincoln,  have  received 
honorary  memberships  in  Alpha  Omega 
Alpha,  national  medical  honorary  society. 

Dr.  S.  F.  Nabity  of  Grand  Island  won 
the  Nebraska  State  Medical  Association 
bowling  tournament  with  a 594  scratch 
series,  a 42  handicap  series,  and  a 234  high 
game. 

The  State  Health  Department  on  July  1 
will  get  its  first  medical  staff  addition  since 
post  World  War  II  days.  The  assignment 
of  Dr.  George  E.  Pickett  by  the  U.S.  Public 
Health  Service  will  result  in  another  new 
state  first:  development  of  a state-wide, 
well-rounded  cancer  control  program. 


Announcements 

Interstate  Offers  Varied  Program  for  GP’s — 

The  47th  annual  Scientific  Assembly  of 
Interstate  Postgraduate  Medical  Associa- 
tion, to  be  held  at  the  Palmer  House.  Chi- 
cago, October  1-4,  offers  2OV2  hours  of  va- 
ried teaching  (and  A.A.G.P.  Category  II 
credit)  for  a registration  fee  of  $10.  The 
program  is  especially  suited  to  the  needs  of 
generalists,  as  all  lectures,  panels  and 
clinics  are  closely  related  to  medical  prob- 
lems familiar  to  the  physician  who  does  not 
devote  his  time  to  a single  specialty.  Panels 
on  “Arthritis,”  “Diabetes,”  “Tranquilizers 
and  Energizers,”  the  “Medical  and  Surgical 
Treatment  of  Duodenal  Ulcers,”  and  “Newer 
Treatment  of  Hypertension”  are  important 
parts  of  the  three  and  one-half  day  pro- 
gram. 

Interstate  is  not  a “membership  organiza- 
tion,” but  offers  an  annual  teaching  pro- 
gram for  practitioners  interested  in  a va- 
ried review  of  new  developments  in  the  ma- 
jor branches  of  medicine.  The  1962  Assem- 
bly program  offers  educational  exposure  to 
more  than  90  prominent  medical  educators, 
as  teachers. 

Those  interested  in  full  details  of  the  pro- 
gram are  urged  to  write  for  a brochure,  by 
addressing  a postal  to  N.  A.  Hill,  M.D.,  Sec- 
retary, Interstate  Postgraduate  Medical  As- 
sociation, Box  1109,  Madison  1,  Wisconsin. 
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News  and  Views 

Annual  Midwest  Cancer  Conference 
Held  at  Wichita,  Kansas — 

On  March  9th  and  10th,  the  Fourteenth 
Annual  Midwest  Cancer  Conference  was 
held  at  Wichita.  This  conference  was  sup- 
ported by  the  Kansas  Division  of  the 
American  Cancer  Society  but  also  sponsored 
by  the  American  Cancer  Society.  The  guest 
faculty  was  made  up  of  well  known  cancer 
experts  in  their  respective  fields  and  rep- 
resented medical  teaching  institutions  from 
coast  to  coast.  Nebraska  was  well  repre- 
sented at  the  meeting,  the  following  doctors 
having  registered  for  the  conference : Doc- 
tors Burton  Bancroft,  C.  T.  Frerichs,  Pat- 
rick Gillespie,  G.  W.  Graupner,  C.  M.  Hart- 
men,  George  John,  Willis  P.  Mundt,  F.  M. 
Nebe,  John  Porter,  A.  J.  Schwedholm, 
Charles  D.  Soucek,  and  S.  P.  Wiley. 

Is  H.E.W.  Lobbying  by  Use  of  Tax  Money?  — 

A book  of  156  pages  was  ordered  on  a 
“rush  job”  basis  by  the  Department  of 
Health,  Education  and  Welfare,  from  the 
Government  printing  office;  three  thousand 
copies  were  ordered  at  a cost  of  $4553.  Ribi- 
coff  said  it  is  “a  major  sales  pitch”  while 
Senator  John  W.  Byrnes  calls  it  clearly  lob- 
bying and  against  the  law.  He  has  asked 
the  comptroller  general  to  refuse  payment 
of  the  bill.  The  fact  that  some  action  is  il- 
legal does  not  seem  to  deter  some  of  the 
President’s  appointees. 

Compulsory  Licensing  Voted  Down  in 
Senate  Committee — 

The  P.M.A.  Newsletter  dated  May  11, 
1962,  states  that  the  full  Senate  Judiciary 
Committee  voted  down  and  defeated  the 
compulsory  drug  license  provision  of  Sena- 
tor Kefauver’s  bill,  S.  1552.  Other  provi- 
sions of  the  bill  are  still  under  considera- 
tion. 

Winners  of  Lakeside  Awards  Announced — 

Winners  of  the  Lakeside  Awards  for  out- 
standing scientific  exhibits  at  the  12th  an- 
nual S.A.M.A.  convention  at  Washington, 
D.C.,  were  announced  May  10.  There  were 
two  main  prizes,  the  first  $500  and  the  sec- 
ond, $250.  Honorable  mention  certificates 
were  given  to  17  other  exhibitors  among 
whom  was  Richard  T.  Rappoldt  of  the  Uni- 
versity of  Nebraska  College  of  Medicine. 


Traffic  Safety  in  Nebraska — 

Issue  No.  1 of  Vol.  1 of  a new  little  paper 
called  Safety  in  Nebraska  has  been  re- 
ceived. This  organ  is  said  to  be  a “pilot” 
issue  preliminary  to  the  issuance  of  a quar- 
terly publication  presenting  a news  review 
of  safety  activities  throughout  the  state  in 
digest  form.  Since  one  person  is  killed  in 
Nebraska  traffic  every  27  hours  there 
should  be  a real  need  for  such  a publication. 

Among  the  facts  revealed  in  a survey, 
Sunday  is  the  most  likely  day  for  accidents 
to  ocur  and  most  of  them  happen  at  about 
4 to  5 p.m.  Ninety-five  of  the  fatal  acci- 
dents involved  violations  of  the  law,  and 
the  highest  death  rate  is  in  the  age-group 
below  20.  It  is  high  time  every  means 
available  is  used  to  reduce  the  dangers  in- 
herent in  traffic. 

New  Anti-Infective  Drug — 

Sterling-Winthrop  have  developed  a new 
anti-infective  drug,  known  only  as  Win 
18,320,  now  under  extensive  clinical  trial, 
but  not  ready  to  be  marketed.  It  is  not  in 
the  class  of  agents  usually  termed  anti- 
biotics, but  a chemical  derived  from  naph- 
thyridine.  Its  greatest  usefulness  will  be 
against  gram-negative  organisms  and  many 
of  the  germs  that  have  developed  resistance 
to  the  usual  antibiotics.  It  has  been  found, 
for  instance,  to  eliminate  those  infections 
of  the  urinary  tract  that  have  resisted  most 
of  our  efforts  at  destroying  — germs  of  the 
coli,  proteus,  and  aerobacter  bacilli. 

Urinary  Amylase  in  Diagnosis  of  Pancreatitis — 

“The  results  (of  tests  on  series  of  patients 
and  controls)  demonstrated  that  the  24- 
hour  urinary  amylase  was  elevated  more  fre- 
quently than  the  serum  amylase  in  acute 
(3%  vs.  79%)  and  chronic  (100%  vs.  33%) 
pancreatitis.  The  urinary  amylase  re- 
mained abnormal  for  up  to  9 days  (mean,  4 
days)  longer  than  the  serum  amylase,  when 
both  were  elevated.  Finally  the  urinary 
amylase  mirrored  the  clinical  course  of 
these  patients  more  reliably  than  did  the 
serum  amylase.”  (Strouder,  Stephen  R., 
Indiana  University). 

Ownership  of  X rays  Subject  of  Legislation — 

A team  play  instigated  by  the  American 
College  of  Radiology  led  to  veto  of  a pro- 
posed New  York  State  law  which  would  have 
given  the  patient  the  right  to  demand  pos- 
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session  of  copies  of  X-ray  films  taken  of 
them  by  hospitals  or  physicians. 

Group  Practice  Pros  and  Cons — 

Group  practice  seems  to  be  a growing  ten- 
dency among  private  practitioners  of  medi- 
cine. As  noted  in  Medical  World  News 
about  15,000  MD’s  are  now  engaged  in 
group  practices  ranging  in  size  from  three 
to  324  doctors.  A fairly  extensive  discus- 
sion of  the  various  facets  of  this  association 
may  be  summarized  in  the  following  table, 
also  taken  from  the  issue  of  Medical  World 
News  noted  above : 

ADVANTAGES  OF  GROUP  PRACTICE  . . . 

— A regular  work  week  assures  leisure 
time 

— Temporary  leave  can  be  taken  with 
knowledge  that  patients  will  get  care 
— Special  and  technical  services  and  the 
patient’s  full  medical  history  are  avail- 
able in  one  location 
— Consultation  is  easily  accessible 
— Relationship  of  members  stimulates  and 
improves  the  quality  of  performance 
— Acquisition  and  use  of  the  best  equip- 
ment for  diagnosis,  therapy  and  re- 
search is  possible 

— Competent  business  management  han- 
dles administrative  matters,  assists  in 
monetary  relationship  with  patients 
and  thus  allows  full  concentration  on 
professional  activities 
— Young  men  can  enter  practice  without 
a heavy  investment  and  with  a stable 
income 

— A sense  of  professional  — as  well  as 
economic  — security  is  provided 

DISADVANTAGES  OF  GROUP  PRACTICE  . . . 
— Specialists  with  high  earning  potential 
seldom  realize  as  large  an  income  as 
they  would  in  solo  practice 
— Possibility  for  disagreements  exists 
over  division  of  income 
— “Outside”  physicians  are  sometimes  re- 
luctant to  refer  patients  to  specialist- 
members  of  groups 

— Members  share  and  suffer  to  some  de- 
gree from  errors  committed  and  ex- 
penses incurred  by  associates 
— U rge  for  individualistic  expression 
must  be  curbed  at  times  in  favor  of 
group  rules,  and  a member  may  find 
himself  committed  to  a policy  decision 
of  which  he  disapproves 


— An  undesirable  degree  of  overspeciali- 
zation of  practice  may  occur 

— Patients’  freedom  of  choice  may  be  lim- 
ited, and  intimacy  of  the  patient-doctor 
relationship  diluted. 

— Complaints  about  being  “too  scientific” 
are  generally  leveled  by  patients  at 
group  rather  than  solo  practitioners 

— Some  men  may  become  more  interested 
in  professional  and  personal  security 
than  in  excellence  of  practice,  teaching 
and  research 

Premium  Rates  for  Government  Subsidized 
Health  Insurance — 

The  premium  rates  of  the  Government- 
wide Service  Benefit  Plan  and  the  Govern- 
ment-wide Indemnity  Benefit  Plan,  which 
together  cover  about  80  per  cent  of  the  near- 
ly 2,000,000  employees  enrolled  in  the  Fed- 
eral Employees  Health  Benefits  program, 
will  not  be  increased  for  the  next  contract 
year  which  begins  November  1,  1962,  the 
Commission  announced  recently.  The  Com- 
mission also  said  that  the  next  “open  sea- 
son” of  the  program  is  planned  for  late 
1963,  probably  in  October. 

Therapeutic  Use  of  Opposite  Sex  Hormones — 

The  use  of  opposite  sex  hormones,  espe- 
cialy  when  they  are  “fortified,”  is  recom- 
mended by  William  L.  Gould  ( Angiology 
3:120,  March  1962)  in  the  treatment  of 
certain  cardiac  diseases,  especially  coronary 
artery  disease,  and  in  certain  other  prob- 
lems of  aging.  The  opinion  is  supported  by 
the  recitation  of  considerable  amount  of 
clinical  data.  He  presumes  that  many  men 
who  are  the  victims  of  undiscovered  early 
cancer  of  the  prostate  may  be  benefitted 
by  female  sex  hormone  given  to  relieve  car- 
diac symptoms  and,  perhaps,  cause  a regres- 
sion of  the  arteriolar  atherosclerotic  pro- 
cess that  underline  angina  pectoris  and  cor- 
onary insufficiency.  The  author  calls  atten- 
tion to  the  fact  that  early  cancer  of  the  pros- 
tate and  onset  of  coronary  disease  are  often 
found  at  about  the  same  decade  of  life. 

Graduates  of  Foreign  Medical  Schools 
Increasing  in  U.S. — 

There  has  been  a steady  progressive  in- 
crease of  licentiates  in  the  United  States, 
attributal  to  foreign  medical  school  gradu- 
ates. In  1950,  there  were  about  6000  new 
licentiates  repi'esenting  additions  to  the 
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medical  profession.  Three  hundred  of  these 
were  graduates  of  foreign  medical  schools. 
In  1960,  these  two  categories  were  8000  and 
1400  respectively.  This  is  an  increase  from 
five  per  cent  to  almost  18  per  cent.  This 
amounts  to  the  number  of  graduates  one 
might  expect  from  14  to  16  new  U.S.  med- 
ical schools.  It  does  not  take  into  consid- 
eration graduates  of  foreign  medical  schools 
who  com  ehere  to  take  internships  or  resi- 
dencies; this  amounted  to  9457  in  1960.  The 
Datagram  from  which  these  figures  are  ob- 
tained asks  some  pertinent  questions: 

— Is  it  wise  for  the  United  States,  at  a 
time  of  grave  international  insecurity, 
to  become  progressively  dependent  for 
provision  of  medical  care  upon  gradu- 
ates of  foreign  countries  and  institu- 
tions ? 

— Is  it  proper  for  the  United  States  with 
its  wealth  of  medical  resources  for  edu- 
cation, research  and  service,  to  import 
physicians  in  increasing  numbers  from 
countries  with  low  physician-popula- 
tion ratios  and  a dearth  of  educational 
resources  ? 

— Is  it  consistent  to  provide  technical  as- 
sistance through  sending  visiting  staff 
to  foreign  schools  while  depriving  them 
of  their  own  professional  competence  in 
order  to  maintain  our  physician-popula- 
tion ratio? 

No  answer  is  given  to  these  questions  and 
it  is  stated  they  should  “be  given  thought- 
ful consideration  and  viewed  in  proper 
perspective.”  (From  Datagrams,  Associa- 
tion of  American  Medical  Colleges,  Vol.  5, 
No.  11,  May,  1962). 

Status  of  the  Polio  Vaccines — 

The  national  Foundation  points  out  that 
the  Salk  vaccine  has  eliminated  polio  as  a 
serious  public  health  problem  having  re- 
duced the  incidence  of  the  disease  to  less 
than  five  cases  per  million  people  as  com- 
pared with  a yearly  average  of  162  cases 
per  million.  If  those  persons  who  have  not 
been  immunized  would  do  so,  the  incidence 
might  be  further  reduced. 

It  is  believed  that  all  those  who  have  had 
the  prescribed  number  of  doses  of  the  Salk 
vaccine  may  feel  confident  in  not  taking 
any  more.  From  now  on,  babies  should  be 
immunized  just  as  they  are  for  diphtheria, 
whooping  cough,  tetanus,  and  smallpox. 
Whether  this  is  accomplished  by  the  use  of 


the  Salk  vaccine  or  the  Sabin  live-virus  vac- 
cine is  a matter  of  choice  of  the  local  medical 
authorities. 

Admissions  to  Nursing  Schools 

Schools  of  professional  and  practical 
nursing  in  the  United  States  admitted  76,- 
469  students  during  1961,  an  increase  of  al- 
most 3,000  over  the  73,565  admitted  the 
previous  year,  it  has  been  announced  by  the 
National  League  for  Nursing. 

The  1126  programs  of  professional  nurs- 
ing in  hospitals,  Junior  and  Senior  Colleges, 
and  Universities  accepted  51,219  new  stu- 
dents, compared  to  49,787  in  1960,  it  was 
reported.  Admissions  to  the  693  practical 
nursing  schools  rose  from  23,778  to  25,250 
during  the  same  period. 

The  majority  of  students  who  entered 
professional  nursing  selected  three  year 
diploma  programs  in  hospitals  and  inde- 
pendent schools  of  nursing. 

Guaranteed-for-Life  Health  Insurance 
Plans  Increasing — 

The  number  of  guaranteed-for-life  health 
insurance  policies  and  plans  available  to 
persons  in  or  near  retirement  is  increasing 
at  a rapid  rate,  the  Health  Insurance  Insti- 
tute reports. 

The  Institute  said  the  second  edition  of  a 
booklet  that  it  has  published  shows  the  ex- 
tent of  recent  growth  in  older-age  health 
cost  coverage.  The  booklet  lists  details,  in- 
cluding premiums  and  benefits,  of  health 
insurance  programs  available  to  the  aged 
from  insurance  companies.  The  first  edi- 
tion was  published  July,  1961,  and  contained 
126  guaranteed-for-life  plans  and  policies 
available  to  the  aged.  The  policies  were 
provided  by  66  different  companies. 

Developments  in  this  area  were  so  rapid, 
the  Institute  said,  that  the  booklet  soon  was 
outdated  and  a second  edition,  based  on  ma- 
terial compiled  as  of  January,  1962,  has 
been  published. 

The  new  edition  shows  that  in  the  space 
of  six  months  there  has  been  a 25  per  cent 
increase  in  the  number  of  policies  offered  in 
this  field,  and  a similar  increase  in  the 
number  of  companies  active  in  this  area  of 
insurance.  As  of  the  beginning  of  the  year, 
81  insurance  companies  were  providing  a 
total  of  157  policies  and  plans  that  are  guar- 
anteed for  life.  Many  of  the  policies  listed 
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in  the  booklet  are  available  to  anyone  65  or 
older  regardless  of  physical  condition.  Some 
of  the  policies  accept  new  applicants  up 
to  age  80  or  older,  and  some  group-type 
plans  enroll  people  100  or  older.  Some  of 
the  policies,  which  become  paid  up  for  life 
at  age  65,  are  designed  for  persons  under 
65. 

The  Institute  said  all  of  the  policies  have 
a lifetime  guarantee,  which  means  the  in- 
sured person  paying  his  premium  retains 
his  coverage  regardless  of  how  his  health 
may  change.  The  H.I.I.  added  that  protec- 
tion for  persons  enrolled  in  the  group-type 
plans  cannot  be  terminated  by  the  insurance 
company  for  any  individual  policyholder  — 
only  for  residents  of  an  entire  state  as  a 
group. 

The  booklet  includes  programs  developed 
for  all  types  of  medical  expenses  — hospital, 
surgical,  physicians’  visits,  and  major  hos- 
pital and  medical  expenses. 

Medical  Careers — 

This  time  of  year,  many  high  school  young 
people  are  giving  attention  to  the  future, 
trying  to  choose  a lifetime  career.  In  the 
past  it  was  considered  unnecessary  to  re- 
cruit brilliant  young  men  and  women  for 
medicine  or  the  paramedical  fields;  in  the 
past  year,  however,  the  Texas  Medical  As- 
sociation has  decided  to  exert  effort  in  this 
direction.  Last  year  a Committee  was 
formed  on  Medical  Careers.  This  state  as- 
sociation is  not  alone  in  its  efforts;  many 
other  state  societies  are  doing  the  same 
thing. 

An  Editorial  in  the  Texas  State  Journal 
of  Medicine  states  that  each  physician 
should  make  an  effort  to  encourage  the  right 
young  men  and  women  to  enter  the  field  of 
medicine.  As  readers  know  from  personal 
experience,  most  physicians  have  been  mo- 
tivated to  enter  medicine  by  physician 
friends,  including  family  doctors,  or  others 
closely  associated  with  medicine.  In  recent 
years  doctors  have  busied  themselves  in  ac- 
quainting their  patients  with  the  threats 
of  socialism  in  government,  and  many  of 
them  have  failed  to  pass  on  to  youth  that 
spark  of  enthusiasm  for  the  medical  profes- 
sion which  they  hold  so  dear.  This  can  and 
should  be  done.  Every  doctor  knows  a 
bright  young  high  school  student,  but  how 
many  have  taken  the  time  to  speak  to  him 
about  the  prospects  of  his  studying  medi- 
cine? It  is  little  things  such  as  this  which 


Inspire  young  people.  What  youngster 
would  not  be  thrilled  to  talk  about  his  fu- 
ture plans  with  his  own  family  doctor? 
What  boy  or  girl  would  not  be  inspired  as 
he  or  she  looks  through  the  microscope  in 
a pathologist’s  office  or  tours  a shining  new 
hospital? 

Members  of  this  Texas  Committee  believe 
that  a little  time  spent  with  these  young 
people  would  pay  a great  dividend  in  the 
future.  They  have  sent  a partial  list  of  pre- 
medical students  in  various  colleges  and 
universities  in  the  state  to  all  county  medi- 
cal societies.  It  is  hoped  that  doctors  will 
take  it  upon  themselves  to  see  and  encour- 
age those  on  the  list  who  live  in  their  re- 
spective communities  in  the  direction  of  a 
medical  career.  It  also  is  hoped  that  some 
will  assume  the  responsibility  of  talking  to 
their  high  school  friends,  offering  them  sim- 
ilar encouragement. 

Medical  School  Tuition — 

The  Association  of  American  Medical  Col- 
leges recently  published  a profile  of  tuition 
levels  in  1947-1948  and  1960-1961  of  45 
private  and  41  public  U.S.  medical  schools. 

It  is  apparent  from  the  profile  that  pri- 
vate medical  school  tuitions  increased  at  a 
more  rapid  rate  during  the  13  year  period 
than  did  the  tuition  of  the  public  schools. 
In  terms  of  the  purchasing  power  of  the  dol- 
lar, the  average  adjusted  tuition  for  private 
medical  schools  increased  between  1948  and 
1961  from  $616  to  $923.  The  difference 
represents  an  increase  of  50  per  cent.  The 
average  resident  adjusted  tuition  for  public 
schools  increased  from  $377  to  $411.  This 
difference  amounts  to  an  increase  of  9 per 
cent.  The  difference  between  the  average 
non-resident  adjusted  tuition  for  public 
schools  over  this  span  of  years  represents 
an  increase  of  34  per  cent. 

Referral  Service  for  Military  Rejectees — 

The  Pennsylvania  Medical  Society  Board 
of  Trustees  and  Counsellors  has  approved 
a pilot  demonstration  project  to  provide 
follow-up  service  of  individuals  who  are  re- 
jected for  military  service  because  of  physi- 
cal defects.  Describing  the  proposed  plan 
in  the  journal  of  this  society,  the  proposed 
program  results  from  the  discovery  that 
there  has  been  little  or  no  system  of  helping 
rejectees  know  what  their  difficulties  are 
or  helping  them  get  referred  for  correction 
of  remedial  defects. 
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Five  areas  have  been  chosen  for  demon- 
stration projects,  four  of  them  being  in 
Pennsylvania  and  one  in  New  York  City. 
Various  other  studies  have  indicated  that 
many  physical  disabilities  resulting  in  re- 
jection from  military  service  are  remedial 
but  are  not  usually  remedied.  The  key 
element  in  the  referral  service  would  be 
the  stationing  of  state  or  local  health  de- 
partment personnel  at  Armed  Forces  exam- 
ining stations.  These  individuals  would 
counsel  each  selective  service  registrant  who 
failed  to  meet  the  medical  standards  and 
when  possible  refer  him  to  his  private  physi- 
cian or  dentist.  If  referral  to  private  care 
is  not  posible,  referral  would  be  made  to  an 
appropriate  community  facility. 

It  is  anticipated  that  two  basic  categories 
of  rejectees  will  be  encountered.  One  group 
will  include  those  whose  physical  or  mental 
disabilities  are  discovered  for  the  first 
time.  The  second  group  will  include  those 
who  are  aware  of  the  disability  but  either 
have  not  had  prior  treatment  or  have  per- 
mitted treatment  to  lapse.  In  both  groups, 
there  is  hope  that  the  individuals  concerned 
can  be  placed  under  the  care  of  private 
practitioners  so  that  they  may  receive  proper 
treatment  and,  in  most  instances,  either  re- 
verse the  disability  or  prevent  further  dis- 
ability. 


News  From  Our  Medical  Schools 

Medical  Research  Wing  at  Creighton — 

Tuesday,  June  5,  will  take  its  place  as  one 
of  the  most  important  dates  in  the  history 
of  the  Creighton  University  School  of  Medi- 
cine. 

Ground  was  broken  on  that  date  for  the 
first  element  — the  Medical  Research  Wing 
— of  the  proposed  Dr.  C.  C.  and  Mabel  L. 
Criss  Medical  Center  of  Creighton  Univer- 
sity. 

An  academic  procession  proceeded  from 
Creighton  Alumni  Memorial  Library  to  the 
area  on  the  west  edge  of  University  Stadi- 
um, site  of  the  new  Center,  at  6:45  p.m. 
Ceremonies  were  at  7 p.m.,  including  short 
talks  by  four  persons : 

The  Very  Rev.  H.  W.  Linn,  S.J.,  Creigh- 
ton President;  Dr.  Paul  McDermott,  Presi- 
dent of  the  Senior  Class  from  Creighton’s 
Medical  School;  Dr.  Richard  L.  Egan,  Dean 
of  the  School,  and  Dr.  John  J.  Gardiner,  Sr., 


President  of  the  Omaha-Douglas  County 
Medical  Society. 

Mrs.  Mabel  L.  Criss,  Vice  President  of 
United  Benefit  Life  Insurance  Company  and 
Director  of  Personnel  and  Planning  for  the 
Companion  Companies,  was  an  observer  at 
the  ceremonies.  Mrs.  Criss  is  the  prime 
benefactress  who  made  construction  possible 
on  the  Medical  Center  through  a multi-mil- 
lion-dollar  gift. 

The  research  unit  will  be  a six-level  struc- 
ture designed  to  harmonize  with  other 
buildings  to  be  constructed  within  the 
framework  of  the  master  plan  for  long- 
range  development  of  the  Creighton  campus. 

It  will  provide  space  for  a wide  variety 
of  research  projects  by  teams  of  medical 
scholars.  Research  units  will  open  on  a 
central  corridor  that  bisects  the  core  of  the 
building.  Corridor  ceilings  will  feature  re- 
movable acoustic  panels  for  sound-proofing 
and  concealment  of  mechanical  services  dis- 
tribution system. 

All  mechanical  services  will  be  completely 
flexible  and  accessible  as  a simple  means 
of  changing  research  techniques  as  future 
programs  demand. 

Each  research  unit  in  the  Wing  has  been 
designed  for  professional  efficiency.  Interi- 
or decoration  is  spartan  with  finishes  select- 
ed for  easy  mantenance.  Equipment  will  be 
organized  in  each  study  area  to  offer  easy 
access  to  research  specialists. 

Design  of  the  Wing  is  such  that  it  may 
be  expanded  along  the  southern  edge  of  the 
Creighton  campus  at  a future  date.  Present 
plans  involve  38-thousand  square  feet  of 
space.  Future  construction  of  seven  addi- 
tional structural  bays  will  result  in  a 50  per 
cent  increase  in  research  space. 

The  Research  Wing  will  connect  on  all 
floor  levels  with  adjacent  campus  buildings 
through  use  of  enclosed  flying  bridges. 
These  will  coordinate  the  research  structure 
with  a proposed  science  teaching  building  to 
the  east  and  with  diagnostic,  medical  sci- 
ence and  pharmacy  units  of  the  Criss  Medi- 
cal Center  that  will  be  built  on  the  north 
side  of  the  campus. 

The  elevator  core  and  restroom  facilities 
in  the  Research  Wing  will  be  placed  in  such 
a way  as  to  become  centrally  located  upon 
completion  of  the  expansion  program  for 
the  structure. 

Light  beige  brick  will  be  used  on  exteri- 
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or  surfaces  of  the  building  so  that  it  will 
blend  visually  with  all  new  buildings  on  the 
Creighton  campus.  The  exterior  of  the 
structure  will  also  blend  with  all  elements 
of  the  Criss  Center. 

This  Research  Wing  will  be  constructed 
at  a cost  of  approximately  1 14 -million  dol- 
lars and  is  scheduled  for  completion  by 
September  1963. 

Plans  for  other  units  in  the  Criss  Medical 
Center,  to  be  located  in  the  Stadium  area, 
are  being  completed. 


Deaths 

McLEAY  — Hugh  L.  McLeay,  M.D., 
Omaha.  Doctor  Hugh  L.  McLeay  died  at 
the  age  of  85  on  April  29,  1962.  He  was  a 
graduate  of  Upper  Canadian  University 
Medical  School.  Doctor  McLeay  was  a staff 
member  of  the  Lincoln  State  Hospital  for 
17  years. 

SHOOK  — William  E.  Shook,  M.D.  Doc- 
tor Shook  of  Shubert  died  April  28,  1962. 
He  was  89  years  old  and  had  practiced  in 
Shubert  since  1903.  He  graduated  from  the 
College  of  Physicians  and  Surgeons  in  Chi- 
cago, in  1901. 

ISACSON  — Sven  E.  Isacson,  M.D., 
Omaha.  Doctor  Isacson,  a pathologist, 
died  in  Omaha  on  May  9,  1962.  He  gradu- 
ated from  the  Creighton  University  Schood 
of  Medicine  in  1935.  He  was  a veterinarian 
before  attending  medical  school  and  was  an 
initial  member  of  the  Nebraska  Basic  Sci- 
ence Board. 


Know  Your 
Blue  Shield  Plan 


Dr.  Leo  T.  Heywood  of  Omaha  was  elect- 
ed to  the  Board  of  Directors  of  Nebraska 
Blue  Shield  at  the  quarterly  meeting  of  the 
Board  held  at  the  Omaha  Athletic  Club, 
April  15,  1962.  He  replaces  Dr.  E.  E. 
Koebbe  of  Columbus,  recently  deceased. 

Dr.  Heywood  is  Clinical  Professor  of  Ob- 
stetrics and  Gynecology  at  Creighton  Uni- 
versity; President  of  the  Nebraska  Board  of 
Medical  Examiners;  a member  of  the  Execu- 
tive Committee  of  the  Omaha-Douglas  Coun- 
ty Chapter  of  the  American  Cancer  Society ; 


President  of  the  Alumni  Association  of 
Creighton  University;  and,  President-Elect 
of  the  Professional  Staff  of  Creighton  Me- 
morial St.  Joseph’s  Hospital.  He  is  also  a 
Founding  Fellow  of  the  American  College 
of  Obstetrics  and  Gynecology  and  a Diplo- 
mat of  the  American  Board  of  Obstetrics 
and  Gynecology. 

Dr.  Heywood,  after  five  years  overseas  in 
the  Army  Medical  Corps,  has  been  in  prac- 
tice in  Omaha  since  1945. 

Dr.  Russell  B.  Carson,  Secretary  of  the 
Board  of  Directors  of  the  National  Asso- 
ciation of  Blue  Shield  Plans,  addressed  the 
Eighth  Regional  A.M.A.  Conference  on  The 
Future  of  Voluntary  Health  Insurance  and 
Prepayment  Plans,  in  St.  Louis,  on  April  14. 
He  stressed  the  importance  of  adequately 
meeting  the  health  needs  of  the  aged  and  he 
indicated  that  provision  of  health  care  cov- 
erage for  senior  citizens  has  been  a matter 
of  continuing  interest  to  Blue  Shield  for 
some  years.  “Plans  long  ago  recognized 
that  the  elder  citizens  would  increasingly 
represent  a segment  of  the  community  whose 
needs  for  coverage  would  have  to  be  more 
specifically  met  if  the  objective  of  commun- 
ity service  was  to  be  effectively  fulfilled  as 
a basic  aim  of  the  Blue  Shield  program,  “Dr. 
Carson  said.  “As  a result,  our  present  Blue 
Shield  membership  of  more  than  49  million 
now  includes  more  than  3 % million  citi- 
zens past  65  years  of  age,  and  it  is  our 
practice  to  permit  continuation  of  coverage 
to  all  under  our  program  as  they  pass  this 
age,”  he  emphasized. 

The  continued  success  of  voluntary  pre- 
paid hospital  and  medical  care  and  the  “free 
choice  of  Physician”  depend  upon  the  integ- 
rity and  fair  play  of  patients  and  their  doc- 
tors. Not  only  does  exploitation  of  insur- 
ance undermine  it  financially,  resulting  in 
higher  cost  to  the  public,  but  it  desti'oys 
public  confidence  in  the  voluntary  system 
of  prepaid  health  care. 

Doctors  who  have  entered  practice  recent- 
ly and  have  not  signed  as  Blue  Shield  Par- 
ticipating Physicians  are  invited  to  do  so. 
A copy  of  the  Agreement  and  supplies  for 
participation  may  be  secured  by  writing  to 
Nebraska  Blue  Shield,  Fifth  Floor,  Kilpat- 
rick Building,  Omaha  2,  Nebraska. 

Any  doctor  who  has  changed  his  address 
recently  or  moved  to  another  city  should  ad- 
vise Nebraska  Blue  Shield  of  his  new  ad- 
dress. 
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Books 


When  this  reviewer  looks  back  many  years  to  his 
freshman  days  in  medical  school  and  the  problems 
encountered  in  the  ‘‘star  chamber  examinations”  in 
the  anatomy  course,  it  makes  him  wish  that  Frank 
H.  Netter,  M D.,  medical  artist  extraordinaire,  had 
been  bora  20  years  sooner  so  that  his  wonderful 
volumes  of  medical  illustrations  had  been  available 
to  supplement  “Gray’s  Anatomy”  and  Best  and 
Taylor’s  “Physiological  Basis  of  Medical  Practice.” 
However,  one  can  be  grateful  for  the  fact  that  CIBA 
continues  to  support  and  encourage  Dr.  Netter’s 
work,  and  one  can  be  happy  that  another  volume 
of  the  Ciba  Collection  of  Medical  Illustrations  is 
presently  available. 

Previous  volumes  in  the  Ciba  Collection  have  been 
as  follows: 

Volume  1 — Nervous  System 

Volume  2 — Reproductive  System 

Volume  3 (Part  1) — Digestive  System  (Upper 
Digestive  Tract) 

Volume  3 (Part  3) — Digestive  System  (Liver, 
Biliary  Tract  and  Pancreas) 

The  present  book,  Volume  3 (Part  2)  Lower  Di- 
gestive Tract,  completes  the  series  on  the  Digestive 
System.  It  illustrates  and  describes  the  develop- 
ment, anatomy,  functional  and  diagnostic  aspects, 
and  diseases  and  injuries  of  the  small  and  large  in- 
testines, and  their  adjacent  and  contiguous  and  re- 
lated structures. 

Excellent  presentations  are  given  describing  the 
motility  of  the  intestinal  tract;  defecation;  secre- 
tory, digestive  and  absorptive  functions;  effects  of 
drugs;  tests  for  small  bowel  function;  stool  ex- 
amination, etc.  There  is  a fine  section  on  hernias 
— indirect  and  direct  inguinal;  femoral;  ventral; 
lumbar;  oburator;  sciatic;  perineal;  and  internal. 

This  book  will  be  wanted  by  every  practicing 
physician,  every  medical  student,  and  everyone  re- 
motely related  to  the  study  and  practice  of  the 
medical  arts  and  science. 

When  complete,  the  Ciba  Collection  will  prob- 
afly  consist  of  about  ten  books.  These  will  portray 
the  major  anatomy  and  pathology  of  all  the  sys- 
tems comprising  the  human  organism.  The  present 
book  contains  200  full-color  illustrations,  with  de- 
scriptive text  supplied  by  twenty  leading  authori- 
ties, a cross-referenced  index,  and  a bibliography 
for  a more  detailed  study.  One  last  word  — these 
books  are  sold  by  Ciba  at  cost  — and  our  thanks 
to  Ciba  and  to  Dr.  Netter. 


Lower  Digestive  Tract  — Part  2 of  Volume 
3 (Digestive  System)  of  The  Ciba  Collection 
of  Medical  Illustrations,”  by  Frank  H.  Netter, 
M.D.  Published  in  May,  1962  by  Ciba,  Summit, 
New  Jersey.  243  pages  with  200  full-color  il- 
lustrations. Sold  at  cost  — $15.00. 


On  14,  15,  16  March  1961  twenty-nine  inter- 
nationally famous  pathologists  and  clinicians  as- 
sembled at  41  Portland  Place,  London,  to  discuss 
the  subject  of  percutaneous  renal  biopsy  — its 
risks,  values,  and  potentials  — as  an  aid  to  more 
accurate  clinical  diagnosis  and  as  a guide  to  ther- 
apy- The  proceedings  of  this  3-day  symposium, 
sponsored  by  The  Ciba  Foundation  for  the  Promo- 
tion of  International  Co-operation  in  Medical  and 
Chemical  Research,  have  been  published  (May, 
1962)  by  Little,  Brown  and  Company  of  Boston. 
Among  the  participants  was  Dr.  C.  Bran  of  Co- 
penhagen’s Kommunehospitalet,  who  (in  collabora- 
tion with  Dr.  P.  Iversen)  in  1951,  published  the 
report  of  their  first  42  successful  aspiration  biop- 
sies of  the  kidney,  thus  demonstrating  the  prac- 
ticality and  indicating  the  reasonable  safety  of  this 
procedure.  During  the  years  from  1951  to  the 
present,  this  procedure  has  been  under  intensive 
study  in  numerous  medical  centers.  During  this 
same  decade,  improvements  have  been  made  in  the 
techniques  of  electron  mici-oscopy  and  enzyme  his- 
tochemistry, both  of  which  require  the  use  cf  fresh 
tissue  for  reliable  studies.  Renal  biopsy  can,  of 
course,  contribute  directly  to  that  need  in  the  study 
of  the  kidney. 

Subjects  discussed  include  the  following: 

a.  Ultrastructure  of  the  glomerulus 

b.  Glomerular  damage  in  terms  of  “pore  size” 

c.  Renal  glomerular  amyloidosis 

d.  Post-streptococcal  glomerulonephritis 

e.  Focal  glomerulonephritis 

f.  Percutaneous  renal  biopsy  in  pyelonephritis 

g.  Correlation  between  renal  biopsy  and  other 
diagnostic  procedures 

h.  Quantitative  histochemistry  of  the  nephron 

Renal  Biopsy:  Clinical  and  Pathological  Sig- 
nificance” — a Ciba  Foundation  Symposium. 
Published  in  May,  1962  by  Little,  Brown  and 
Company  of  Boston.  395  pages.  $10.50. 


While  on  the  subject  of  the  kidney  — your  re- 
viewer wants  to  call  to  your  attention  a bargain — 
namely,  “General  Urology”  by  Donald  R.  Smith, 
M D.,  Clinical  Professor  of  Urology  and  Chairman 
of  the  Department  of  Urology  at  the  University  of 
California  School  of  Medicine  in  San  Francisco. 
This  book,  published  in  a paper  cover  by  Lange 
Medical  Publications  of  Las  Altos,  California,  sells 
for  $5.00.  The  edition  that  I have  is  the  3rd  (pub- 
lished in  1961).  The  publishers  have  kept  the  cost 
down  so  that  the  readers  may  keep  their  editions 
up-to-date.  Publications  by  Lange  are  revised 
every  two  years.  These  publications  are  litho- 
graphed instead  of  being  printed,  but  they  are 
easily  read,  and  the  illustrations,  photographs,  dia- 
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grams  and  X rays  are  reproduced  with  sufficient 
detail  to  get  the  points  across. 

“General  Urology”  by  Donald  R.  Smith, 
M.D.  Published  in  1961  by  Lange  Medical 
Publications  of  Los  Altos,  California.  360 
pages.  $5.00. 


Another  new  book  arriving  this  past  month  was 
“Basic  Anxiety”  by  Walter  J.  Garre,  M.D.,  pres- 
ently Chief  of  Psychiatry  at  the  Veterans  Admin- 
istration Hospital  in  San  Francisco. 

Dr.  Garre  states  that  much  emotional  disturb- 
ance can  be  traced  back  to  “basic  anxiety”  experi- 
enced by  the  human  infant  in  relationship  to  the 
“significant  person”  (usually  the  mother).  He 
states : 

“We  should  not  underrate  the  infant’s  per- 
ceptivity. Tests  have  shown  that  newborn  in- 
fants in  nurseries  react  differently  when  in 
the  care  of  nurses  who  are  generally  consid- 
ered motherly  as  opposed  to  those  who  perform 
their  duties  in  a perfunctoiy  or  even  resentful 
manner.  When  we  consider  human  development 
in  terms  not  only  of  weeks  and  months  but 
of  years,  we  can  see  the  cumulative  effect  of 
basic  attitudes  and  can  sense  the  total  amount 
of  resentment  and  rejection  an  infant  is  ex- 
posed to  . . . The  anxiety  that  the  infant  must 
feel  to  some  degree  at  least  I call  the  ‘basic 
anxiety,’  and  it  will  be  the  task  of  this  book 
to  show  the  extent  to  which  this  basic  anxiety 
is  the  key  to  personality  adjustment,  the  focal 
point  of  our  difficulties  in  orientation,  the 
cause  of  our  diseases  and  maladjustments, 
and  in  fact  the  central  point  in  the  adapta- 
tions to  life.  I postulate  that  basic  anxiety 
must  be  present  in  every  human  infant.  It 
will  vary  only  in  degree  . . .” 

Your  book  reviewer  is  not  qualified  to  judge  the 
merits  of  this  book,  and  its  ‘new  psycho-biological 
concept  of  basic  anxiety’  — but  he  can  say  that  it 
is  an  interesting  and  thought-provoking  book  to 
read. 

Basic  Anxiety  — A New  Psycho-biological 
Concept,”  by  Walter  J.  Garre,  M.D.  Published 
in  April,  1962  by  the  Philosophical  Library, 

15  East  40th  Street,  New  York  16,  New  York. 

123  pages.  $5.00. 


AMERICAN  NURSES,  WAKE  UP 
(Continued  from  page  369) 

be  if  our  Washington  Office  misinformed 
our  American  Medical  Association  and  fur- 
nished our  House  of  Delegates  with  infor- 
mation that  is  false  due  to  slanting  and  in- 
completeness. 

It  would  “pay  off”  in  their  search  for  the 
truth,  if  nurses  who  are  interested  would 
write  to  Marjorie  Shearon,  Editor,  Chal- 
lenge to  Socialism,  8801  Jones  Mill  Road, 
Chevy  Chase  15,  Maryland,  and  ask  for  a 
copy  of  the  issue  quoted  above.  The  price 
is  15  cents. 


TUBERCULOSIS  ABSTRACTS 

RECURRENT  ASIAN  INFLUENZA  IN  AN 
INDUSTRIAL  POPULATION 

—Neill  K.  Weaver,  M.D.  ; John  G.  Lione,  M.D.  ; and  Wil- 
lliam  J.  Mogabgab,  M.D.,  Annals  of  Internal  Medicine, 
May,  1961. 

Vaccination  is  the  only  way  to  protect  work- 
ers against  influenza,  which  can  severely  handi- 
cap an  industrial  group  during  an  epidemic. 
Less  absenteeism  was  found  among  vaccinated 
employees  than  among  those  not  vaccinated  in 
the  study  reported. 

An  epidemic  of  influenza  may  disable  a signifi- 
cant number  of  workers  in  an  industrial  plant  and 
seriously  curtail  its  operation.  At  present,  vac- 
cination offers  the  only  means  of  offsetting  these 
consequences. 

In  the  w'inter  of  1960,  an  outbreak  of  Asian  in- 
fluenza recurred  in  an  industrial  population  which 
had  been  affected  by  the  1957-58  epidemic.  Since 
the  employees  of  the  plant  were  subjects  of  an 
acute  respiratory  disease  study  which  encompassed 
both  epidemics,  an  opportunity  was  provided  for 
the  derivation  of  clinical,  laboratory,  and  epidemi- 
ologic information  on  Asian  influenza. 

PROCEDURE 

From  July,  1957,  through  the  spring  of  1960, 
data  on  acute  respiratory  illnesses  were  gathered 
from  employees  of  a large  oil  refinery  and  petro- 
chemical plant  located  in  Baton  Rouge,  La.  The 
plant  has  an  average  population  of  approximately 
6,200  employees  residing  in  Baton  Rouge  or  nearby 
communities.  The  workers’  age  range  was  20  to 
65  years,  the  average  being  46.  Females  consti- 
tuted less  than  5 per  cent  of  the  employees  and 
were  excluded  from  the  study.  Approximately  20 
per  cent  of  the  male  workers  were  salaried,  43  per 
cent  were  maintenance,  and  28  per  cent  were  pro- 
duction wage  earners. 

Historical  and  clinical  information  on  all  respir- 
atory illnesses  in  1,000  of  these  employees  was 
collected.  Standard  criteria  for  the  clinical  diag- 
nosis of  influenza  included:  fever  above  100.4°  F., 
prominent  malaise  or  muscular  aches,  and  associat- 
ed upper  respiratory  symptoms.  An  interview  be- 
tween a plant  physician  and  each  patient  served  to 
corroborate  and  classify  the  information  in  retro- 
spect. 

Garglings  were  obtained  for  laboratory  studies; 
serologic  determinations  were  done,  and  antibody 
was  titrated  by  hemagglutination-inhibition. 

VACCINATION 

Standard  influenza  vaccine  containing  inactivated 
influenza  viruses  was  obtained  from  commercial 
sources  in  September  of  each  year.  Vaccine  was 
offered  to  employees  each  fall  and  winter  of  the 
three-year  period.  In  the  1957-58  period,  65  per 
cent  of  the  workers  received  a single  injection  of 
monovalent  Asian  influenza  vaccine  and  34  per 
cent  received  a second  injection  six  weeks  after 
the  first.  The  following  year  13  per  cent  of  the 
workers  received  a single  injection  of  polyvalent 
influenza  vaccine  and  30  per  cent  received  two  in- 
jections. In  October,  1959,  a single  injection  of 
polyvalent  influenza  vaccine  was  given  subcutane- 
ously to  32  per  cent  of  employees.  Information 
regarding  the  vaccine  was  coded,  thus  physicians 
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in  recording  clinical  observations  did  not  know 
the  vaccine  status  of  an  individual. 

Six  hundred  cases  of  typical  influenza  from  the 
1960  outbreak  were  matched  with  600  individuals 
free  of  significant  respiratory  disease  during  the 
epidemic  period  with  respect  to  age,  service,  and 
job  assignment. 

ATTACK  RATES 

Relatively  high  attack  rates  (above  14  per  1,000 
per  month)  were  maintained  from  September,  1957, 
through  February,  1958.  The  over-all  case  rate 
for  the  period  was  186  per  1,000.  From  September, 
1958,  through  March,  1959,  only  21  cases  of  influ- 
enza-like illnesses  were  recorded.  Such  illnesses 
were  rarely  observed  in  workers  during  the  fall 
of  1959,  but  in  January,  1960,  a sharp  outbreak  oc- 
curred, with  a peak  of  78  cases  per  1,000  employees 
in  February.  The  over-all  attack  rate  during  the 
third  period  was  109  per  1,000,  virtually  all  cases 
occurring  during  an  eight-week  period  from  mid- 
January  to  mid-March. 

Although  patients  observed  during  the  influenza 
epidemics  exhibited  a variety  of  disease  patterns, 
a picture  considered  characteristic  of  “clinical  in- 
fluenza” was  readily  recognized:  an  illness  of 

abrupt  onset  with  fever,  chills,  respiratory  tract 
involvement,  and  striking  constitutional  symptoms 
of  headache,  muscular  aches,  and  malaise. 

Sickness  absenteeism  of  the  plant  workers  was 
strictly  accounted  for,  and  the  accuracy  of  medical 
department  tabulations  was  checked  against  pay- 
roll figures. 

Employees  vaccinated  prior  to  each  epidemic  ex- 
perienced fewer  cases  of  influenza  and  lower  dis- 


ability absenteeism  than  unvaccinated  workers.  In 
1957-58,  the  influenza  attack  rate  was  313  in  un- 
vaccinated and  123  in  vaccinated  workers,  a reduc- 
tion of  60  per  cent.  In  the  1960  epidemic,  the  cor- 
responding rates  were  114  and  93,  a reduction  of 
20  per  cent.  Overall  absenteeism  due  to  acute  res- 
piratory disease  was  lower  in  the  vaccinated  group 
by  45  per  cent  in  1957-58,  and  by  30  per  cent  in 
1960,  while  reductions  in  absences  attributed  to  in- 
fluenza were  65  per  cent  and  27  per  cent,  respec- 
tively. 

FURTHER  STUDY  NEEDED 

The  clinical  observations  suggest  that  immunity 
may  have  been  declining  four  months  after  vaccine 
injection.  The  interpretation  is  supported  by 
failure  of  the  statistical  analysis  to  demonstrate 
any  evidence  of  vaccine  protection  being  carried 
over  from  one  year  to  the  next.  There  would  seem 
to  be  need  for  further  study  regarding  the  optimal 
dose  and  route,  and  time  of  administration  of  poly- 
valent influenza  vaccine.  It  is  possible  that  a 
regimen  of  two  0.5  ml.  doses  (250  CCA  units  each) 
spaced  more  widely  apart  (September  and  Decem- 
ber) might  afford  equal  or  better  protection  with 
fewer  reactions  than  the  vaccine  schedule  conven- 
tionally recommended. 

Analysis  of  the  cases  of  influenza  that  occurred 
in  1960  revealed  no  evidence  of  immunity  due  to 
a previous  episode  of  the  disease  or  to  vaccination 
unless  the  latter  had  been  administered  in  the  epi- 
demic year.  It  seems  less  likely  that  this  will  recur 
a third  time,  at  least  in  such  proportions,  since 
antibody  levels  appear  to  be  increasing  progres- 
sively. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Secy. 

350  Post  Street 
San  Francisco,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Bowen  Taylon,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 

W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 

1613  Medical  Arts  Building 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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Medical  Journal  ™ 

THE  lllth  ANNUAL  MEETING 
OF  THE  A.M.A. 

The  11th  Annual  Meeting  of  the  American 
Medical  Association,  held  in  Chicago,  June 
24  to  28,  1962,  has  come  and  gone.  Items 
that  came  in  for  special  treatment  by  the 
House  of  Delegates  were,  health  care  for 
the  aged,  medical  discipline,  composition  of 
the  Board  of  Trustees,  the  proposed  Ameri- 
can Board  of  Abdominal  Surgery,  relation- 
ships with  the  American  College  of  Sur- 
geons, and  voluntary  health  insurance. 

All  of  the  above  items  and  many  more 
will  be  reported  to  you  in  great  detail  and 
completeness  by  your  delegates  in  an  early 
issue  of  the  Journal.  For  the  present,  we 
will  write  briefly  about  just  a few  items, 
as  a sort  of  preview. 

Doctor  Edward  R.  Annis,  of  Miami, 
Florida,  was  elected  president-elect  replac- 
ing Doctor  George  M.  Fister  of  Ogden, 
Utah,  who  stepped  up  to  the  presidency. 
Doctor  J.  P.  Culpepper,  Jr.,  of  Hattiesburg, 
Mississippi,  was  chosen  as  vice  president. 
Doctors  Norman  A.  Welch  and  Milford  0. 
Rouse  were  returned  to  their  jobs  as  speak- 
er and  vice  speaker  of  the  House. 

Treatment,  by  the  House,  of  the  disturb- 
ing relationships  with  the  American  College 
of  Surgeons  seems  to  have  been  dignified, 
restrained,  and  adequate.  Many  of  those 
who  have  suffered  injury  to  their  “public 
images,”  as  well  as  to  their  personal  feelings 
of  dignity  and  integrity,  by  the  public  rant- 
ings  of  some  officers  of  the  College  of  Sur- 
geons would  probably  feel  like  advising  the 
C.  of  S.  to  shut  up  until  they  have  cleaned  up 
their  own  house.  Instead,  the  House  of 
Delegates  merely  referred  again  to  the 
A.M.A.’s  own  principles  of  Medical  Ethics 
and  to  the  five  items  of  policy  in  this  matter 
that  have  already  been  deduced  and  pub- 
lished (to  the  profession,  not  to  the  public). 
All  of  the  backdrop  of  piety  is  not,  of  course, 
the  exclusive  property  of  the  College  of 
Surgeons,  but  few  other  organizations  dis- 
cuss the  matter  publicly  so  often  and  with 
such  devastating  effects  on  the  profession- 
at-large  as  does  the  College. 

The  House  refused  to  recognize  the  Amer- 
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ican  Board  of  Abdominal  Surgery  and  de- 
clared its  disapproval  of  establishing  spe- 
cialties which  are  based  largely  or  wholly  on 
arbitrarily  defined  regions  of  the  body. 

A resolution  calling  for  nonparticipation 
in  the  implementation  of  the  King-Anderson 
Bill  (should  it  become  law)  was  not  acted 
upon  by  the  House,  but  individual  physi- 
cians were  advised  to  give  particular  atten- 
tion, in  considering  such  a situation,  to  the 
following  sections  of  Principles  of  Medical 
Ethics : 

“Section  1.  — The  principle  objective  of 
the  medical  profession  is  to  render  service  to 
humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  con- 
fidence of  patients  entrusted  to  their  care, 
rendering  to  each  a full  measure  of  service 
and  devotion. 

“Section  5.  — A physician  may  choose 
whom  he  will  serve.  In  an  emergency, 
however,  he  should  render  service  to  the 
best  of  his  ability.  Having  undertaken  the 
care  of  a patient,  he  may  not  neglect  him; 
and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving 
adequate  notice.  He  should  not  solicit  pa- 
tients. 

“Section  6.  — A physician  should  not  dis- 
pose of  his  services  under  terms  or  condi- 
tions which  tend  to  interfere  with  or  im- 
pair the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause 
a deterioration  of  the  quality  of  medical 
care.” 

These  sections  not  only  state  the  privil- 
eges of  the  physician,  but  his  duties.  The 
application  to  such  a situation  as  that  cre- 
ated by  the  King-Anderson  type  of  legisla- 
tion would  seem  to  justify  — both  as  to 
duty  and  privilege  — the  stand  being  taken 
at  this  time  in  Saskatchewan  and  that 
threatened  by  the  rather  large  group  of  doc- 
tors in  New  Jersey,  at  a recent  date. 

Doctors  Joseph  McCarthy  and  Earle  Lein- 
inger,  your  delegates,  will  bring  you  much 
more  than  these  few  highlights.  They  were 
not  only  there,  but  had  their  part  in  making 
decisions  of  policy  for  our  profession. 
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“THE” 

at  40  per  cent  of  the  titles  recorded 
rogram  of  our  “94th  Annual  Ses- 
e initial  word  is  the.  In  perhaps 
20  per  cent  of  these  instances,  use  of  the 
word  may  be  justifiable.  In  the  others, 
strict  interpretation  of  the  meaning  of  the 
author’s  title  proves  the  definite  article,  the, 
to  be  either  misleading  or  useless.  This  is 
not  an  uncommon  situation. 

Titles  of  articles  or  addresses  are  inter- 
esting from  the  point  of  view  of  construc- 
tion and  content.  One  does  not  have  to  go 
far  into  the  past  to  find  them  of  great 
length  — a short  paragraph  or  even  a long- 
one.  It  seems  the  author  put  into  his  title 
much  that  should  have  been  reserved  for 
the  sections  often  headed  discussion,  con- 
clusions, or  summary.  Because  it  would 
be  impossible  to  give  the  prospective  reader 
all  the  pertinent  data  in  such  a title,  vhe 
author  then  proceeded  to  write  the  article. 
Gradually,  writers  have  conformed  to  the 
growing  tendency  toward  streamlining,  and 
the  rule  of  “not  over  four  to  six  words”  as  a 
title  has  been  approached.  In  longer  titles 
the  editor  often  can  make  them  seem  short 
by  appropriate  use  of  larger  and  smaller 
type  and  various  type-faces. 

This  discussion  seems  to  be  getting  away 
from  our  own  title,  THE . but  not  so.  Any 
title  needs  a certain  amount  of  thoughtful 
planning,  and  the  bit  picked  out  for  this 
particular  discussion  is  only  one  of  several 
points  that  could  be  considered.  The  use 
of  the  word  the  strikes  one  as  being  in- 
appropriate and  misleading,  especially  when 
coupled  with  “threatment”  or  “manage- 
ment.” When  an  author’s  tital  says  “The 
Treatment  of  . . .”  the  implication  is  that 
what  he  has  to  say  is  final.  That  is  it. 
There  can  be  no  other  regimen  or  system  of 
treating  the  stated  condition.  This  is  THE 
treatment.  Almost  invariably  one  can  say 
that  he  is  wrong  if  this  is  actually  his  con- 
clusion ; that  there  are  almost  invariably  oth- 
er regimens  designed  to  treat  the  given  con- 
dition and  that  the  adherents  of  these  other 
systems  might  feel  like  placing  the  before 
descriptions  of  their  methods.  What  the 
author  actually  means,  as  a rule,  is  that  he 
is  going  to  write  about  “A”  or  “MY”  meth- 
od of  treatment  or  management.  Often  he 
could  as  well  leave  out  all  modifiers  and 
say  “Treatment  of  . . . This  might  reflect 
the  content  of  the  article  better  than  “The 
Treatment  of  . . . 


This  discussion  seems  to  center  about  a 
very  small  item  in  construction  of  a title 
but  illustrates  the  need  for  thoughtful 
planning  in  title-making. 


PHYSICIANS  PREFER  KERR-MILLS 
OVER  OTHER  BILLS 

Modern  Medicine  conducted  a poll  of 
physicians’  preferences  on  Health  Care  of 
the  Aged.  The  ballots  returned  numbered 
31,587.  The  general  results  were  reported 
in  the  June  11  issue,  and  the  breakdown  of 
the  results  was  given  in  that  of  June  25th. 

No  sweeping  conclusions  can  be  drawn 
from  these  data  unless  it  be  one,  namely, 
that  throughout  the  Nation  the  Kerr-Mills 
law  and  its  methods  of  financing  and  man- 
aging the  problem  maintained  a more  than 
comfortable  lead  over  the  Bow,  King-An- 
derson,  and  Javits  bills,  now  before  the  Con- 
gress. This  proportion  is  adequately  ex- 
pressed in  the  national  averages:  62.3  per 
cent  for  the  Kerr-Mills;  16.9,  for  the  Bow; 
9.8  per  cent  for  the  King- Anderson ; and 
3.7,  for  the  Javits.  The  remaining  7.3  per 
cent  either  had  no  preference  or  were 
against  all  legislation  in  this  field.  In  the 
District  of  Columbia  and  in  New  York  State, 
the  Kerr-Mills  scored  less  than  50  per  cent 
— 48.7  and  43.5  respectively,  but  only  in 
New  York  did  the  Bow,  King-Anderson,  and 
Javits  combined  exceed  the  Kerr-Mills  • — 
49.1  to  43.5. 

There  is  no  apparent  sharp  geographical 
division  for  or  against  the  Kerr-Mills  law. 
About  the  only  general  conclusion  one  can 
draw  is  that  in  states  where  many  doctors 
practice  in  very  large  cities  — District  of 
Columbia,  New  York,  California,  Illinois, 
and  Massachusetts  — more  ballots  favored 
one  of  the  other  bills.  Only  in  New  York 
was  the  King-Anderson  bill  favored  over  the 
Bow  and  Javits  bills.  As  a rule,  the  King- 
Anderson  was  regarded  less  favorably  than 
any  excepting  the  Javits  bill. 


SV40:  WHAT  ARE  ITS 
IMPLICATIONS? 

Until  recently,  Simian  Virus  40  has  had 
great  nuisance  value,  chiefly  as  a contami- 
nant of  vaccines  for  the  prevention  of  polio- 
myelitis — both  the  Salk  and  the  Sabin, 
as  well  as  adenovirus  preparations.  It  has 
been  exceedingly  difficult  to  eliminate  from 
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polio  cultures,  and  minute  amounts  have 
been  detected  in  the  finished  vaccines,  hav- 
ing escaped  the  measures  used  to  kill  or 
eliminate  it.  In  fact,  two  major  producers 
of  Salk  vaccine  — Merck,  Sharp  & Dohme, 
and  Parke  Davis  & Co.  — have  temporarily 
suspended  production  of  vaccine  to  try  to 
whip  this  problem.  Doctor  Maurice  Hille- 
man  of  Merck,  Sharp  & Dohme,  working 
with  Doctor  Ben  Sweet,  found  SV40  con- 
tamination of  monkey  kidney  cell  cultures 
on  which  polio  cultures  are  raised. 

Doctor  Bernice  Eddy  at  Division  of  Bio- 
logic Standards  (DBS)  found  that  an  ex- 
tract of  monkey  kidney  cells  would  regular- 
ly produce  tumors  in  newborn  hamsters. 
These  tumors  grew  so  rapidly  that  they 
soon  outweighed  the  hosts.  Eddy  and  Hille- 
man  proved  the  active  tumor-producing 
agent  to  be  SV40.  This,  of  course,  brings 
to  mind  the  avian  leukosis  virus  known  to 
cause  cancer  in  chickens  and  to  be  present 
in  nearly  every  flock.  It  easily  could  be  a 
contaminant  in  those  viruses  cultured  in 
eggs,  for  vaccine  production.  Is  the  old, 
often  resurrected  theory  of  production  of 
cancer  in  man  by  infectious  agents  on  the 
verge  of  proof? 

Further  studies  of  SV40  at  the  Wistar 
Institute  in  Philadelphia  and  at  the  Chil- 
dren’s Cancer  Research  Foundation  in 
Boston,  in  the  meantime,  have  revealed  sig- 
nificant data  regarding  its  effect  on  cell 
morphology  and  structure  and  on  chromo- 
somes. Some  of  these  changes  point  to  the 
possibility  that  SV40  causes  morphologic 
and  growth-rate  changes  in  human  tissue 
cultures  of  skin  and  of  buccal  mucosa, 
that  bear  resemblances  to  those  taking- 
place  in  cancer.  On  the  other  hand,  it  has 
produced  significant  chromosomal  abnorm- 
alities that  follow  a characteristic  pattern 
and  are  hereditary  in  the  cultured  cells. 
This,  of  course,  raises  the  question  of  pro- 
duction of  genetic  disturbances  in  humans 
as  a result  of  infection  by  this  virus. 

It  is  the  expressed  opinion  of  those  doing 
the  research  that  neither  of  these  possibili- 
ties is  true,  but  further  studies  are  under 
way  in  the  hope  of  proving  they  are  not. 
These  studies  have  been  reported  by  Doc- 
tor Hilliary  Koprowski  in  the  Journal  of 
Cellular  and  Comparative  Physiology  and 
by  Doctors  Hilleman,  Girardi  and  others  in 
the  Proceedings  of  the  Society  for  Experi- 
mental Biology  and  Medicine,  and  well  sum- 
marized in  Medical  News  for  July  6,  1962. 


Twenty  “Don’ts”  for  Doctors — 

1.  Don’t  criticize  a previously  treating 
doctor  without  knowing  all  the  facts. 

2.  Don’t  fail  to  keep  adequate  records. 

3.  Don’t  put  personal  suspicions  in  the 
records. 

4.  Don’t  change  or  add  to  a record  after 
an  untoward  event. 

4.  Don’t  guarantee  treatment  or  make 
over-optimistic  statements. 

6.  Don’t  fail  to  have  an  advanced  under- 
standing about  your  charges  where  a 
substantial  fee  is  expected. 

7.  Don’t  press  for  collection  of  a bill 
from  a dissatisfied  patient  without 
thinking  twice. 

8.  Don’t  unnecessarily  withhold  from  the 
patient  the  dangers  incident  to  your 
treatment,  particularly  with  drugs  not 
yet  time  tested. 

9.  Don’t  unnecessarily  withhold  from  a 
patient  suffering  from  a serious  illness 
the  material  facts  thereof. 

10.  Don’t  fail  to  call  in  a specialist  where 
this  need  is  indicated. 

11.  Don’t  fail  to  get  the  patient’s  consent 
if  someone  else  is  to  be  called  in  to  do 
surgery  or  diagnostic  procedures. 

12.  Don’t  fail  to  use  the  indicated  diag- 
nostic procedures  (X  rays,  rabbit 
tests,  etc.). 

13.  Don’t  fail  to  take  a complete  history 
which  shows  why  certain  procedures 
should  not  be  used  (penicillin,  bar- 
biturates, etc.  reactions)  and  see  that 
proper  warnings  are  given. 

14.  Don’t  fail  to  confirm  your  instructions 
in  writing  where  you  have  reason  to 
believe  the  patient  is  not  cooperating 
or  where  serious  consequences  may  re- 
sult. 

15.  Don’t  leave  the  city  without  advance 
notice  to  a patient  needing  continuing 
care. 

16.  Don’t  fail  to  respond  promptly  to  emer- 
gency calls  from  your  regular  patients. 

17.  Don’t  give  privileged  information  on 
only  oral  authorization. 

18.  Don’t  disclose  the  fact  that  you  are 
covered  by  insurance. 

19.  Don’t  assume  that  the  old  fashioned 
doctor-patient  relationship  still  exists. 

20.  Don’t  be  a member  of  the  do-it-your- 
self school  when  a malpractice  claim  is 
asserted.  Report  it  at  once  so  it  may 
be  handled  expertly. 

— Josh  H.  Gross. 
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Comments  From  Your  President 


At  the  11th  Annual  Meeting  of  the 
American  Medical  Association  held  in  Chi- 
cago in  June  of  this  year  the  House  of  Dele- 
gates, among  other  things,  focused  their  at- 
tention on  policy  which  affects  the  image 
of  American  Medicine  in  the  public  eye  and 
attempted  to  strengthen  the  hand  of  the 
American  Doctor  in  the  political  struggle, 
which  threatens  the  tradition  a n d high 
standard  of  medical  practice.  The  selection 
of  Doctor  Edward  R.  Annis  of  Miami,  Flor- 
ida, as  president-elect  points  this  up.  For 
the  first  time  in  forty  years  the  House  of 
Delegates  have  selected  a president-elect  who 
has  never  been  a member  of  the  House  of 
Delegates,  Board  of  Trustees  or  served  on  a 
council  of  the  association.  As  Chairman  of 
the  American  Medical  Association’s  Speak- 
ers Bureau,  he  has  led  the  fight  of  organized 
medicine  against  the  administration’s  plan 
of  medical  care-for-the-aged  under  Social 
Security.  His  name  has  become  a household 
word.  To  clothe  him  with  the  mantle  of  of- 
fice strengthens  his  hand  with  authority 
and  adds  stability  to  the  voice  of  organized 
medicine.  It  can  truly  be  said  that  this  is  a 
case  in  which  the  office  sought  the  man. 

The  addition  of  three  more  elected  mem- 
bers and  the  immediate  past  President,  to 
the  eleven  man  Board  of  Trustes  will  give 
a broader  representation  in  carrying  out 
the  policies  of  the  House  between  conven- 
tions and  at  the  same  time  will  keep  the 
delegates  better  informed  and  be  more  re- 
sponsive to  their  wishes. 

The  action  allowing  American  Medical 
Association  intervention  in  disciplinary  mat- 
ters only  on  the  “invitation”  or  with  “per- 
mission” of  a state  medical  society  would 
appear  to  be  more  democratic  and  allow  for 
less  injustice  than  if  action  was  initiated  by 
the  national  organization.  The  necessary 
application  of  disciplinary  measures  must 
always  depend  upon  the  vigilance  and  zeal 
of  a vigorous  state  medical  organization. 

The  House  endorsed  the  recommendations 
of  a study  which  urged  the  county  and  state 
medical  societies  to  be  more  vigilant  in 
refuting  “unjust  attacks”  on  the  American 


Medical  Asociation.  This  must  also  apply 
to  its  individual  members  — you  will  recall 
a related  statement  which  has  previously 
been  made  in  this  column.  We  must  never 
permit  ourselves  to  be  separated  from  our 
parent  organization,  if  we  are  to  preserve 
the  free  enterprise  practice  of  medicine  in 
America.  This  is  a time  when  we  must  work 
together  in  the  public  interest  through  the 
American  Medical  Asociation  and  all  levels 
of  organized  medicine. 

At  the  present  time  it  is  difficult  to  pre- 
dict what  the  Senate  action  will  be  on  the 
Anderson- Javits  amendment  to  the  House- 
passed  Welfare  Bill.  If  it  is  passed,  and  it 
might  well  be,  by  the  Senate,  it  is  highly 
unlikely  that  it  will  be  accepted  by  the 
House,  in  which  case  it  could  be  sent  to  a 
joint  Senate-House  Conference  Committee 
for  consideration.  If  a Conference  Commit- 
tee passes  the  bill,  it  would  still  have  to  be 
approved  by  the  House  and  Senate.  As  the 
public  becomes  more  informed  of  the  facts 
there  is  evidence  that  public  support  for  the 
Social  Security  approach  to  financing  health 
care  is  weakening.  At  the  recent  54th  An- 
nal  Governors  Conference,  a proposal  for 
Social  Security  care  for  the  aged  was  re- 
jected — a reversal  of  a previous  action  by 
this  group.  In  the  meantime  we  must  con- 
tinue to  be  vigilant  and  to  keep  the  Ameri- 
can public  informed  and  encouraged  to  ex- 
press their  aroused  interest  in  opposing 
legislation  which  would  interfere  with  the 
free  enterprise  system  of  medical  care  in 
our  country. 

The  situation  in  Saskatchewan,  which  at 
the  moment  is  critical,  may  well  be  the 
pivot  point  which  ultimately  determines  the 
fate  of  American  medicine.  The  action  of 
the  Saskatchewan  Province  College  of  Physi- 
cians and  Surgeons  in  their  determined 
stand  should  be  commended  and  encouraged. 
These  men  are  pioneers  on  this  continent 
in  the  fight  for  a continuation  of  the  free 
enterprise  system  and  they  deserve  all  the 
suppoi’t  that  American  doctors  can  give 
them. 

0.  A.  KOSTAL,  M.D. 
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E ARTICLES 


CURRENT  TRENDS  in 

Peripheral  Arterial  Surgery 

4 

II.  ABDOMINAL  AORTIC  ANEURYSM, 
INTACT  AND  RUPTURED 


Introduction 

A decade  ago,  a patient  found  to 
have  an  abdominal  aortic 
aneurysm  had  a bleak  progno- 
sis. A number  of  palliative  procedures 
were  being  tried  in  various  hospitals.  The 
most  publicized  of  these  were  wiring  fol- 
lowed by  electrothermic  coagulation,  wrap- 
ping the  aneurysm  with  cellophane,  and 
periaortic  injection  of  sclerosing  agents 
such  as  diacetyl  phosphate..  All  of  these 
represented  attempts  to  delay,  at  least,  the 
impending  fatal  rupture  by  adding  strength 
to  the  weakened  aortic  wall.  In  addition, 
local  excision  of  the  aneurysmal  bulge  with 
preservation  of  the  aortic  lumen  was  occa- 
sionally performed,  but  only  a very  few 
aneurysms  were  amenable  to  this  form  of 
therapy. 

Occasionally  a patient  was  helped  by  these 
procedures.  However,  in  the  years  just  pre- 
ceding the  successful  preservation  of  ar- 
terial homografts1  the  outlook  for  the  indi- 
vidual patient  was  very  poor  indeed. 

Today  a standard  operation  exists  (fig- 
ures 1 and  2).  Excision  of  the  aneurysm 
and  insertion  of  an  arterial  substitute  has 
both  a low  operative  mortality  and  a low 
late  complication  rate.  The  net  result  of 
surgical  operation  for  intact  aneurysms  is 
that  around  90  per  cent  of  the  patients  live 
out  their  own  natural  life  span  without  the 
threat  of  painful  rupture  of  the  aneurysm 
and  fatal  exsanguinating  hemorrhage.2*5 
The  results  of  surgical  therapy  for  abdom- 
inal aneurysms  once  rupture  has  occurred 
are  less  favorable  but  are  still  improving.5*7 
In  either  instance,  the  salvage  rate  from 
nonsurgical  treatment  compares  very  un- 
favorably with  the  surgically  treated  group. 

Outlined  below  is  a review  of  the  etiology, 
location,  and  natural  history  of  aortic  aneu- 
rysms, followed  by  symptoms  and  signs,  di- 
agnostic methods,  indications  for  and  results 
of  surgical  operations  for  both  intact  and 
ruptured  aneurysms. 


ROBERT  F.  MOORE.  M.D. 
Chief,  Surgical  Service, 
Veterans  Administration  Hospital 
Lincoln,  Nebraska 

and 

Assistant  Professor  of  Surgery, 
Creighton  Medical  School 


The  experience  of  the  surgical  service  of 
Lincoln  VA  Hospital  (August  1958- January 
1962)  is  presented  in  the  discussion  in  order 
to  generate  interest  in  earlier  diagnosis  and 
surgical  correction.  The  number  of  cases 
in  our  series  is  too  small  and  the  follow-up 
too  brief  to  be  used  for  other  purposes. 

Etiology  — Most  distal  abdominal  aortic 
aneurysms  are  single  and  arteriosclerotic  in 
origin.  This  is  becoming  increasingly  true 
as  our  geriatric  population  enlarges  and  as 
the  incidence  of  late  syphilis  decreases. 
Luetic  aneurysms  are  rarely  seen.  Even  less 
common  are  those  of  tuberculous,  mycotic, 
and  traumatic  etiology. 

Location  — The  typical  aneurysm  begins 
a centimeter  or  two  below  the  left  renal  ar- 
tery and  involves  all  of  the  aorta  distal  to 
this  point.8  There  is  usually  some  involve- 
ment or  distortion  of  the  common  iliac  ar- 
teries by  the  process  ( figure  1 ) . The  aneu- 
rysm bulges  anteriorly,  to  the  patient’s  left 
in  most  cases,  and  elongates  caudad.  Oc- 
casionally the  aneurysm  bulges  to  the  right 
side  of  the  abdomen.  The  most  important 
of  the  anatomic  variants  is  extension  of  the 
aneuiysm  proximally  to  involve  one  or  both 
renal  arteries  (less  than  5%).  Also  report- 
ed are  cases  of  multiple  aneurysms  involv- 
ing the  abdominal  aorta  and  one  or  more  of 
its  distal  branches. 

Natural  History  — The  natural  history  of 
abdominal  aortic  aneurysms  is  well  known. 
Several  excellent  articles9*12  on  the  incidence 
and  fate  of  untreated  aneurysms  have  ap- 
peared in  the  past  decade.  Brindley  and 
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Figure  1.  (Pt.  A.J.)  Distal  abdominal  aortic  aneurysm  prior  to  resection.  Note 
(1)  that  elongation  of  aneurysmal  segment  causes  this  characteristic  tortuosity  of  the 
common  iliac  arteries  ; (2)  slight  aneurysmal  dilatation  of  right  common  iliac  artery. 


Stembridge13  report  that  aortic  aneurysms 
occurred  in  0.43  per  cent  of  autopsies.  The 
patients  are  predominantly  males  (4:1). 
The  average  age  is  65  years. 

The  year-to-year  survival  of  several 
groups  of  patients  with  abdominal  aortic- 
aneurysms  is  presented  in  table  1 along 
with  comparative  survival  figures  for  the 
normal  population  at  age  65.  The  survival 
figures  have  been  gleaned  from  several  arti- 
cles. They  represent  the  per  cent  of  the 
original  group  of  patients  who  are  known 
to  have  survived  the  time  periods  reported. 

Only  about  5 per  cent  of  the  deaths  are 
unrelated  to  the  aneurysm  or  the  arterio- 
sclerotic process.  Over  half  of  the  deaths 
were  a direct  result  of  vascular  rupture.  In 
spite  of  the  minor  differences  in  attrition 
rates  reported  by  various  authors,  abdom- 


inal aortic  aneurysm  has  a vicious  natural 
history,  which,  if  allowed  to  pursue  its 
course,  approaches  the  mortality  rate  for 
the  more  malignant  forms  of  cancer. 


TABLE  1 

Normal 

Per  Cent 

Pt.  with  Abd. 

Population 

Alive 

Aortic  Aneurysm 

age  65 

After 

Per  Cent 

Per  Cent 

1 year 

50 

97 

2 years 

40 

94 

3 years 

_ _ 30 

88 

5 years 

_ . 10 

79 

Discussion  — In  the  current  Lincoln  VA 
Hospital  series  we  have  operated  on  14  ab- 
dominal aortic  aneurysms,  11  of  which  were 
intact  and  3 ruptured  (table  2 and  table  3). 
All  14  were  arteriosclerotic  in  origin  and  in- 
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Figure  2.  (Pt.  A.  J.)  The  aneurysm  has  been  resected  and  circulatory  continuity 
established  with  a woven  Teflon  bifurcated  graft.  Patient  had  uneventful  recovery. 


frarenal  in  location.  Twelve  were  single 
aneurysms.  There  were  2 cases  of  multiple 
aneurysm.  One  case,  Pt.  J.J.,  underwent 
successful  resection  of  an  abdominal  aortic 
and  bilateral  aneurysms  of  the  common  iliac 
arteries.  He  has  yet  to  be  treated  for  bilat- 
eral aneurysms  of  the  common  femoral  ar- 
teries. Another,  Pt.  O.K.,  ruptured  a com- 
mon-iliac-artery  aneurysm  that  occurred  in 
association  with  a small  distal  aortic  aneu- 
rysm. 

Intact  Abdominal  Aortic  Aneurysms 

The  operative  mortality  and  the  postoper- 
ative complication  rates  are  so  much  lower 
for  intact  aneurysms  than  for  ruptured 
aneurysms  that  all  efforts  should  be  made 
to  diagnose  them  prior  to  rupture. 


The  main  factors  that  presage  early  rup- 
ture of  intact  aneurysms  are  large  size  and 
the  presence  of  symptoms.  Cran  e12  and 
others  have  indicated  that  aneurysms  over 
seven  cm.  in  diameter  are  associated  with 
a much  higher  incidence  of  rupture  (70- 
80%).  In  spite  of  this,  one  can  hardly  tem- 
porize with  the  small  aneurysms  since  some 
small  aneurysms  also  rupture  and  never  do 
“grow  up.” 

Symptoms  and  Signs  — Abdominal  pain 
is  the  most  common  complaint  and  is  pres- 
ent in  over  half  of  the  cases  when  first  seen. 
It  is  most  frequent  on  the  left  of  the  mid- 
line but  may  be  most  severe  in  other  areas 
of  the  abdomen,  or,  in  the  low  back,  chest  or 
groin.  Regardless  of  its  location,  it  means 
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rapid  expansion  or  dissection  of  the  aneu- 
rysm. Severe  lancinating  pain  signifies  im- 
pending or  actual  rupture.  The  most  com- 
mon physical  sign  is  the  presence  of  a 
pulsating  abdominal  mass. 

Diagnosis  — Aortography  is  rarely  need- 
ed to  make  the  diagnosis.  Except  for  those 
cases  found  at  autopsy,  the  diagnosis  is 
made  in  one  of  the  three  following  ways : 

1.  Physical  Examination  of  the  Abdo- 
men — A vast  majority  can  be  diag- 
nosed by  a good  manual  abdominal  ex- 
amination. Wright  reported  that  68 
per  cent  had  a palpable  mass.  Nine- 
ty-one per  cent  of  these  had  an  ex- 
pansile pulsation.  We  have  been  im- 
pressed with  the  high  percentage  of 


aneurysms  that  can  actually  be  seen 
distorting  the  abdominal  wall  with  an 
expansile  pulsation.  The  mass  may 
present  most  prominently  in  any  ab- 
dominal quadrant,  but  more  present 
to  the  left  than  to  the  right  of  the 
midline. 

2.  Radiographic  — This  is  the  second 
most  common  source  of  positive  diag- 
nosis. A simple  KUB  film  frequently 
shows  scattered  calcified  placques  or 
a soft  tissue  density  projecting  later- 
ally over  or  beyond  the  psoas  shadow 
from  the  midline.  Intravenous  pyel- 
ography may  show  displacement  of 
the  ureter  or  renal  shadow.  The  com- 
bination of  kidney  - ureter  - bladder 


Figure  3.  ( Pt.  E.  C.).  Flat  film  of  abdomen  showing  calcified  rim  of  aortic 

aneurysm  protuding  beyond  the  psoas  muscle  shadow. 
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(KUB)  film  and  intravenous  pyelo- 
gram  (IVP)  account  for  as  much  as 
30-40  per  cent  of  the  diagnoses  in 
some  series.  (See  figures  3 and  4). 

3.  Incidental  Surgical  Finding  — The 
third  source  of  positive  diagnosis  is 
at  abdominal  operation  for  an  un- 
related problem.  The  aneurysm  is  a 
completely  incidental  finding.  This 
stresses  the  value  of  a thorough  intra- 
operative examination  of  abdominal 
contents,  especially  in  the  elderly. 

Indication  for  Surgery  — There  is  uni- 
form agreement  that  the  presence  of  an 
aneurysm  is  a compelling  enough  reason  for 
operation.  Surgical  intervention  is  contra- 


indicated only  in  those  patients  with  severe 
coexistent  major  organ  disease  such  as  in- 
tractable congestive  heart  failure. 

Results  of  Surgery  — The  results  of  sur- 
gical excision  and  graft  for  intact  aneu- 
rysms are  excellent.2- 6 The  operative  mor- 
tality is  low  (5-12%)  and  although  it  is  re- 
lated somewhat  to  age,  it  is  more  closely 
related  to  antecedent  and  coexistent  diseases 
such  as  myocardial  failure,  hypertension, 
pulmonary  insufficiency,  and  so  forth.  Old 
age  alone  is  not  a contraindication  to  sur- 
gery. Even  in  the  elderly  the  operative 
mortality  does  not  approach  that  attendant 
upon  allowing  the  aneurysm  to  pursue  its 
course. 


Figure  4.  (Pt.  J.  J.)  Intravenous  pyelography  showing  gross  displacement  of 
both  ureters  to  the  left  by  a massive  abdominal  aortic  aneurysm. 
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In  comparing  life  expectancy  of  three 
groups,  untreated  and  treated  aneurysms 
and  the  normal  population,  age  65,  three 
points  are  obvious.  First,  due  to  the  opera- 
tive mortality,  there  is  a drop  in  life  ex- 
pectancy of  the  surgically  treated  group  as 
compared  to  the  untreated  controls.  Sec- 
ond, as  time  progresses,  the  life  expectancy 
of  the  treated  group  closely  parallels  that 
for  the  normal  population,  age  65,  and 
stands  out  in  startling  contrast  when  com- 
pared to  the  untreated  group.  Third,  the 
late  surgical  postoperative  complication  rate 
is  low. 

Discussion  — Eleven  patients  with  intact 
abdominal  aortic  aneurysms  had  elective  ex- 
cision and  graft  during  this  three  and  one- 
half  year  period  at  Lincoln  VA  Hospital.  All 
were  males.  Their  average  age  was  69 
years  (range  56-82  yrs.).  This  is  a few 
years  older  than  both  the  published  average 
age  of  patients  undergoing  aneurysm-sur- 
gery (65)  and  the  average  age  of  WW  I 
veterans  (66).  Abdominal  pain  was  a com- 
plaint in  eight  of  these  but  was  due  to  the 
aneurysm  in  only  four  cases. 

Eighty-two  per  cent  (9  of  11)  were  found 
to  have  an  abdominal  mass  with  a distinct- 
ly expansile  pulsation  on  their  initial  physi- 
cal examinations.  In  seven,  the  mass  was 
most  prominent  a few  centimeters  below 
and  to  the  left  of  the  umbilicus  and  extended 
into  the  epigastrium.  The  other  two  pre- 
sented similarly  on  the  right.  Seven  of  the 
masses  were  visibly  pulsating  under  the  ab- 
dominal wall. 

Ten  cases  were  visible  on  IVP  or  KUB. 
One  was  not  seen  on  X ray  and  had  no  palp- 
able mass  on  physical  examination.  It  was 
found  at  elective  surgery  for  occlusion  of 
a left  common  iliac  artery.  In  addition,  one 
aneurysm  was  primarily  diagnosed  on  IVP. 
This  patient  was  found  to  have  a pulsating 
abdominal  mass  when  re-examined  on  the 
ward. 

Only  two  cases  were  admitted  to  the  hos- 
pital with  the  prior  diagnosis  of  aneurysm. 
In  the  other  nine,  the  admission  diagnoses 
ranged  from  cholelithiasis,  to  inguinal  her- 
nia, obstipation,  ? kidney  stone  and  ? bowel 
obstruction. 

All  11  patients  had  excision  of  the  aneu- 
rysm and  graft.  The  first  graft  used  was  a 
Nylon-Dacron  prosthesis.  The  subsequent 
10  were  Teflon. 


Ten  patients  survived  operation.  All  of 
these  are  still  living.  One  has  been  followed 
3.5  years.  Four  have  been  followed  for 
more  than  one  year.  The  remaining  pa- 
tients have  follow-up  periods  of  less  than 
one  year. 

Four  of  the  patients  have  tolerated  five 
operations  for  unrelated  problems  since  re- 
section of  their  aneurysms. 

There  is  one  death  in  the  series.  The  pa- 
tient died  from  hemorrhage.  A one  cm. 
laceration  in  the  inferior  vena  cava  was  not- 
ed and  repaired  while  removing  his  aneu- 
rysm. Four  hours  postoperative  he  had  a 
hemorrhage  from  the  vena  caval  laceration, 
received  multiple  transfusions  of  whole 
blood  and  underwent  surgical  closure  of  the 
laceration.  He  died  upon  completion  of  the 
second  operation.  He  was  80  years  old  but 
was  physiologically  much  younger  than 
some  of  our  survivors.  We  feel  he  would 
have  survived  had  our  original  vena  cava 
suture  been  adequate. 


TABLE  2 

Pt. 

Age 

Date  of  Surgery 

Result 

JS  -- 

70 

8-22-58 

A&W 

PJ 

66 

1-26-59 

A&W 

EC  _ 

- 71 

5-26-59 

A&W 

JR  

67 

9-2  -59 

A&W 

GM 

80 

11-27-59 

Dead 

WD  _ . 

. . 70 

7-24-61 

A&W 

AJ 

66 

7-25-61 

A&W 

CM 

. __  66 

9-27-61 

A&W 

JJ  _ _ 

65 

10-31-61 

A&W 

LM  _ . 

56 

12-11-61 

A&W 

JO  

__  82 

1-29-62 

A&W 

Ruptured  Abdominal  Aortic- 
Aneurysm 

The  most  commonly  encountered  miscon- 
ception concerning  ruptured  intraabdominal 
aneurysms  is  that  they  burst  like  a high- 
speed blowout  of  an  old  tire.  It  is  very 
rare  that  death  occurs  in  a few  minutes 
from  a free  and  massive  intraperitoneal 
rupture.  They  more  often  rupture  slowly 
into  the  retroperitoneal  space,  producing 
recognizable  symptoms  that  persist  for 
hours,  or  even  days  before  ability  to  com- 
pensate for  the  continuing  blood  loss  fails 
and  the  patient  dies.  This  grace  period  be- 
tween initial  leakage  and  frank  rupture  per- 
mits the  rationale  for  a surgical  approach. 
Gryska,  et  al.,3  have  used  the  time  from 
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initial  rupture  to  death  or  operation  as  a 
guide  in  discussing  ruptured  aneurysms. 
Since  a significant  number  of  patients  with 
ruptured  aneurysms  live  for  many  hours  or 
days,  one  should  not  regard  the  disease  as 
hopeless.  Prompt  diagnosis  is  the  essence 
of  potential  surgical  cure.  It  is  all  the  more 
important  in  sparsely  populated  areas  like 
ours  in  Nebraska  where  the  patient  is  not 
only  asked  to  survive  his  rupturing  aneu- 
rysm until  the  diagnosis  is  made,  but  he 
then  must  tolerate  untold  miles  in  an  am- 
bulance before  he  can  reach  effective  sur- 
gical care. 

The  best  way  to  ensure  a good  salvage 
rate  in  operations  for  aneurysm  is  to 
diagnose  the  aneurysm  before  it  ruptures. 
There  is  a need  for  an  increased  awareness 
that  most  abdominal  aneurysms  can  be 
easily  diagnosed  before  they  rupture,  by 
simple  manual  examination  of  the  abdomen. 

Symptoms  and  Signs  — The  clinical  set- 
ting and  diagnosis  are  similar  to  intact 
aneurysms  with  two  exceptions.  First, 
there  is  acute  severe  pain  or  accentuation  of 
pre-existing  pain  in  the  abdomen,  back  or 
groin.  Occasionally  there  is  radiation  down 
the  legs  and  loss  of  deep  tendon  reflexes.  A 
history  usually  reveals  days  or  weeks  of 
prior  pain  before  the  onset  of  acute  symp- 
toms. Some  patients  live  long  enough  to 
develop  visible  ecchymosis  in  the  lower  an- 
terior abdominal  wall.  Signs  of  peritoneal 
irritation  are  usually  lacking.  Abdominal 
tenderness  is  variable. 

Second,  there  is  acute  vascular  collapse 
either  prior  to  admission,  on  admission  or 
shortly  thereafter.  Only  a small  minority 
of  ruptured  aneurysms  get  to  the  operating 
room  without  at  least  one  hypotensive  epi- 
sode. 

It  has  been  known  for  years  that  vascular 
rupture  is  not  generally  included  by  most 
physicians  in  their  differential  diagnosis  of 
acute  abdominal  pain,14  especially  once  they 
have  passed  the  sophomore  medical  school 
course  in  physical  diagnosis.  Actually,  there 
was  very  little  reason  to  keep  aortic  aneu- 
rysms in  mind  15  years  ago.  because  there 
was  nothing  to  be  done  about  them.  We 
suspect  that  the  diagnosis  of  aortic  rupture 
is  lost  in  the  category  at  the  end  of  most 
physicians’  differential  diagnosis  of  acute 
vascular  collapse.  Even  today,  the  most  fre- 
quent reason  for  failure  to  make  the  diag- 


nosis is  that  the  doctor  simply  didn’t  think 
of  it. 

Diagnosis  — The  diagnosis  is  made  in  the 
same  way  as  for  intact  aneurysm,  by  physi- 
cal examination  and  KUB  film  or  IVP.  It 
is  the  clinical  setting  of  acute  abdominal 
pain  or  sudden  vascular  collapse  which  is 
superimposed  here  that  leads  toward,  not 
away  from,  the  diagnosis.  If  the  physician 
has  had  prior  reason  to  make  X-ray  films 
of  the  patient’s  abdomen,  a comparison  of 
the  pre-  and  post-rupture  films  will  be  re- 
vealing. In  1921,  Janower15  reported  the 
main  radiographic  differences  between  in- 
tact and  ruptured  aneurysms.  In  ruptured 
aneurysms  the  margins  of  the  mass  are  less 
distinct,  the  mass  will  extend  more  frequent- 
ly beyond  the  calcified  aneurysm  wall,  the 
psoas  shadow  will  be  obliterated,  bowel  gas 
is  often  displaced  anteriorly  (on  lateral  ab- 
dominal film),  and  comparison  with  previ- 
ous roentgenograms  may  show  dramatic 
change  in  the  size  and  shape  of  the  aneu- 
rysm. (Figure  5 and  figure  6). 

.4- 

Indications  for  Surgery  — The  diagnosis 
of  ruptured  aneurysm  is  the  indication  for 
operation.  One  cannot  “get  the  patient 
ready  for  surgery.”  There  usually  isn’t 
time.  Emergency  excision  and  graft  offer 
the  patient  his  only  chance  for  survival ; 
procrastination  only  decreases  his  chance 
for  survival. 

At  operation,  the  normal  retroperitoneal 
anatomy  is  obscured  by  a massive  purplish, 
retroperitoneal  hematoma  that,  at  times,  ex- 
tends from  the  inferior  surface  of  the  dia- 
phragm above,  all  the  way  down  into  the 
pelvis.  Since  the  chance  for  survival  de- 
pends upon  controlling  the  hemorrhage 
proximal  to  the  rupture,  our  only  recourse 
at  times  is  to  clamp  the  descending  aorta 
in  the  left  chest  before  approaching  the 
aneurysm. 

Results  of  Surgery  — The  morality  rate 
varies  from  15-50  per  cent.  The  differences 
in  the  reported  surgical  mortality  rates 
probably  are  the  length  of  time  between 
early  diagnosis  and  surgical  intervention. 
Both  the  operative  and  postoperative  com- 
plication rates  are  much  higher  than  that 
for  intact  aneurysms.  Ureteral  and  vena 
caval  injury,  hemorrhage  from  suture  lines 
placed  in  very  friable  aortic  wall,  anuria, 
myocardial  infarction  and  others  contribute 
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Figure  5.  (Pt.  A.  F.)  Intravenous  pyelogram  showing  displacement  of  the  ureter 
and  calcified  aneurysmal  rim  in  1952.  Patient  was  lost  to  follow-up. 


to  a much  higher  rate  of  surgical  complica- 
tion and  mortality  in  the  days  and  weeks 
immediately  following  operation. 

Discussion  — We  operated  on  3 patients 
for  ruptured  aneurysm  in  the  past  3.5 
years  (table  2).  All  three  died.  One  died 
in  the  operating  room,  one  lived  a day,  and 
the  third  lived  eight  days. 

All  three  patients  had  abdominal  pain.  In 
two  it  was  severe,  associated  with  a palpable 
abdominal  mass  and  accompanied  by  vas- 
cular collapse.  One  case  w a s diagnosed 
after  he  collapsed  in  the  office  of  a Lincoln 
ophthalmologist. 

The  significance  of  the  vague  abdominal 


complaints  of  the  third  case  were  not  ap- 
preciated by  us.  He  could  have  been  sal- 
vaged by  proper  diagnosis,  successful  oper- 
ation on  the  aneurysm  and  the  amputation 
of  the  right  leg  had  his  congestive  heart 
failure  been  less  intractable. 

The  results  presented  in  tables  2 and  3 
present  a striking  contrast.  I hope  they 
emphasize  not  only  the  importance  of  recog- 
nizing aneurysms  of  the  distal  abdominal 
aorta  but  also  how  easy  it  is  to  make  the  di- 
agnosis. It  is  especially  important  to  rec- 
ognize aortic  aneurysms  before  they  rup- 
ture. All  of  us  who  have  made  the  diagnosis 
once  know  what  a simple  matter  it  is.  All 
of  us  who  have  missed  the  diagnosis  at  least 
once  can  get  consolation  from  the  high 
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Figure  6.  (Pt.  A.  F.).  KUB  on  admission  in  December  1959,  with  massive 
retroperitoneal  hemorrhage  from  ruptured  aneurysm.  Compare  with  figure  5 and  note: 
(1)  Loss  of  calcified  rim;  (2)  Mass  extends  much  farther  to  patient's  left;  (3)  Gen- 
eralized haziness  secondary  to  massive  retroperitoneal  hematoma  that  extended  from 
the  diaphragm  into  the  pelvis;  (4)  loss  of  psoas  muscle  shadows. 


calibre  training  now  being  given  to  Lincoln 
ophthalmologists ! 

Summary 

A review  of  factors  concerning  the  eti- 
ology, natural  history,  symptoms,  diagnosis 
and  surgical  treatment  for  intact  and  rup- 


tured abdominal  aortic  aneurysms  is  pre- 
sented. 

The  importance  of  making  the  diagnosis, 
and  the  ease  of  diagnosis  have  been  stressed. 

The  experience  of  the  surgical  service  of 
Lincoln  VA  Hospital  (August  1958-January 


TABLE  3 

RUPTURED  ABDOMINAL  AORTIC  ANEURYSMS 


Pt. 

Age 

Mass  in 
Adomen 

Mass  on 
X ray 

Abd. 

Pain 

Shock 

Diagnosed 

Pre-Op 

Result 

OK  __ 

64 

No 

No 

Vague 

No 

No 

Dead,  36  hours 

AF 

62 

Yes 

Yes 

Yes 

Profound 

Yes 

Dead,  O.R. 

MH 

. 80 

Yes 

Yes 

Yes 

Yes 

Yes 

Dead,  8 days 
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1962)  in  14  cases  of  intact  and  ruptured  ab- 
dominal aneurysms  has  been  presented  to 
emphasize  points  made  in  the  text. 
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Robert  Louis  Stevenson’s  classic  tribute  to  the  physician: 

There  are  men  and  classes  of  men  that  stand  above  the  com- 
mon herd:  the  soldier,  the  sailor,  and  the  shepherd  not  infrequently; 
the  artist  rarely;  rarer  still  the  clergyman;  the  physician;  the 
physician  almost  as  a rule.  He  is  the  flower  (such  as  it  is)  of  our 
civilization;  and  when  that  stage  of  man  is  done  with,  and  only  to 
be  marvelled  at  in  history,  he  will  be  thought  to  have  shared  as 
little  as  any  in  the  defects  of  the  period,  and  most  notably  ex- 
hibited the  virtues  of  the  race.  Generosity  he  has,  such  as  is 
possible  to  those  that  practice  an  art,  never  to  those  that  drive  a 
trade;  discretion  tested  by  a hundred  secrets;  tact,  tried  in  a thou- 
sand embarrassments;  and  what  are  most  important,  Herculean 
cheerfulness  and  courage,  so  that  he  brings  air  and  cheer  into  the 
sickroom,  and  often  enough,  though  not  as  often  as  he  wishes, 
brings  healing. 
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An  EPIDEMIOLOGICAL  INVESTIGATION  of  the 

Incidence  Of  Bums 

in  OMAHA-DOUGLAS  COUNTY,  NEBRASKA,  I960* 


Introduction 

THE  burn  problem  in  our  coun- 
try is  a very  real  and  urgent 
one  about  which  few  people 
seem  to  be  alarmed  or  even  interested.  Each 
year,  fires  destroy  vast  amounts  of  wealth 
(estimated  at  $1,056,308,000  in  1958),  but 
even  more  tragic  is  the  extensive  loss  of  life, 
disfigurement,  and  disability  due  to  fire 
and  its  associated  catastrophies.  Incalcula- 
ble is  the  cost  of  medical,  nursing,  and  hos- 
pital care,  and  lost  or  diminished  produc- 
tivity resulting  from  burns. 

Burns  are  a tremendous  perplexity  to  the 
medical  practitioner.  First,  they  are  diffi- 
cult to  treat.  Second,  when  one  is  burned 
he  has  lost  his  first  line  of  defense  against 
infection.  Next,  burns  require  extensive 
treatment  which  is  very  expensive.  To  af- 
firm this  point,  doctors  have  been  heard  to 
say  that  when  one  is  done  with  a burn  pa- 
tient, the  patient  is  a poor  man  and  so 
is  the  doctor.  The  physician  very  often  ends 
up  doing  much  of  the  work  gratis  because 
of  the  long  duration  and  high  cost  of  treat- 
ment. Often  these  patients  must  be  re- 
hospitalized many  times  for  treatment  of 
burn  complications  such  as  scarring  and 
contractures.  Thus  it  becomes  quite  obvi- 
ous that  burns  are  not  a separate  and  un- 
important entity  as  many  people  seem  to 
think,  but  a serious  and  perplexing  problem 
which  must  be  faced  by  the  public  at  large 
as  well  as  by  the  medical  man.  Too  often 
we  are  confronted  with  problems  which  are 
more  easily  and  comfortably  disregarded 
than  faced.  This  is  one  of  those  problems. 

Burns  have  been  a malady  of  man  since 
he  first  discovered  fire,  and  his  methods 
for  incurring  them  have  been  many  and 
varied.  Burns  are  not  produced  by  fire 
alone;  hot  objects,  corrosive  chemicals,  fric- 
tion, hot  liquids,  and  electricity  also  cause 
tissue  damage  known  as  burns.  Treatment 
for  burn  injuries,  too,  is  ancient  and  varied, 
volumes  having  been  written  on  the  subject. 

Statement  of  Purpose 

The  purpose  of  this  study  was  to  secure 
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statistical  and  epidemiological  data  on  the 
incidence  of  burns  in  Omaha  and  Douglas 
County,  Nebraska,  for  the  vear  1960,  the 
most  recent  year  for  which  data  were  avail- 
able. 

Materials  and  Methods 

The  material  for  this  study  was  derived 
from  several  sources.  The  national  sta- 
tistics were  taken  from  source  books  pub- 
lished by  the  National  Safety  Council  and 
the  National  Office  of  Vital  Statistics. 
These  consisted  purely  of  mortality  figures 
for  the  year  1959  which  was  the  most  recent 
year  for  which  national  figures  were  avail- 
able at  the  time  of  the  study.  The  local  in- 
formation for  this  report  concerning  burn- 
deaths  was  obtained  from  the  death  certifi- 
cate records  of  the  Vital  Statistics  Division 
of  the  Omaha-Douglas  County  Health  De- 
partment. The  bum-injury  records  of  pa- 
tients treated  on  an  in-patient  basis  in  the 
eleven  Omaha  hospitals  surveyed  were  also 
examined.  Analyses  were  made  from  these 
records  in  order  to  obtain  information  con- 
cerning the  extent  of  the  local  burn  prob- 
lem, the  causes  of  burns,  and  all  other  data 
helpful  in  the  study  of  this  question.  Emer- 
gency records  at  Douglas  County  Hospital 
were  not  studied  because  persons  treated  as 
out-patients  are  not  listed  in  the  regular 
hospital  files.  Local  physicians  were  not 
canvassed  because  of  the  brevity  of  this 
study. 

^Prepared  under  the  Ak-Sar-Ben  Scholarship  in  Public 
Health. 
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Burns  As  a National  Health 
Problem 

In  1959  approximately  91,000  people  died 
accidentally,  making  accidental  death  the 
fourth  leading  cause  of  death  for  all  ages  in 
the  United  States,  following  heart  disease, 
cancer,  and  vascular  lesions.  Of  these  91,- 
000  accidental  deaths,  burns  of  all  types  ac- 
counted for  about  8300  deaths  or  about  nine 
per  cent  of  all  accidental  deaths.  This  places 
burns  third  among  the  leading  causes  of 
death  under  the  heading  of  “Accidents,” 
following  only  automobile  accident  deaths 
and  falls.  The  overall  accidental  death  rate 
was  52  per  100,000  population;  the  death 
rate  for  burns  and  fires,  4 per  100,000  popu- 
lation. 

Of  the  8300  fire  and  burn  deaths,  approx- 
imately 6000,  or  72  per  cent,  occurred  in  the 
home  with  the  greatest  loss  of  life  among 
the  aged  and  young  children.  The  death 
rate  was  high  in  these  two  groups  because 
of  their  inability  to  help  themselves  under 
such  conditions  as  are  present  in  fires. 
Graph  I,  borrowed  from  Accident  Facts, 
1960  edition,  portrays  the  death  rate  by  age 
groups  of  7100  who  died  from  fires,  burns, 
and  associated  conditions  but  not  burns 
from  hot  objects  or  liquids. 


GRAPH  I 

DEATHS  ASSOCIATED  WITH  FIRES 
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It  is  not  difficult  to  see  from  the  above 
figures  that  burn  deaths  take  a great  toll 
of  human  lives  (8300  people  could  populate 
a nice-sized  town),  yet  we  do  not  hear  much 
about  burns.  Even  the  medical  profession 
at  large  does  not  know  much  about  burns 
from  an  epidemiological  viewpoint.  A com- 
parison of  the  death  tolls  of  some  of  the 
“dread”  diseases  that  are  so  frequently 
cited  might  be  informative. 

For  example,  poliomyelitis  took  454  lives 
in  1959;  rabies,  seven  lives;  tetanus,  293; 
and  infectious  hepatitis,  897.  These  four 
diseases  which  cause  so  much  worry  and 
fear  don’t  even  compare,  singly  or  as  a 
group,  with  the  destruction,  agony,  and 
pain  that  are  caused  by  burns. 

If  the  number  of  deaths  from  fires  and 
burns  had  been  reduced  by  only  10  per 
cent,  which  seems  quite  possible  since  many 
fires  are  the  product  of  carelessness,  there 
would  have  been  nearly  as  many  lives  saved 
as  were  lost  to  infectious  hepatitis  that  year. 

The  fact  that  burns  are  the  fourth  lead- 
ing cause  of  death  under  the  heading  of 
“Accidents”  for  all  ages  has  been  cited.  The 
breakdown  of  burn  deaths  by  age  groups  is 
quite  enlightening.  Under  one  year  of  age, 
accidents  rank  sixth  among  the  chief  causes 
of  death,  with  fires  being  listed  as  third 
with  a death  rate  of  9 per  100,000  popula- 
tion in  that  age  group.  For  the  1-4  year 
age  group,  accidents  are  the  leading  cause 
of  death,  and  fire  and  burns  are  second  un- 
der that  heading  with  a rate  of  7 per  100,- 
000  population.  Again  in  the  5-14  year 
range,  accidents  are  the  leading  cause  of 
death,  and  fire  and  burns  are  third  under 
that  heading  with  a rate  of  2 per  100,000. 
Accidents  are  the  leading  cause  again  in  the 
15-24  year  range,  but  fire  and  burns  cause 
such  an  insignificant  number  of  deaths  in 
that  range  that  it  is  not  recorded.  In  the 
25-44  year  range,  accidents  are  rated  second 
to  heart  disease,  and  fire  and  burns  are 
third  under  that  heading  with  a rate  of  3 
per  100,000  population.  In  the  45-64  year 
range,  accidents  are  fourth,  as  they  are 
under  the  heading  of  all  ages,  and  fire  and 
burns  are  third  with  a rate  of  4 per  100,000 
population.  Over  65  years  of  age,  accidents 
are  sixth,  and  fire  and  burns  third  with  a 
rate  of  14  per  100,000  population.  Over  all, 
this  means  that  52  out  of  every  100,000  peo- 
ple died  accidentally  in  1959  and  that  4 of 
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those  52  died  of  burns  or  causes  related  to 
fire. 


Burns  As  a Local  Health  Problem 

In  1960,  local  hospitals  handled  188 
burn  cases.  Thirty-four  of  these  patients 
were  nonresidents  of  Omaha  or  Douglas 
County,  which  meant  that  154  residents 
were  treated  for  burns  in  Omaha  hospitals. 
In  addition  there  were  36  deaths  of  resi- 
dents of  the  county  due  to  burns,  fire,  or 
situations  directly  associated  with  fire. 
Many  other  patients  were  handled  on  emer- 
gency basis  and  released  without  being  ad- 
mitted, particularly  at  Douglas  County  Hos- 
pital where,  on  the  average  acording  to  hos- 
pital sources,  two  burn  cases  a week  are 
treated  in  the  emergency  ward.  The  154 
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residents  injured  and  the  36  killed  by  fire 
will  be  the  basis  for  the  local  statistics  used 
in  this  report.  The  34  nonresidents  are  ex- 
cluded from  the  report. 

The  burn  injuries  have  been  broken  down 
into  seven  main  categories  under  which  each 
of  the  burns  has  been  classified.  These 
categories  are:  burns  due  to  fire  and  ex- 
plosion, scalds,  electrical  burns,  chemical 
burns,  friction  burns,  contact  with  hot  ob- 
jects, and  a heading  of  undetermined  eti- 
ology due  to  an  inability  to  extract  the  in- 
formation from  the  hospital  records  or,  in 
some  instances,  because  the  people  associat- 
ed with  the  burn  either  directly  or  secon- 
darily would  not  tell  how  the  burn  oc- 
curred. Graph  II  will  illustrate  the  dis- 
tribution of  the  154  burns  of  residents  un- 
der the  above-named  headings. 

Burn  deaths  in  the  year  1960,  in  Omaha- 
Douglas  County,  were  in  large  part  due  to 
conflagration,  that  is,  destructive  fires. 
Twenty-eight  deaths  were  by  conflagration. 
These  deaths  were  due  to  people  being 
trapped  in  a burning  building.  There  were 
three  electrocution  deaths,  three  associated 
with  cigarette  fires  (all  three  fell  asleep 
while  smoking),  one  due  to  a cigarette  light- 
er, and  one  due  to  explosion. 

Of  the  36  deaths,  23  were  male  and  13 
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were  female.  Twenty-nine  were  white  and 
seven  were  colored.  The  age  groups  are 
demonstrated  in  graph  III  where,  once 
again,  it  appears  that  the  highest  mortality 
was  among  children  and  older  people  in  this 
community,  as  it  is  also  seen  in  graph  I 
which  is  representative  of  national  mor- 
tality figures. 

In  graph  II  burn  injuries  in  Omaha- 
Douglas  County  were  broken  down  into 
seven  burn  categories.  Individual  cate- 
gories of  this  breakdown  should  be  exam- 
ined. Graph  IV  outlines  the  number  of 
scalds  by  category,  and  graph  V reveals  the 
number  of  scalds  by  age  group. 

The  largest  category  is  that  of  scalds  with 
62  burn  injuries  to  its  credit,  the  greatest 
number  of  which  occurred  in  the  1-4  year 
age  group.  This  is  the  period  of  life  in 
which  the  child  is  exploring  and  has  not  yet 
acquired  an  understanding  of  “hot.”  Of 
this  type  of  injury,  scalds  with  coffee  and 
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tea  caused  the  greatest  amount  of  injury 
in  1960,  Math  a total  of  21.  This  injury 
commonly  occurs  when  the  toddler  gets  hold 
of  the  table  cloth  or  coffee  percolator  cord 
and  gives  a pull.  Before  he  knows  it,  he  is 
covered  with  boiling  coffee  or  tea  and  is 
severely  burned.  Hot  water  took  the  next 
highest  toll  among  scalds,  with  18  burns. 
These  occur  for  much  the  same  reasons  as 
do  coffee  and  tea  scalds.  Of  the  39  scalds 
from  tea,  coffee  and  hot  water,  21  occurred 
in  children,  four  years  old  or  under.  This 
means  that  54  per  cent  of  these  types  of 
scalds  are  incurred  by  children  of  preschool 
age.  Another  category  is  that  of  scalds  with 
grease  and  oil.  There  were  11  of  these 
burns,  with  three  of  them  happening  to  pre- 
school  children.  Bedside  vaporizers  ac- 
counted for  three  burns,  all  of  which  were 
to  children  under  5 years  of  age. 

Steam,  as  from  heating  radiators,  caused 
three  burns ; molten  tar,  three ; hot  soup, 
hot  milk  and  hot  soap*  each  caused  one 
scalding.  Of  all  types  of  scalds,  children 
four  years  or  under  incurred  32  of  the  62 
scalds  for  a 52  per  cent  total  of  this  type  of 
burn.  Of  interest,  too,  is  that  35  of  the 
scald  victims  were  white  and  27  Negro. 
Thirty-five  were  males  and  27  were  females. 

Graph  VI  shows  distribution  of  burns 
from  fire  and  explosion  by  subcategory  and 
graph  VII  by  age  group. 

Next,  burn  injuries  due  to  fire  and  ex- 
plosion were  considered.  There  were  49  of 
these  in  1960,  in  Omaha-Douglas  County. 
Several  subcategories  came  under  this  head- 
ing. First  was  explosions  not  due  to  gaso- 
line, of  which  there  were  14;  next,  explo- 
sions and  fires  due  to  gasoline  were  consid- 
ered. There  were  ten  of  these.  Conflagra- 
tion was  next,  with  nine  injuries;  cigarette 
fires  followed  with  seven ; fires  caused  by 
fluids  other  than  gasoline,  four;  bonfires, 
three;  cigarette  lighters,  one;  and  firecrack- 
ers, one.  Here  the  age  incidence  varied 
from  scalds,  as  seen  in  graph  VII.  The 
race  ratio  was  considerably  different,  too, 
with  41  white  and  eight  Negroes  burned. 
Thirty-nine  were  males  and  10  were  females. 

Five  other  headings  were  also  employed 
which  included  43  burns.  These  were  burns 
resulting  from  contact  with  hot  objects 
such  as  stoves  and  irons,  which  contributed 
13  injuries;  chemical  burns  due  to  corro- 

•Occurred  while  working  at  soap  factory. 
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sive  and  necrotizing  agents  such  as  “Drano,” 
lye,  and  potassium  permangante,  caused  12 
burns;  a total  of  six  electrical  burns  were 
treated,  and  two  friction  burns.  Ten  burns 
were  of  undetermined  etiology  as  previously 
stated.  In  these  five  headings  with  a total 
of  43  injuries,  28  victims  were  white,  9 Ne- 
gro, and  6 were  unlisted  as  to  race.  Twen- 
ty-four were  male  and  19  female. 

As  to  hospital  distribution,  with  respect 
to  burn  patient  treatment,  the  available  rec- 
ords show  that  Children’s  Memorial  Hos- 
pital handled  59  cases,  St.  Joseph’s  29, 
Lutheran  Medical  Center  19,  Methodist  and 
Veterans  Hospitals  each  18,  Clarkson  15, 
Immanuel  13,  Douglas  County  Hospital  11, 
University  Hospital  four,  and  Doctors  and 
St.  Catherine’s  one  each. 

Overall,  Omaha  - Douglas  County  had  a 


burn-injury  rate  of  45  persons  per  100,000 
population,  and  a burn-death  rate  of  11  per- 
sons per  100,000  population,  in  1960.  The 
death  rate  in  Omaha-Douglas  County  was 
almost  three  times  higher  than  the  national 
average.  Since  national  figures  on  burn  in- 
juries were  not  available,  no  comparison 
could  be  made. 

Geographically,  the  greatest  number  of 
hospitalized  burn-injuries  (over  20  per  10,- 
000  population)  occur  in  the  near  north 
side  and  downtown  areas  of  Omaha.  These 
areas  are  surrounded  by  regions  with  lesser, 
yet  still  high,  burn-injury  rates  (10-19  per 
10,000  population).  A goodly  number  of 
burn-cases  also  come  from  the  area  just 
south  and  the  areas  west  of  the  Stock  Y ards, 
which  also  fall  in  the  10-19  per  10,000 
burn  - injuries  category.  Throughout  the 
rest  of  the  city  and  county  the  rate  is  low- 
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er.  The  over-all  City  average  is  4.5  cases 
per  10,000  population. 

Figure  1 is  a census  tract  map  of  Omaha 
showing  burn-injury  rates  per  10,000 
population  for  each  tract. 

Figure  2 reveals  burn-death  rates  per  10,- 
000  population  by  census  tract.  In  each  of 
the  three  areas  where  rates  exceeded  ten 
deaths  per  10,000  population,  there  had  been 
one  devastating  fire  with  loss  of  several 
lives.  The  three  fires  took  a toll  of  nine- 
teen lives,  or  more  than  half  of  the  total 
for  the  entire  City  during  1960. 

Additional  statistics  from  hospitals  show 
that  1919  days  were  spent  in  Omaha  hos- 
pitals by  the  154  burn-injury  patients  who 
were  residents  of  Omaha  or  Douglas  Coun- 


ty. This  is  a total  of  over  five  hospital 
years.  The  range  of  hospital  stays  was 
from  one  day  to  78  days,  with  a mean  of 
about  13  days.  It  is  needless  to  comment 
on  the  great  loss  of  productivity  and  the 
enormous  expense  represented  in  these  fig- 
ures. 

Another  point  of  interest  is  the  fact  that 
of  the  154  burn-injuries  about  33  per  cent 
were  sustained  by  children  under  five  years 
of  age. 

Through  the  use  of  City  census  tract 
maps,  it  was  discovered  that  the  place  of 
injury  had  no  particular  correlation  with 
the  hospital  to  which  the  patient  was  taken. 
In  several  instances  a patient  was  trans- 
ported clear  across  town  past  one  or  more 
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GRAPH  VII 


BURN  INJURIES  FROM  FIRES  AND  EXPLOSION 
BY  AGE  GROUP,  1960 
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hospitals.  More  children,  of  course,  were 
taken  to  Childrens  Memorial  Hospital  for 
obvious  reasons,  but  in  general  the  only 
logical  correlation  that  could  be  made  was 
that  most  people  are  placed  in  hospitals 
where  their  family  doctor  is  on  the  hos- 
pital staff. 

Conclusions 

It  seems  quite  clear  that  there  is  a seri- 
ous burn-problem  in  Omaha  and  Douglas 
County.  The  problem  possibly  varies  from 
year  to  year.  Large  conflagrations  such  as 
the  three  devastating  fires  of  1960  can 
make  quite  a difference  in  the  statistical 
outlook,  but  the  fact  remains  that  even  after 
eliminating  the  nineteen  deaths  which  oc- 
curred in  those  three  fires,  Omaha  and 
Douglas  County  still  had  a death  rate  slight- 
ly higher  than  the  average  national  death 
rate,  the  national  rate  being  about  4 per 
100,000  and  the  Omaha-Douglas  County 
rate  about  5 per  100,000  in  1960. 

This  kind  of  record  is  one  which  calls  for 
immediate  action  on  the  part  of  every  citi- 
zen. 

Recommendations 

In  an  endeavor  to  reduce  the  incidence  of 


burn-injuries  and  deaths,  it  is  recommend- 
ed that: 

1.  Educational  efforts  aimed  at  accident 
prevention  include  burns  in  the  proper  per- 
spective, emphasizing  both  their  immediate 
and  long-term  physical  and  psychological  ef- 
fects. Since  a high  percentage  of  burns 
(33  per  cent  in  this  study)  involved  pre- 
school children,  educational  programs  should 
be  aimed  particularly  at  parents  of  young 
children.  The  physician,  the  hospital,  the 
schools,  health  department,  and  safety  or- 
ganizations are  encouraged  to  cooperate  in 
developing  programs  to  reach  this  group. 

2.  Intensified  support  be  given  to  pre- 
ventive fire  inspection  of  both  public  build- 
ings and  private  homes,  particularly  in  the 
areas  of  substandard  housing. 

3.  A follow-up  program  of  home  visita- 
tion of  burn  injuries  and  deaths  by  a public 
health  nurse  be  established  on  a pilot  basis 
following  the  pattern  developed  through  the 
Poison  Control  Center. 

4.  A study  be  made  to  determine  (1)  the 
desirability  of  developing  burn-teams  with- 
in each  hospital,  and  (2)  the  need  for  estab- 
lishing a master  Burn  Treatment  Center  (s). 
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5.  Last,  but  not  least,  it  is  believed  that 
this  study  should  be  extended  and  broad- 
ened so  that  a more  comprehensive  view  of 
the  burn-problem  may  be  secured.  A broad- 
er study  would  produce  a better  basis  for  the 
prevention  of  burns  and  perhaps  a truer 
picture  of  just  how  great  the  burn-problem 
is  in  this  area. 


Summary 

1.  An  epidemiological  study  of  the  burn- 
problem  in  Omaha  and  Douglas  County  for 
the  year  1960  was  carried  out,  with  particu- 
lar interest  being  directed  at  the  death  cer- 
tificates and  hospital  records. 

2.  Data  on  a local  and  national  level  are 
presented. 


FIGURE  1 

CENSUS  TRACT  MAP  — OMAHA,  NEBRASKA,  1960 


Average:  1*.  5/ 10,  000 
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3.  The  study  included  an  analysis  of 
deaths  in  Omaha-Douglas  County  and  154 
burns  treated  in  Omaha  hospitals.  The 
analysis  was  made  by  agent,  age  group, 
race,  and  sex. 

4.  Conclusion  was  reached  that  burns  are 
a greater  public  health-  problem  than  is 
realized  in  Omaha  and  Douglas  County. 

5.  Recommendations  are  made  relating 


to  education,  inspection,  fire  law  enforce- 
ment, and  the  establishment  of  a burn- 
treatment  center. 
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The 


Parochial  School  Abdomen 


l^jOME  sixteen  years  ago,  when  I 
O began  the  practice  of  pedi- 
atrics in  Omaha  after  the  war, 
a mother  called  with  a complaint  that  her 
ten-year-old  boy  had  a stomach  ache.  She 
was  worried  that  he  might  have  appendi- 
citis. So  was  I ; so  I met  her  at  the  Chil- 
dren’s Hospital.  I found  the  boy  in  rather 
acute  pain  which  he  said  was  in  the  right 
lower  quadrant,  but  which  was  unaccom- 
panied by  rise  in  temperature,  vomiting, 
change  in  white  count,  or  much  tenderness. 
In  order  to  be  safe,  I called  one  of  our  well- 
known  surgeons  who  came  and  examined 
the  boy.  He  did  not  say  very  much  except 
this:  “Let’s  have  the  nurses  give  him  a 
good  cleansing  enema.  Then  we’ll  look  at 
him  again.”  To  my  astonishment  after 
this  had  been  done,  the  pain  went  away  and 
did  not  come  back.  The  key  to  diagnosis  of 
“Constipation”  was  the  fact  that  the  sur- 
geon could  feel  a fecal  mass  in  the  descend- 
ing colon ; nor  did  he  think  it  unusual  that 
the  pain  should  be  present  in  the  right  lower 
quadrant. 

Since  then  I have  had  this  experience 
many  times  and  under  such  a combination 
of  circumstances  that  I believe  it  constitutes 
a syndrome.  The  attendant  circumstances 
are  these:  The  child  is  of  school  age,  six  to 
twelve.  The  complaint  is  persistent  abdom- 
inal pain,  but  when  examination  is  made 
there  is  usually  not  enough  tenderness  to 
suggest  a surgical  abdomen;  there  is,  how- 
ever, almost  always  a hard  fecal  mass  to  be 
felt  in  the  descending  colon.  Questions  es- 
tablish that  the  child  attends  a parochial 
school ; that  he  has  to  be  there  early  for 
Mass;  that  he  never  gets  up  an  hour  and  a 
half  ahead  of  the  time;  he  has  to  catch  the 
school  bus.  His  breakfast  is  hurried,  often 
cold.  This  hurried  preparation  leaves  no 
time  for  the  gastrocolic  reflex  to  have  a 
chance.  If  it  occurs  later  at  school,  it  is 
suppressed.  Ask  the  mother  about  his  bowel 
habits  and  she  will  say,  “At  his  age,  Doctor, 
you  can’t  keep  track  of  those  things.” 
Treatment  consists  of  a good  enema,  which 
invariably  ends  the  pain. 

In  the  establishment  of  a good  bowel 
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habit,  colace  capsules  and  naturally  laxative 
foods  such  as  prunes  and  bran  may  be 
used,  but  most  important  of  all  is  that 
enough  time  be  allowed  in  the  morning  for 
nature  to  work.  If  the  family  is  unable  to 
get  up  early  enough,  then  it  may  be  neces- 
sary to  miss  Mass. 

Case  History:  An  eleven-year-old  boy 
was  brought  into  the  office  for  consul- 
tation because  “he  dribbles  from  the 
back  passage,  and  all  the  kids  are 
calling  him  ‘stinky’.”  Examination  dis- 
closed no  neurological  or  other  abnorm- 
alities except  a very  lax  rectal  sphinc- 
ter and  scyballous  mass  which  could  be 
felt  in  the  left  lower  quadrant.  Inquiry 
brought  forth  the  fact  that  this  boy 
had  never  had  any  trouble  with  his  anal 
sphincter  before  the  dribbling  had  be- 
gun in  October,  about  a month  after 
school  started.  “No,  he  isn’t  consti- 
pated, but  sometimes  I have  to  get  a 
stick  and  break  up  the  bowel  movement 
in  order  to  get  it  to  go  down  the  toilet.” 
This  boy  had  been  getting  up  to  serve 
six  o’clock  Mass  and  going  without 
breakfast  regularly. 

Treatment  for  constipation  plus  a call  to 
Sister  at  school  recommending  that  the  pa- 
tient be  excused  from  daily  Mass  resulted 
after  two  weeks  in  a boy  who  was  having 
regularly,  a soft  bowel  movement  which 
would  flush  down  the  toilet.  His  previously 
overstretched  sphincter  was  now  fully  com- 
petent. He  had  regained  five  pounds  of 
weight,  and  had  lost  his  appellation  of 
“stinky.” 

The  Lord  wants  us  Catholics  to  go  to 
church  on  Sunday,  but  He  surely  never  in- 
tended that  daily  Mass  should  interfere 
with  a daily  bowel  movement. 
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The  Coronary  Circulation 

A Brief  History  of  the  Coronary  Vessels, 
Coronary  Occlusion,  Electrocardiogram 
and  the  Ballistocardiogram* 


THE  word  coronary  comes  from 
the  Latin  term  “coronarius,” 
which  means  encirclement  in 
the  manner  of  a crown. 

The  first  description  of  the  vessels  sur- 
rounding' the  hem-t  is  to  be  found  in  the 
voluminous  works  of  Galen,1  the  learned 
Greek  physician.  It  was  he  who  gave  these 
vessels  their  name;  they  are  known  today 
as  the  coronary  arteries.  Galen  was  first 
to  recognize  that  the  arteries  contained 
blood  instead  of  air  as  had  been  taught  by 
the  Alexandrian  school  for  400  years  prior 
to  Galen’s  discovery. 

Harvey,  in  1628,  was  the  first  to  mention 
the  role  played  by  these  vessels  in  supplying 
blood  to  the  heart.  In  1671,  Lower  pub- 
lished the  first  description  of  the  anasto- 
mosis of  the  branches  of  the  coronary  ar- 
teries. Malpighi,  in  1687,  discovered  the 
capillaries  in  the  lungs  and  thereby  supplied 
the  final  link  in  the  circuit  of  the  blood 
from  artery  to  vein. 

In  1704,  Ruysch’s  experiments  with  the 
corrosion  method  of  study  gave  us  further 
knowledge  of  the  coronary  arteries.  Vieus- 
sens,  in  1705,  observed  that  the  postmortem 
blood  clots  in  the  heart  chambers  gave  off 
small  tendrils  which  disappeared  into  small 
openings  in  the  walls  of  the  cardiac  cham- 
bers. This  observation  led  him  to  the  dis- 
covery of  the  first  collateral  channels  to  be 
described  in  the  coronary  tree.  Vieussens 
was  mainly  responsible  for  clarifying  the 
whole  picture  of  the  coronary  arteries  by 
pointing  out  and  describing  the  individual 
branches  of  the  main  arterial  trunks.  The- 
besius,  in  1706,  demonstrated  the  communi- 
cations between  the  coronary  veins  and  the 
cardiac  chambers  which  veins  bear  his 
name  today.  Neither  Vieussens  nor  The- 
besius,  stated  whether  the  communicating 
channels  were  connected  proximally  or  dis- 
tally  to  the  capillary  bed. 

In  1786,  Von  Haller  discovered  another 
group  of  collateral  channels  which  consisted 
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of  branches  of  the  coronary  arteries  that 
emerged  from  the  heart  and  followed  the 
great  vessels  to  anastomose  with  other  ar- 
teries in  the  thoracic  cavity. 

The  names  of  DeSenac,  Winslow,  Ver- 
heyen,  Descartes,  Cruveilhies,  Lancisi, 
Abernathy,  and  many  others  are  associated 
with  the  descriptions  of  the  coronary  ves- 
sels. Although  their  contributions  wer£  not 
so  outstanding  as  those  aforementioned, 
nevertheless  they  were  of  considerable  im- 
portance in  completing  the  knowledge  of  the 
structure  of  the  coronary  tree  as  we  kndw 
it  at  the  beginning  of  the  twentieth  century. 
At  that  time  it  was  no  longer  the  simple 
artery-capillary-vein  sequence  which  one 
generally  accepted  as  a standard  but  had 
become  a complex  system  by  reason  of 
communication  with  at  least  three  groups 
of  collateral  vessels  whose  exact  relation- 
ship to  the  arteries,  capillaries  and  veins 
was  obscure  and  whose  function  was  un- 
known. 

In  1881,  Cohnheim  and  von-Schulthess  as 
well  as  Rechberg,  Hyrtl  and  many  others, 
stoutly  defended  their  claims  that  the  cor- 
onary arteries  intercommunicate  only 
through  capillaries  and  were  therefore  end 
arteries.  However,  since  the  work  of  Gross2 
in  1921,  Crainicianus  in  1922,  Spaeteholz 
in  1924,  and  many  others,  there  can  be  no 
doubt  that  the  coronary  arteries  are  not  end 
arteries  in  the  anatomical  sense.  These  in- 
vestigators have  conclusively  and  unequi- 
vocally shown  that  there  is  a rich  and  wide- 
spread anastomosis  of  finer  branches  of  the 
coronary  tree  in  the  auricles,  ventricles  and 
septa. 

*From  the  Department  of  Internal  Medicine,  Coney  Island 
Hospital,  Brooklyn,  New  York. 
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Peete3  states  that  a probable  myocardial 
infarction  was  mentioned  in  a story  from 
the  Holy  Bible,  First  Samuel,  25 :3,  1060 
B.C.,  when  Samuel,  after  a fit  of  emotional 
rage,  complained  of  severe  pain  in  the 
chest. 

The  first  case  of  coronary  occlusion  was 
diagnosed  by  Hammer  in  1876,  and  later 
reported  in  Vienna  in  1878. 4 Dock,  in 
1896,  was  the  first  to  publish,  in  America, 
a case  of  coronary  thrombosis  diagnosed 
during  life  and  proved  by  necropsy.4  Her- 
rick was  the  first  to  clarify  the  diagnosis 
of  coronary  thrombosis  in  his  classic  re- 
port.5 His  clinical  description  included  au- 
topsy findings  by  Hektoen  which  were  as 
follows : “the  heart  was  normal  in  size,  but 
both  coronary  arteries  were  markedly  scle- 
rotic with  calcareous  districts  and  narrow- 
ing of  the  lumen.  A short  distance  from 
its  origin  the  left  coronary  was  completely 
obliterated  by  a red  thrombus  that  had 
formed  at  a point  of  great  narrowing.  The 
wall  of  the  left  ventricle  showed  well  marked 
areas  of  yellowish  and  reddish  softening, 
especially  extensive  in  the  interventricular 
septum.  At  the  very  apex  the  muscle  was 
decidedly  softer  than  elsewhere.  The  be- 
ginning of  the  aorta  showed  a few  yellow- 
ish spots;  these  areas  becoming  less  marked 
as  the  descending  part  was  reached.  An 
acute  fibrinous  pericardial  deposit  which 
showed  no  bacteria  in  smears,  was  found 
over  the  left  ventricle  . . .”  The  report  con- 
tinued by  stating  “there  was  marked  edema 
of  the  lungs.  In  other  respects  the  ana- 
tomic findings  were  those  of  health.” 

Herrick’s  clinical  description  was  so  com- 
plete that  it  established  coronary  throm- 
bosis as  one  of  the  leading  causes  of  sick- 
ness and  death  after  middle  life.  He  em- 
phasized that  all  patients  do  not  die  with 
plugging  of  a coronary  artery;  the  clinical 
manifestations  were  dependent  on  the  size, 
location  and  number  of  vessels  occluded. 
He  recognized  the  value  of  an  efficient 
anastomosis  of  the  coronary  circulation  that 
permitted  survival  of  one  or  more  attacks. 
The  relationship  of  the  occlusion  of  small 
arterial  twigs  to  fibrous  patches  in  the  myo- 
cardium was  recognized.  He  noted  also 
that  some  patients  had  attacks  of  coronary 
occlusion  without  pain.  His  classic  report 
did  much  to  interest  others  in  the  recogni- 
tion of  this  clinical  entity. 

Waller3,  in  1887,  was  first  to  record  an 


electrocardiogram  of  the  action  of  the  hu- 
man heart  with  the  use  of  a capillary  elec- 
trometer. In  1903,  Einthoven  used  the 
first  string  galvanometer  which  was  invent- 
ed by  Schweigger  to  l-ecord  an  accurate  hu- 
man electrocardiogram.  In  1924,  because 
of  his  contribution  to  the  advancement  of 
cardiology,  he  was  awarded  the  Nobel  Prize 
in  medicine.  In  1919  Herrick7,  found  and 
reported  that  coronary  artery  occlusion  pro- 
duced changes  in  the  T waves  of  the  elec- 
trocardiogram. Pardee8  reported  a detailed 
study  of  T wave  changes  during  and  after 
coronary  artery  occlusion.  Subsequent 
studies  by  Pardee,9  Mann  and  Oppenheim- 
er,  Rothschild,  Parkinson  and  Bedford,  Fred 
Smith,  Paul  White,  Barnes  and  Whitten, 
Wilson,  and  others,10  established  the  elec- 
trocardiographic diagnosis  on  a sound  basis. 

The  term  ballistocardiography  (BCG)  is 
derived  from  the  word  ballistics,  which  is 
the  science  of  motions  of  projectiles.  Bal- 
listocardiography is  the  technique  of  meas- 
uring the  recoil  of  the  body  to  the  displace- 
ment produced  by  the  propulsion  of  the 
blood  from  the  heart  during  systole.  This 
instrumental  measurement  of  the  recoil 
mechanism  of  the  heart  beat  is  an  ingeni- 
ous, yet  simple  and  inexpensive  device  and 
gives  information  about  cardiodynamics 
not  easily  determined  by  other  methods. 
Newton’s  third  law  — “to  every  action 
there  is  an  equal  and  opposite  reaction”  — 
is  the  principle  underlying  the  ballistic  mo- 
tion of  the  body  resulting  from  cardiac  ac- 
tion. 

Ballistocardiography  has  come  a long  way 
since  J.  W.  Gordon,  1877, 11  recorded  move- 
ments of  a man  placed  in  a horizontal  posi- 
tion on  a platform  suspended  from  the  ceil- 
ing by  ropes.  Isaac  Starr  actually  began 
the  pioneer  studies.12  His  patients  were 
placed  upon  a rigid  table  suspended  so  as  to 
be  free  to  move  under  the  influence  of  the 
ballistic  phenomena  within  the  subject.  An 
optical  system  recorded  these  movements 
on  a timed  photographic  strip,  resulting  in 
the  tracing.  John  L.  Nickerson  employed 
steel  springs  that  damped  the  movement 
of  the  table,  thereby  eliminating  much  of 
the  overshooting  of  a freely  movable  sys- 
tem.13 The  curves  presumably  were  truer 
representations  of  the  pendulum  effect  of 
the  table  per  se.  The  bulk  and  the  expense 
of  the  apparatus  such  as  this,  however, 
hampered  its  widespread  acceptance  and 
use. 
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This  problem  was  settled  by  William  Dock 
whose  application  of  a two-coil  electro- 
magnetic direct  body  pickup  placed  across 
the  shins,  has  proved  dependable,  light,  less 
bulky,  and  less  expensive.14  Dock’s  instru- 
ment in  general  — and  there  are  several 
types,  is  used  along  with  a rigid  surface 
such  as  a strong  examining  table,  X-ray 
table,  or  the  floor.  The  patient  lies  on  his 
back  with  his  heels  raised  by  a small  block 
of  wood.  Across  the  shins  is  placed  a rect- 
tangular  crosspiece  of  plastic  material  or 
wood  containing  indentations  in  which  two 
wire  coils  are  mounted  facing  each  other. 
A small  magnet  support  is  placed  between 
the  coils.  The  coils  are  then  connected  by 
wire  to  an  electrocardiograph,  and  a ballis- 
tocardiographic tracing  is  recorded. 

Ballistocardiography  is  going  through  a 
period  of  metamorphosis  and  is  experienc- 
ing growing  pains  and  indecisions.  As  a 
result,  only  an  occasional  specific  pattern  or 
fact  appears  available  for  dependable  clin- 
ical application  out  of  the  volume  of  con- 
tradictory and  conflicting  information  and 
data.  It  remains  only  for  these  data  to  be 
sorted,  sifted,  and  sieved  before  they  can  be 
used  with  assurance  as  an  aid  in  medicine. 
Most  clinicians  have  a conservative  attitude. 
This  conservatism  will  remain  until  such 
time  as  a correlation  of  ballistocardiogra- 
phic patterns  with  physiologic  events  with- 
in the  cardiac  generator  can  strengthen  the 
position  of  the  BCG.  The  progress  of  bal- 
listocardiography has  so  far  run  parallel 
with  that  of  electrocardiography,  and  most 
likely  someday  it  will  be  of  equal  import- 
ance in  certain  heart  disorders.  Although 
ballistocardiography  is  less  empiric  than 
electrocardiography,  it  is  still  in  its  adoles- 
cent stage  and  has  not  replaced  electrocar- 


diography. There  is  no  doubt  that  further 
experimentation  and  clinical  follow-ups  will 
reveal  correlations  between  cardiac  physi- 
ology and  ballistocardiography  and  that  it 
will  facilitate  clinical  management  of  car- 
diovascular disorders.15 
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“.  . . A university  engaged  in  the  training  of  students  and  the 
accumulation  of  knowledge  through  research  is  an  instrument  of 
national  security  in  quite  as  full  and  direct  a sense  as  an  Army 
division  or  an  Air  Force  wing.  We  should  stop  “purchasing”  uni- 
versity research  under  a structure  and  a set  of  rules  only  slightly 
different  from  those  we  use  in  buying  trucks,  tanks,  and  airplanes.” 
(From  O’Neill,  Lawrence  H.:  How  the  Government  “Buys”  Univer- 
sity Research.  Columbia  University  Forum  2:41,  1958). 
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SPECIAL  ARTICLE 


HISTORY  of  the 

Eugenic  Movement 


FROM  early  historical  times  man 
has  empirically  known  how  to 
alter  or  improve  his  herds  by 
selective  breeding.  Various  peoples  have  had 
certain  attitudes  as  to  the  undesirability  of 
kinds  of  offspring.  The  Hawaiian  nobility 
slaughtered  twins.  Roman  patricians  de- 
cided at  birth  whether  their  newborns  would 
be  allowed  to  live.  The  female  child  was 
felt  to  be  less  desirable.  Viking  chiefs  could 
leave  their  girl  children  in  a snowbank. 
Other  cultures,  too,  condoned  infanticide 
often  on  moral  grounds. 

Plato  was  a strong  believer  in  the  idea 
of  good  breeding  to  purify  the  State.  He 
used  the  analogy  of  the  herd  or  flock  which 
could  be  maintained  only  by  breeding  from 
the  best  as  selected  by  the  shepherd  and  ad- 
vocated destruction  of  the  weaklings.  Kelli- 
cotts  traces  his  belief  as  one  of  the  origins  of 
eugenics. 

Definition  and  Origin 

Elements  of  both  these  ancient  ideas  be- 
came fused  into  the  concept  of  “eugenics”  un- 
der the  impetus  of  the  discovery  of  evolution. 
Eugenics  originated  with  Sir  Francis  Galton 
and  the  word  was  manufactured  by  him.4-8-9 
His  definition  was: 

The  most  merciful  form  of,  what  I 
venture  to  call,  eugenics  would  consist  in 
watching  for  the  indications  of  superi- 
or strains  or  races,  and,  in  so  favoring 
them,  that  their  progeny  shall  outnum- 
ber and  gradually  replace  that  of  the  old 
one.1 

Elsewhere  he  equates  eugenics  with  “race 
improvement.”2  The  term  first  appeared  in 
1883  in  Galton’s,  “Inquiry  Into  Human  Fac- 
ulty.”1- 2- 9 

The  term  gradually  changed  its  meaning 
between  1883-1900,  when  prevention  of  pro- 
creation of  the  hereditary  or  biologically 
unfit  became  its  central  theme.2- 17  Exam- 
ples of  this  were  Kellicotts : “Eugenics  has 
been  defined  as  the  science  of  being  well- 
born,” and  aims  “to  cause  the  useless  vicious 
classes  to  contribute  to  the  next  generation 
less  than  their  present  proportion  ;”9  and 
Goddard : 
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The  eugenicist  proposed  to  work 
along  two  lines;  first,  to  restrain  the 
ignorant  and  unintelligent  from  such 
matings  as  will  surely  result  in  defec- 
tive offspring;  second,  to  appeal  to  the 
reason  of  intelligent  persons  not  to  mar- 
ry into  families  where  there  is  any  her- 
editary taint  whereby  their  offspring 
may  be  affected.12 

and  McKim’s  “sovereign  remedy  of  Death” 
to  the  “vicious  and  useless.”17 

A present  day  definition  may  be  posed. 
Eugenics  is  a concept  of  advocating,  en- 
couraging, and  dictating  the  legal  steriliza- 
tion of  certain  groups  of  people  on  the 
grounds  of  biological  undesirability.  Op- 
erationally in  Nebraska,  eugenics,  as  prac- 
ticed, is  the  legal  sterilization  and  segrega- 
tion of  the  institutionalized  feeble-minded. 

It  should  be  noted  that  the  action  advo- 
cated by  Galton  compared  to  later  pro- 
posals by  others  changed  from  positive  into 
negative  eugenics.  Galton  favored  advanc- 
ing the  human  race  by  favoring  the  fecun- 
dity of  “superior”  individuals.1- 3 Instead  of 
this,  prohibition  of  procreation  of  “inferior” 
individuals  was  written  into  the  eugenic 
laws.5- 6- 7 

Even  Galton  stressed  the  social  action  part 
of  eugenics  and  the  role  of  the  concept  in 
the  behavior  of  society  toward  individuals.1- 2 
This  later  was  accentuated  (in  1911)  when 
Kellicott  said: 

In  practice,  Eugenics  must  be  largely 
a social  matter;  but  in  its  theory,  its 
fundamentals,  it  must  be  largely  bio- 
logical ; and  the  Eugenicist  believes  that 
no  other  single  factor  in  determining 
social  conditions  and  practices  ap- 
proaches in  importance  that  of  racial 
structural  integrity  and  sanity. 

Holmes  said : “There  is  no  good  reason 
why  all  persons  suffering  from  obvious 
mental  defect  or  disease  should  not  be  pre- 
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vented  somehow  from  reproducing  their 
kind.14 

Galton  himself  changed  his  idea  of  the 
primary  action  as  noted  by  the  following 
quote,  probably  from  the  “Huxley  Lecture” 
of  1901. 9 He  said: 

I take  Eugenics  very  seriously,  feel- 
ing that  its  principles  ought  to  be- 
come one  of  the  dominant  motives  in  a 
civilized  nation,  much  as  if  it  were  one 
of  its  religious  tenets.  I conceive  it 
to  fall  into  his  (man’s)  province  to  re- 
place Natural  Selection  by  other  pro- 
cesses that  are  more  merciful  and  not 
less  effective.  Its  first  objective  is  to 
check  the  birthrate  of  the  Unfit.  Its 
second  objective  is  to  further  the  pro- 
ductivity of  the  Fit.  Natural  Selection 
rests  upon  excessive  production  and 
wholesale  destruction;  Eugenics  on 
bringing  no  more  individuals  into  the 
world  than  can  be  properly  cared  for, 
and  those  only  of  the  best  stock. 

Scope 

There  has  never  been,  in  America,  to  the 
best  of  my  knowledge,  a positive  eugenic 
program  dictated  and  organized  by  a com- 
munity or  agency.  The  London  School  of 
Economics  paid  stipends  of  £ 30-60  for  each 
child  of  a faculty  member  during  its  period 
of  education.14  The  American  University 
of  Beirut  had  allowances  for  children  of 
faculty  members.14  An  occasional  indi- 
vidual abroad  has  sponsored  eugenic  pro- 
grams. Mr.  Alfred  Dachert  furnished 
houses  in  Jardins,  Ungemach,  and  Strass- 
borg  at  low  rental,  to  healthy  and  intelli- 
gent couples  provided  they  proved  fertile.14 
The^e  were  no  laws  in  the  United  States 
which  subsidized  the  fertility  of  the  biologic- 
ally “superior.”  The  only  place  where  fe- 
cundity of  the  biologically  “superior”  was 
subsidized  and  encouraged  by  the  national 
government  was  Nazi  Germany.  In  addition, 
the  contamination  of  the  “superior  aryan 
blood”  by  “inferior  Jewish  blood”  was  pun- 
ishable by  death.15 

Almost  all  the  eugenic  action  in  America 
has  been  devoted  to  sterilization  or  segre- 
gation of  certain  classes  as  defined  by  laws 
enacted  for  that  purpose.  (In  passing,  one 
might  mention  birth  control  groups  as  ad- 
vocating a kind  of  eugenic  practice  but 
there  is  no  “scientifically  selected”  group  in 
which  procreation  is  suppressed ; so,  strictly 
speaking,  this  does  not  apply  here). 


Segregation  primarily  to  reduce  offspring 
was  first  applied  by  building  the  Newark 
State  School  in  the  State  of  New  .Jersey.18 
Mentally  retarded  females  were  confined 
until  past  their  childbearing  age.  This  prac- 
tice spread  rapidly  until  most  states  had  in- 
stitutions for  the  retarded  and  it  seems  to 
be  the  impetus  behind  the  activities  of  the 
staffs  of  those  places  called  “homes.”  Cus- 
tody is  frequently  rationalized  as  necessary 
to  prevent  procreation. 

By  far  the  most  effective  eugenic  program 
has  been  the  enactment  of  sterilization  laws. 
Compulsory  sterilization  has  been  ordered 
by  states  for  the  insane,  retarded,  epileptic, 
hereditary  criminal,  sex  offenders,  and 
syphilitics.6  Eugenic  sterilization  has  been 
proposed  for  the  juvenile  delinquent,  alco- 
holic, prostitute,  pauper,  ne’er-do-well,  tru- 
ant, feeble  - minded,  insane,  epileptic,  he- 
reditary criminal,  and  hereditary  “Un- 
fit ”9,  12,  14,  17 

Salpingectomy  developed  in  France  at  the 
end  of  the  Nineteenth  Century.  Between 
1890-1899,  Dr.  Harry  C.  Sharp  of  the.  In- 
diana State  Reformatory  developed  vasec- 
tomy by  illegally  or  secretly  sterilizing  sev- 
eral hundred  inmates.6  His  efforts  at  fur- 
thering eugencis  antedated  the  first  compul- 
sory sterilization  law,  Indiana’s,  in  1907.6 
This  statute  was  declared  unconstitutional 
in  1921. 6 

The  American  Bar  Association  cites  in 
“The  Mentally  Disabled  and  the  Law”6  a 
synopsis  of  the  history  of  compulsory  steril- 
ization. An  outline  appears  below : 

1.  First  bill,  Michigan,  1897,  defeated. 

2.  1905,  Pennsylvania  legislature  pro- 
posed a bill,  “For  the  Prevention  of 
Idiocy”  calling  for  compulsory  steril- 
ization of  idiots  after  appointed  neu- 
rologist and  surgeon  had  examined 
them  and  found  “no  probability  of 
improvement”  and  “procreation  inad- 
visable.” Vetoed  by  governor. 

3.  1907,  First  law,  Indiana. 

4.  1927,  U.  S.  Supreme  Court  upheld 
constitutionality  of  Virginia’s  Steril- 
ization Law;  Buck  vs.  Bell  143  Va. 
310,  130  SE  516  (1925)  aff’d.  274 
US  200  (1927).  Justice  Oliver  W. 
Holmes  wrote  opinion  for. 

5.  Puerto  Rico  and  32  states  have  had 
laws  for  performing  involuntary  ster- 
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ilization.  Of  these,  five  had  been  de- 
clared unconstitutional  and  have  not 
been  re-enacted:  Alabama,  New  Jer- 
sey, Nevada,  New  York,  and  Wash- 
ington — none  have  been  repealed. 

6.  Of  the  states,  27  include  the  mentally 
retarded,  most  include  the  mentally 
ill,  18  include  epileptics  and  others 
include  hereditary  criminals,  sex  of- 
fenders and  syphilitics. 

7.  In  23  states  procedure  is  commenced 
by  application  by  the  superintendent 
of  the  inmate’s  institution. 

Birthright,  Inc. 7 lists  the  dates  of  enact- 
ment of  sterilization  laws.  (One  should 
note  the  preponderance  of  laws  in  agricul- 
tural states  where  breeding  is  a known  sub- 
ject by  most  state  legislatures  and  animal 
castration  a common  and  acceptable  prac- 
tice). In  chronological  order  the  states  with 
involuntary  sterilization  law  enactment  are: 
Indiana — 1907,  California  and  Connecticut 
— 1909,  Iowa — 1911,  Nebraska,  Michigan, 
North  Dakota,  Wisconsin  and  K a n s a s — 
1913,  Oregon,  South  Dakota  and  New 
Hampshire — 1917,  North  Carolina  — 1919, 
Delaware  and  Montana — 1923,  Virginia — 
1924,  Maine,  Utah  and  Idaho — 1925,  Mis- 
sissippi— 1928,  West  Virginia  and  Arizona — 
1929,  Oklahoma  and  Vermont — 1931,  South 
Carolina — 1935,  and  Georgia  and  Puerto 
Rico — 1937. 7 

Nebraska’s  first  law,  RS  page  254,  RS 
1913,  stated : 

No  person  who  has  been  adjudged  an 
imbecile  or  a feeble-minded  person  or 
a person  who  is  or  has  been  adjudged 
afflicted  with  hereditary  epilepsy  or 
hereditary  insanity  shall  marry  in  this 
state,  until  after  he  or  she  has  submit- 
ted to  an  operation  for  sterilization. 
RS  42-103  (RS  1943)5 

A revised  law  was  passed  in  1929  (RS 
83-501  to  507,  RS  1943).  It  provides  that: 

No  mentally  defective  patient,  physi- 
cally capable  of  bearing  or  begetting 
offspring,  shall  be  paroled  or  discharged 
from  the  Beatrice  State  Home  except 
as  provided  in  section  83-502  to  83-507, 
or  by  the  order  of  a court  of  competent 
jurisdiction.  The  sterilization  proce- 
dure is  initiated  by  the  Superintendent 
of  the  Beatrice  State  Home,  who  re- 
quests an  appearance  of  the  patient  be- 


fore the  ‘Board  of  Examiners  of  the 
Mentally  Deficient.’ 

The  Board  is  to  consist  of  five  physicians 
from  state  institutions  and  to  include  three 
psychiatrists  and  one  psychologist.  The 
Board  examines  the  patient  and  if  it  finds. 

Such  patient  is  mentally  deficient; 
in  the  opinion  of  the  Board  of  Examin- 
ers, is  capable  of  bearing  or  begetting 
offspring,  and  based  on  their  psychi- 
atric and  medical  findings  as  a result 
of  this  exam,  it  is  the  opinion  of  the 
Board  of  Examiners  that  such  patient 
should  be  sterilized,  as  a condition  pre- 
requisite to  the  parole  or  discharge, 
then  such  patient  shall  not  be  paroled 
or  discharged  as  the  case  may  be  unless 
said  patient  be  made  sterile,  and  that 
such  operation  be  performed  for  the 
prevention  of  procreation,  as  in  the 
judgment  of  the  Board  of  Examin- 
ers . . . 

This  law  has  never  been  challenged 
either  on  the  grounds  of  the  Board  illegally 
convening  since  there  are  never  five  physi- 
cians, or  on  the  grounds  of  inadequately 
specified  criteria  of  “psychiatric  and  medi- 
cal findings”  upon  which  to  base  the  opinion 
as  to  desirability  of  sterilization.  The  law 
grants  that  any  Beatrice  State  Home  pa- 
tient may  be  sterilized  on  the  basis  of  “psy- 
chiatric and  medical  findings”  provided  he 
or  she  is  “mentally  deficient  and  capable  of 
bearing  or  begetting  children.”  The  find- 
ings are  never  specified,  as  to  what  consti- 
tutes reasons  for  sterilization. 

Under  eugenic  sterilization  laws  in  the 
nited  States,  57,218  persons  have  been  ster- 
ilized up  to  January  1,  1955.  Of  these,  29,- 
512  were  classified  as  mentally  retarded 
(10,551  males  and  18,961  females).18 

Opinion 

Opinion  as  to  the  desirability,  legality, 
morality,  and  scientific  rationale  of  eugenics 
had  always  been  divided.  In  all  instances 
strong  emotion  influenced  opinion.1- 2- 9-12- 14- 
16-18 

The  proponents  of  eugenics  were  drawn 
from  physicians,1  biologists,16  sociologists,9 
zoologists,9  breeders,9  anthropologists,18  psy- 
chiatrists,11 directors  of  institutions,12  gen- 
eticists,21 and  fanatics.11 

Opponents  have  been  lawyers,6  parents,6 
priests,6- 16  psychiatrists,18  physicians,14  di- 
rectors of  institutions,18  and  fanatics. 
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Sir  Francis  Galton,  F.R.S.  (1822-1911) 

No  description  of  eugenic  history  would  be 
complete  without  a biographical  sketch  of 
Francis  Galton,  the  father  of  eugenics.13 
This  remarkable  man,  truly  a genius  with 
183  publications  including  15  books  from 
his  hand,  would  have  been  immortalized,  as 
was  his  cousin,  Charles  Darwin,  had  he  not 
devoted  so  much  of  his  energies  to  eugenics. 
Despite  his  original  and  basic  discoveries  in 
many  fields,  his  enthusiasm  was  directed  to- 
ward eugencis  from  1865  until  191 1.2* 3- 4- 8 

Francis  Galton  was  born  February  16, 
1822,  at  the  Larches,  near  Sparkbrook, 
Birmingham,  England,  of  Samuel  Tertius 
Galton  and  A.  Violetta  Darwin  Galton.2  In 
his  “Memoirs  of  My  Life,”  Galton  described 
many  of  his  progenitors  and  indicated  those 
whom  he  thought  had  “great  hereditary  in- 
fluence” on  him.  ‘ These  included  Dr.  Eras- 
mus Darwin  (1731-1802),  grandfather  in 
common  with  Charles  R.  Darwin  ( 1809- 
1882)  and  his  paternal  grandfather,  Samuel 
John  Galton  (1753-1832). 2- 4 Francis  was 
the  last  of  seven  children  and  had  four  sis- 
ters and  two  brothers,  all  seven  to  fourteen 
years  older  than  himself.2  The  third  sis- 
ter, partially  crippled  by  a back  curvature, 
Adele,  thought  of  him  as  her  “fairy  ward” 
and  spent  her  efforts  at  teaching  him,  espe- 
cially the  Bible.  Noteworthy  in  his  adult 
life  was  his  antagonism  to  religion.1  Gal- 
ton’s  father  and  his  stock  were  all  Quakers, 
and  his  ancestor,  Robert  Barclay  gave  the 
following  definition  of  the  Quaker  tenents; 
“all  true  knowledge  comes  from  divine 
revelation  to  the  heart  of  the  individual.” 
The  family  tradition  was  resplendent  in 
science,  medicine,  statistics,  philosophy,  and 
ancestor-interest.2’  3> 4 

At  the  age  of  five  years,  Francis  was  sent 
to  a private  school  and  at  eight  to  a board- 
ing school.  Both  of  these,  he  detested.  “It 
was  strongly  desired  by  both  my  parents,  but 
especially  by  my  mother,  that  my  future 
profession  should  be  medicine,  like  of  her 
famous  father,  Dr.  Erasmus  Darwin, 
F.R.S.,”  said  Galton  in  his  “Memoirs.”2  At 
16  years,  he  was  praeceptor  to  Mr.  Hodgson, 
a surgeon,  with  whom  Galton  recalls  a 
frightening  experience  of  a post  mortem. 
Again,  at  16,  while  on  tour  with  Mr.  Bow- 
man, a pupil  of  Hodgson,  Galton  told  of  a 
comic  experience  in  a lunatic  asylum  in  Vi- 
enna. “In  those  days  I was  particularly 
shy  and  sensitive  and  a consciousness  of 
even  the  least  unconventionality  made  me 


blush  to  an  absurd  degree.  In  one  of  the 
female  wards,  a young,  buxom  and  uncom- 
monly good-looking  female  lunatic  dashed 
forward  with  a joyful  scream,  she  clasped 
me  tightly  to  her  bosom  with  both  arms, 
calling  me  her  long-lost  Fritz.”2  His  medi- 
cal education  continued  at  Birmingham  Gen- 
eral Hospital,  Kings  College,  St.  George’s 
Hospital,  and  Cambridge  but  was  cut  short 
in  1844  by  his  father’s  death  which  “re- 
moved the  main  bond  that  kept  our  family 
together.”2  Two  sisters  married  and  Galton 
was  financially  independent  of  the  medical 
profession.  He  did  not  earn  his  degree. 

Thereafter  Galton  began  the  period  of 
his  travels  by  visiting  and  exploring  Egypt, 
Sudan  and  Syria.  He  returned  to  England 
to  learn  how  to  be  an  English  squire.  He 
published  his  first  article  on  the  teletype  in 
1849.  Resuming  his  traveling  and  explor- 
ing, he  visited  Africa.  Books  on  travel  and 
exploration  followed,  and  he  cited  a favor- 
able comment  by  Darwin  in  1885.  Galton 
was  in  awe  of  Darwin2  even  before  the  Or- 
igin of  Species  in  1859,  and  visited  him  occa- 
sionally at  “Down.”  (These  early  attitudes 
and  feelings  may  have  contributed  strongly 
to  the  competition  and  superiority  Galton 
felt  in  eugenics  vs.  natural  selection). 

Married  to  the  daughter  of  the  Very  Rev- 
erend George  Butler  in  1853,  Sir  Francis 
barely  mentioned  her  in  his  Memoirs.2 

Galton’s  preoccupation  with  heredity  and 
eugenics,  which  would  last  throughout  the 
remainder  of  his  life,  began  in  the  mid 
1860’s  as  seen  by  the  article,  “Hereditary 
Talent  and  Character,”  in  Macmillan’s  Mag- 
azine. In  1866,  Galton  suffered  a mental 
disorder  which  seemed  to  be  characterized 
by  obscessive  ruminations,  inability  to  con- 
centrate, and  giddiness.2  Previously  he  had 
mentioned  fever  which  he  had  contracted  in 
the  Mediterranean  area.2  Obsessed  as  he 
was  by  hereditary  traits,  he  could  not  ex- 
plain why  he  did  not  have  asthma,  as  had 
his  father,  until  he  developed  it  at  80 
years.2- 4 

Major  publications  regarding  heredity 
were  “Hereditary  Genius,”  in  1869;  “Eng- 
lish Men  of  Science,”  1874 ; Inquires  Into 
Human  Faculty,”  1883;  “Record  of  Family 
Faculties,”  1884 ; “Natural  Inheritance,” 
1889;  and  “Noteworthy  Families,”  1906.  He 
became  editor  of  Biometrika,  a journal  for 
eugenics  and  anthropology,  published  by  the 
University  of  London,  in  1901. 
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His  interests  and  achievements  were  wide 
and  gained  him  many  rewards.  Books  and 
articles  on  travel  won  him  geographical  so- 
ciety awards.  He  wrote  on  weather  and 
coined  the  term  anticyclone.4  Perhaps  his 
greatest  achievement  was  the  discovery  and 
development  of  correlation  calculus,  in 
1885.2-4-8  Mathematics  were  a pleasure  for 
Galton  and  he  used  statistical  methods  to 
support  his  “Law  of  Filial  Regression,” 
which  asserts  that  the  offspring  of  parents 
unusual  in  height,  talent,  and  so  forth,  re- 
gress to  the  average  of  the  stock19  and  his 
“Law  of  Ancestral  Inheritance,”  which  as- 
serts the  ancestors  in  the  n’th  degree  re- 
moved contribute  (Vs)2"  hereditary  charac- 
teristics each.19  As  an  authority  on  finger- 
prints, he  was  preceded  only  by  Purkinje. 
He  discovered  composite  portraiture,1  a mul- 
tiple exposure  photograph  of  superimposed 
different  individual  facial  images  under 
equal  conditions,  which  he  used  to  discover 
“racial  types.” 

Galton  found  his  eugenics  popular  in  1901 
when,  after  18  years  of  preaching  it,  he  was 
asked  to  give  the  Huxley  lecture  at  the  An- 
thropological Institute  of  the  University  of 
London.  He  was  given  a professorship  at 
the  Eugenics  Laboratory.  (Biometric  Lab- 
oratory of  University  of  London,  in  1904, 
under  Professor  Karl  Pearson).4-9  Pearson 
became  Galton’s  “beak  and  claws”9  and  his 
biographer.4 

Galton  continued  to  write  and  further 
eugenics  until  his  death  in  1911,  and  per- 
haps the  most  cogent  statement  he  ever  made 
was  published  in  his  Memoirs:  “The  publi- 
cation in  1859  of  the  Origin  of  Species  by 
Charles  Darwin  made  a marked  epoch  in  my 
own  mental  development,  as  it  did  in  that 
of  human  thought  generally.”2 

The  Movement 

The  “humanistic”  approach  to  the  treat- 
ment of  the  mentally  disabled  by  Pinel, 
Tuke,  Esquirol,  Chiarugi,  and  Dorothea 
Linde  Dix,  of  the  early  Nineteenth  Century 
probably  reflected  itself  in  the  cult  of  cur- 
ability. Similarly,  the  doctrine  of  natural 
selection  implies  the  existence  of  less-adapt- 
able individuals  in  any  species.  When  cou- 
pled with  the  theory  of  degeneration,  eu- 
genics seems  a natural  outcome.  Galton, 
whether  he  knew  it  or  not,  was  intensely 
competitive  with,  and  probably  felt  inferior 
to,  Charles  Darwin.  Because  of  this,  he 
made  eugenics  a religious  mission,  a holy 


duty,  and  clothed  it  with  the  robe  of  right- 
eousness in  the  hope  that  it  would  usurp 
natural  selection. 

The  movement  began  in  1883,  with  the 
“Inquires  Into  Human  Faculty”  with  his 
object  being:  “to  take  note  of  the  varied 
hereditary  faculties  of  different  men  and  of 
great  differences  in  different  families  and 
races  and  to  learn  how  far  history  may 
have  shown  the  practicability  of  supple- 
menting inefficient  human  stock  by  better 
strains,  and  to  consider  whether  it  might 
not  be  our  duty  to  do  so  by  such  efforts  as 
may  be  reasonable,  thus  exerting  ourselves 
to  further  the  ends  of  evolution  more  rapid- 
ly and  with  less  distress  than  if  events  were 
left  to  their  own  course.”1  Galton  cautioned 
against  prejudice  in  deciding  what  is  best 
but  then  advocates  improvement  of  “natural 
characteristics”  and  “hereditary  character- 
istics” and  “of  adaptation  of  race  to  circum- 
stances.” 

Many  things  were  thought  to  be  due 
to  heredity  by  Galton  and  later  by 
others.1- 4- 9- n- 12- 14- 16-17  Some  are  and  some 
are  not,  but  the  listing  may  point  the  error 
cautioned  even  by  Galton,1  the  inseparabil- 
ity of  “nature  and  nurture.”  These  were 
traits  noted  in  the  Inquires:  health,  stature, 
features,  energy,  sensitivity,  colorblindness, 
character,  criminality,  epilepsy,  madness, 
slavish  and  gregarious  instincts,  and  mental 
imagery.1  Originally  Galton  favored  “en- 
dowments in  favor  of  those  of  both  sexes 
who  showed  evidences  of  high  race  and  of 
belonging  to  prolific  and  thriving  families.”1 
Indications  of  superiority  were: 

”1.  Personal  aspects  of  health,  energy, 
brain,  morale  and  success  in  com- 
petitive field. 

“II.  Ancestral  aspects  of  belonging  to  a 
thriving  and  long  - lived  family.” 
(Thriving  as  inferred  by  successful 
occupations  of  several  male  progen- 
itors).”1 

Francis  Galton  said  in  his  summary  of  the 
Inquires : 

To  sum  up  in  a few  words,  the  chief 
result  of  these  Inquires  has  been  to 
elicit  the  religious  significance  of  the 
doctrine  of  evolution.  It  suggests  an 
alteration  in  our  mental  attitude  and 
imposes  a new  moral  duty.  The  new 
mental  attitude  is  one  of  a greater  sense 
of  moral  freedom,  responsibility  and 
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opportunity;  the  new  duty,  which  is 
supposed  to  be  exercised  concurrently 
with,  and  not  in  opposition  to  the  old 
ones  upon  which  the  social  fabric  de- 
pends, is  an  endeavor  to  further  evolu- 
tion, especially  that  of  the  human  race. 

The  moderation  did  not  last  long  even  for 
Galton.  By  the  turn  of  the  Nineteenth  Cen- 
tury a hue  and  cry  had  gone  up  against  the 
unfit.  The  undesirables  of  society  were  held 
up  as  hereditary  eyesores.  Proof  of  hered- 
ity was  offered  by  citing  pedigrees  as  with 
the  Jukes  and  the  Kalikaks.  In  hundreds  of 
pages  written  by  sociologists,  biologists,9 
superintendents  of  institutions  for  insane  or 
feeble-minded,12  scientists,16  breeders,16  zo- 
ologists,9 and  anthropologists,4  one  can  read 
of  an  angry  denunciation  of  the  socially  de- 
pendent. Alarm  over  their  numbers,  indig- 
nation over  the  demands  they  place  on  so- 
ciety, righteous  contempt,  and  undiluted 
vitriolic  hatred  was  professed  by  the  “scien- 
tific” tones  of  McKim  (1900),  Davenport 
(1911),  and  Kellicott  (1911).  Rarely  some 
moderation  in  treatment  advocation  ap- 
peared like  Shuttleworth’s  “Mentally  Defi- 
cient Children”  (1900).  The  eugenic  move- 
ment was  sanctified  by  Galton1  and  the  re- 
ligious cloak  of  holy  mission  became  heavier 
during  the  first  two  decades  of  the  20th  cen- 
tury. The  eugenic  solution  to  societies’  ills 
remained  unchanged  since.  Methods  varied 
but  procreational  destruction  of  the  “un- 
fit” was  the  universal  aim,  based  on  a be- 
lief in  the  threat  to  the  “fit.”  The  move- 
ment became  popular  during  the  period 
1900-1930.  When  the  public  took  it  up, 
many  frankly  crack-pot  notions  appeared. 
Examples  were : the  “duty  to  breed  superi- 
or children,”11  “humanity  not  as  advanced 
in  breeding  as  cattle,”10  and  misidentifica- 
tion  of  eugenics  with  free  love.14-17  These 
misguided  misapplications  were  the  bane  of 
the  professional  “scientific”  eugenicist.14 

The  powerful  organized  lay  body  which 
championed  eugenics  in  America  and  im- 
ported it  from  England  was  the  American 
Breeders  Association.9- 16  They  lobbied  for 
legislation.  One  would  have  expected  this 
group  to  support  it  because  of  the  easy 
comparison  between  the  promise  of  eugenics 
and  the  success  of  animal  breeding.  The 
breeders  support  is  usually  cited  as  the  ma- 
jor reason  for  the  success  of  the  movement. 
This  group  supported  eugenics  under  the 
auspices  of  good  breeding,  but  without  the 
emotion  appeal,  the  cry  of  threat  to  the  fit, 


it  would  never  have  been  enough  to  get  eu- 
genic aims  into  laws ; laws  contrary  to  much 
legal  and  religious  feeling. 

The  “scientific  proofs”  and  “religious 
mission”  of  the  movement'  authorized  and 
condoned  its  basic  destructive  character, 
for  by  whatever  name  it  was  called,  it  still 
advocated  destruction  of  germ  plasm  as  a 
substitute  for  natural  selection.  Without 
the  condoning,  the  legal  instrument  of  in- 
voluntary sterilization  would  never  have 
been  forged.  What  were  these  proofs?  The 
alarm  was  sounded  by  showing  statistically 
unproportional  increases  in  the  “unfit  vs. 
the  fit”  — feeble-minded,  insane,  epileptic, 
prostitutes,  alcoholics,  criminals,  delin- 
quents, ne-er-do-wells,  paupers,  blind,  deaf, 
dumb  and  ill  — all  were  on  the  in- 
crease.1- 2- 9- 12>  17- 18  The  hereditary  etiology 
of  the  above  characteristics  was  “proved”  by 
retrospective  pedigree  studies.12- 14- 16- 17  ig- 
noring Galton’s  suggested  twin  study  meth- 
od. Mental  retardation  in  the  majority  of 
cases  was  thought  to  be  due  to  a Mendelian 
recessive.12  Some  of  these  social  pedigrees 
reached  popular  awareness,  “The  Jukes’*  by 
Dugdale  (1877)  and  “The  Kalikak  Family” 
by  Goddard  (1912).  Case  identification  was 
“proved”  by  the  introduction  of  the  Binet 
test  (an  army  modification  showed  47  per 
cent  of  all  World  War  I drafted  men  had 
mental  ages  of  less  than  12  years,  i.e.  moron 
level).  Where  testing  could  not  be  per- 
formed, traits  such  as  “shiftless”12  and 
“lazy”17  represented  positive  cases.  The  ef- 
fects of  “nurture”1  were  ignored  even  after 
Galton1  had  warned : 

The  interaction  of  nature  and  cir- 
cumstance is  very  close  and  it  is  impos- 
sible to  separate  them  with  precision. 

Also,  Galton  said: 

Man  is  so  educable  an  animal  that  it 
is  difficult  to  distinguish  between  that 
part  of  his  character  which  has  been 
acquired  through  education  and  circum- 
stance and  that  which  was  in  the  ori- 
ginal grain  of  his  constitution.1 

(Had  but  Galton  continued  with  his  ob- 
servations on  nurture  and  the  mind,  he  would 
have  been  as  famous  as  Freud  and  Jung  for 
he  noted  free  associations,  ab  reactions,  re- 
pression, and  dreams  plus  a word  associa- 
tion test,  but  he  did  not  because:  “They 
(the  associations)  lay  bare  the  foundations 
of  a man’s  thoughts  with  curious  distinct- 
ness and  exhibit  his  mental  anatomy  with 
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more  vividness  and  tnith  than  he  would 
care  to  publish  to  the  world.”1) 

One  would  like  to  think  that  the  decline  in 
the  eugenics  movement  was  an  outgrowth  of 
scientific  discoveries  regarding  the  non- 
hereditary  etiologic  agents  of  mental  dis- 
abilities including  retardation.  Or  we  could 
mention  the  demonstrations  of  socially 
adaptable  existence  outside  of  institutions 
by  retarded  patients  as  noted  by  Doctor 
Fernald  or  Doctor  Storrs.  Since  eugenics 
seemed  to  be  an  emotionally  generated  move- 
ment and  not  really  a scientifically  sound 
one,  an  emotional  answer  for  its  decline 
seems  in  order.  Since  the  movement  called 
for  the  procreational  destruction  or  even  the 
life-destruction  by  some,17  of  the  unfit,  it 
would  seem  competition  for  whom  is  to  be 
declared  fit  would  be  high.  True  to  human 
“nature,”  this  was  the  case.  In  the  Second 
International  Congress  of  Eugenics  (1921) 
one  paper  after  another  supported  this 
group  or  race  as  desirable  and  that  group 
or  race  as  undesirable.  The  aristocracy  of 
the  eugenically  most  fit  was  advocated  and 
the  fight  ensued  for  that  honor.23  We  all 
know  that  the  argument  was  settled  in  Ger- 
many in  1933-1945  by  Adolph  Hitler.15 

Comment 

The  eugenic  movement  is  no  longer  a 
popular  cause.  There  are  ever  increasing 
signs  of  opposition  from  the  scientific  com- 
munity especially  from  psychiatrists  and 
those  working  with  mentally  retarded  pa- 
tients. The  law  maintains  a strong  opposi- 
tion based  on  legal  rights.6  Various  church 
groups  disapprove  on  moral  grounds.  Pa- 
tients to  whom  sterilization  is  the  only  hope 
of  freedom  from  a life  of  institutionalization 
fear  it  and  react  to  it  in  various  ways  but 
they  all  hate  it. 

The  most  compelling  argument  against  the 
eugenic  movement  seems  to  me  to  be  its 
illogical  nature.  Supposedly,  it  is  based  up- 
on evolution  and  natural  selection,  and  of- 
fers an  alternate  method  of  insuring  prog- 
ress of  the  human  sace,  since  the  “fit”  are 
threatened  by  the  “unfit”  as  far  as  the  fu- 
ture is  concerned.  Natural  selection  dic- 
tates that  the  rigors  of  environment  and 
circumstance  cause  preponderance  of  indi- 
viduals whose  adaptability  most  serves  to 
meet  the  rigors  of  environment  and  who  pass 
this  adaptability  on  to  their  offspring.  In 
other  words,  those  hereditary  characteristics 
of  a species,  no  matter  what  they  be,  which 


have  survival  value  through  environmental 
adaptability  favor  the  continuation  and 
progress  of  the  species.  Each  life  then  be- 
comes an  experimental  situation  in  which 
any  change  or  mutation  may  or  may  not 
have  survival  value  for  the  future.  As  long 
as  the  environment  does  not  tax  the  rate  of 
change  of  adaptability,  progress  is  auto- 
matic for  some  species  or  the  other.  In 
eugenics  the  “fit”  are  threatened  by  the 
“unfit”  and  the  words  are  used  in  a genetic 
and  evolutionary  sense.  In  the  evolutionary 
sense  this  is  ridiculous.  The  “unfit”  can 
never  best  the  “fit”  when  those  character- 
istics which  offer  survival  value  are  the 
measurements.  From  the  survival  stand- 
point of  the  human  genus  the  increase,  not 
decrease,  in  kinds  of  hereditary  adaptation 
favors  continued  existence  of  man.  The 
next  bit  of  eugenic  illogic  is  the  conceited 
assumption  that  man  can  correctly  evaluate 
all  the  infinite  future  environmental 
stresses  his  progeny  will  need  to  cope  with, 
and  correctly  select  for  breeding  those  in- 
dividuals who  will  have  and  pass  on  those 
hereditary  characteristics  allowing  a bal- 
anced adaptation  to  the  future  environment. 
Likewise  there  is  a conceited  assumption 
that  some  hereditary  illness  may  not  have 
a survival  value  when  measured  in  a future, 
say  with  a thousand  fold  increase  in  back- 
ground radiation.  Finally  the  eugenicists 
have  been  blind  to  the  fact  that  man  has 
only  one  known  natural  enemy  now  — man. 
They  ignore  the  fact  that  man’s  destruction 
of  man  is  the  great  common  threat  to  human 
survival  not  the  rigors  of  nature. 

Recommendations 

Eugenic  sterilization  laws  have  no  logical 
basis  in  evolution.  Involuntary  sterilization 
contributes  to  the  passive  resistance  of  the 
socially  dependent  and  creates  a stumbling- 
block  to  their  social  rehabilitation.  Repeal 
of  these  laws  would  be  a step  toward  more 
positive  treatment  of  the  mentally  retarded. 
Treament  based  on  social  retaliation  is  nev- 
er an  effective  means  of  aiding  an  ill  indi- 
vidual’s compensation  for  his  inadequacies 
and  creates  a destructive  individual. 

Summary 

The  eugenic  movement  was  studied  from 
its  historical  aspect  and  its  course  was  noted. 
An  attempt  at  revealing  its  emotional  basis 
was  made  and  the  conclusion,  that  eugenics 
from  the  evolutionary  viewpoint  is  illogical, 
was  reached.  Recommendation  for  repeal 
of  involuntary  sterilization  laws  was  made. 
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Discussing  the  proposal  that  the  United  States  buy  $100  million 
worth  of  United  Nations  bonds,  Representative  Don  L.  Short  (R., 
N.  Dak.)  said: 

“It  is  incredible  that  American  taxpayers  should  be  required 
to  pay  for  the  derelictions  of  such  members  as  the  Soviet  Union. 
For  16  years  we  have  been  paying  far  more  than  our  share;  now 
let  the  other  members  pay  up  the  millions  they  owe. 

“With  the  continued  refusal  of  such  strange  bedfellows  as  the 
Soviet  bloc,  many  of  the  Arab  states,  France,  Belgium,  Portugal 
and  South  Africa  to  pay  what  they  owe,  it  would  be  foolish  to 
believe  that  the  UN  ever  will  have  the  money  to  redeem  the  bonds. 

“How  much  longer  do  the  leaders  of  this  government  propose 
to  submit  American  citizens  to  blackmail  by  paying  for  the  inter- 
national delinquency  of  Russia,  Cuba  and  other  nations  ? This 
defies  common  sense.”  (Human  Relations,  March  17,  1962,  p.  191). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Fungal  Infections 


OF  the  many  fungi,  yeasts  and 
molds  in  nature,  a few  are 
pathogenic  for  man.  A num- 
ber cause  superficial  infection  of  the  skin 
and  its  appendages.  Approximately  12-15 
species  or  strains  are  kno  w n to  cause 
“deep”  or  systemic  infections.  Lung,  skin 
or  upper  respiratory  tract  provide  portals 
of  entry.  Thence,  some  commonly  spread 
hematogenously  to  the  brain  and  meninges, 
as  do  cryptococcus  and  nocardia. 

The  “deep”  or  systemic  infections  may  be 
listed  thus,  arranged  in  rough  order  with 
those  most  frequently  affecting  the  nervous 
system  first: 

Cryptococcosis 

Nocardiosis 

Mucormycosis 

Coccidioidomycosis 

Cladosporiosis 

Histoplasmosis 

Actinomycosis 

.Moniliasis  (Candidiasis) 

Blastomycosis 
Aspergillosis 
Sporotrichosis 
Other  rare  infections 

General  Features  of  Systemic  Fungal 
Infections  in  Man 

The  lungs  appear  to  provide  an  important 
portal  of  entry  in  most  instances.  Occasion- 
ally skin  (trauma),  oropharynx,  digestive 
tract  or  urinary  tract  provide  important 
portals.  Host  debility  is  often  needed  with 
some  pathogens,  particularly  cryptococcus, 
mucor  (Rhizopus) , Candida,  histoplasma  and 
aspergillus. 

It  is  likely  that  many  individuals  are 
transiently,  benignly  or  asymptomatically 
infected  from  time  to  time.  This  has  been 
reported  in  detail  with  coccidioides  and  his- 
toplasma. Only  a small  percentage  of  in- 
fections become  chronic  or  disseminated  and 
only  a fraction  of  these  spread  to  the  cen- 
tral nervous  system,  particularly  cryptococ- 
cus, mucor  (Rhizopus)  and  nocardia.  De- 
tailed pathologic  study  of  the  brain  and 
meninges  suggests  also  that  Candida,  actino- 
myces  and  coccidioides  are  found  more  fre- 
quently in  the  nervous  system  than  has  been 
clinically  obvious. 


JOHN  A.  A IT  A,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Each  pathogen  has  favorite  sites  of  growth 
in  the  human  body,  as  its  primary  focus 
and  even  in  subsequent  dissemination.  Oc- 
casionally widespread,  miliary  or  septicemic 
spread  is  noted. 

Most  infections  spread  to  the  nervous  sys- 
tem by  hematogenous  route.  Mucor  (Rhiz- 
opus) travels  rather  directly  although  in  the 
process  it  does  not  hesitate  to  invade  blood 
vessels.  Actinomycosis,  blastomycosis  and 
aspergillus  infections  may  spread  directly 
or  hematogenously.  Yet  one  may  see  in- 
stances where  there  is  no  clinical  (and  oc- 
casionally even  no  pathologic)  evidence  of 
portal  of  infection,  nor  foci,  nor  how  it 
reached  the  brain.  These  comprise  the  less 
easily  diagnosed  cases,  where  the  patient 
presents  with  an  apparent  “primary”  neu- 
rologic lesion. 

Neuropathologic  study  discloses  that  these 
infections  seldom  remain  as  a simple  menin- 
gitis excepting,  perhaps,  in  earliest  stages. 
Cerebral  involvement  (encephalitis  or  men- 
ingoencephalitis) is  common  even  though 
it  may  not  be  pronounced  clinically.  The 
infection  burrows  in,  disseminates  in  the 
brain  along  Virchow-Robin  spaces,  and  in- 
cites vasculitis  and  small  emboli.  A more 
or  less  diffuse  microgranulomatosis  is  com- 
mon. In  other  instances,  granulomas  may 
be  larger.  Abscesses  also  may  occur,  micro- 
scopic and  multiple,  larger  and  few  or  sin- 
gle. The  meningitis  is  often  predominantly 
basilar.  Frequent  similarities  to  tubercu- 
lous meningitis  are  noted,  clinically  and 
pathologically. 

The  clinical  neurologic  syndromes  usually 
fall  into  one  of  the  following  syndromes: 

1.  Subacute  or  chronic  meningitis  or  meningo- 
encephalitis 

2.  Increased  intracranial  pressure 

3.  Focal  cerebral  syndrome  (mass  lesion: 
granuloma,  abscess) 

It  is  possible  that  5-10  per  cent  of  brain 
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abscesses  are  fungal  in  origin.  This  is  par- 
ticularly true  with  a number  that  are  labeled 
bacteriologically  “s  t e r i 1 e.”  Endocarditis, 
which  may  cause  cerebral  embolism,  is  of 
fungal  origin  in  small  incidence  with  Can- 
dida or  histoplasma  the  most  common  path- 
ogens. 

One  clinical  clue  to  fungal  infections  lies 
in  the  differential  diagnosis  that  is  contem- 
plated repeatedly  in  these  cases,  which  in- 
cludes : 

Tuberculous  infection 

Neoplastic  disease  (including  lymphoma  and 
leukemia) 

Systemic  lupus  erythematosus 
Sarcoidosis 

Chronic  pyogenic  disease 

Interestingly,  a small  but  constant  per- 
centage of  cases  of  systemic  mycosis  occurs 
in  patients  with  other  diseases,  commonly 
including  also  those  just  cited. 

The  specific  diagnosis  requires  laboratory 
identification  of  the  pathogen.  This  may  be 
simple,  with  ready  identification  of  organ- 
isms from  sputum,  external  abscesses  or 
spinal  fluid.  In  other  instances  the  diag- 
nosis is  made  only  by  adequate  and  per- 
severing laboratory  techniques  with  some 
knowledge  of  ivhat  is  being  sought.  Some 
infections  are  diagnosed  only  when  the 
the  final  micropathologic  slides  are  re- 
viewed. 

For  the  not  readily  diagnosed  case,  one 
must  plan  for  the  following  laboratory 
procedure : 

Direct  examination  of  smears  or  wet  prepar- 
ations 
Culture 

Animal  inoculation 

Biopsy  (with  special  staining  techniques  to 
reveal  organisms) 

The  following  materials  may  have  to  be 
scrutinized : 

Spinal  fluid 

External  lesions 

Sputum 

Urine 

Blood 

Bone  marrow 
Prostatic  secretion 
Bronchoscopic  aspiration  or  biopsy 
Gastric  washings 
Sigmoidoscopic  (lesions) 

If  organisms  grow  abundantly  in  the 
subarachnoid  space,  direct  examination  or 


culture  of  spinal  fluid  leads  to  an  early  di- 
agnosis. If  the  lesions  are  localized,  as 
with  some  larger  granulomas  or  abscesses, 
repeated  examinations  may  be  necessary. 

The  customary  tests  of  the  spinal  fluid 
usually  disclose: 

Rise  in  cell  count;  this  may  be  small  to  several 
hundred,  rarely  several  thousand.  Lympho- 
cytes usually  predominate  but  exceptions  are 
noteworthy. 

Rise  in  protein;  this  may  be  small  to  several 
hundred  mg.,  rarely  over  1000  mg. 

Gold  curve  grossly  disturbed  in  15-25  per  cent. 
Nonspecific. 

Glucose  and  chloride  values  often  diminished 
as  with  bacterial  meningitis.  Exceptions 
noteworthy. 

As  with  tuberculosis,  animal  inoculation 
(usually  mouse)  should  be  requested  if  di- 
rect examination  or  cultures  provide  no  data. 

Immunologic  (including  skin)  tests  may 
be  of  some  value  in  diagnosis  of  several  in- 
fections provided  their  limitations  are 
known : 

Cryptococcus  t 

Histoplasma 

Coccidioides 

Blastomyces 

Sporotrichium 

The  chest  X ray  may  provide  nonspecific 
clues  in  many  (but  not  all)  instances, 
since  pulmonary  involvement  commoniy  pre- 
cedes hematogenous  spread  and  does  not  in- 
variably heal.  Those  skilled  in  pulmonary 
diseases  may  be  able  to  recognize  typical 
fungal  lesions  on  X ray.  However,  it  is 
conceded  that,  in  many  patients,  the  X-ray 
information  appears  much  like  that  seen 
with  tuberculosis,  occasionally  even  pyo- 
genic abscess,  metastatic  carcinoma,  lym- 
phoma or  sarcoidosis. 

Sight  must  not  be  lost  of  the  small  but 
persistent  percentage  of  cases  with  mixed 
infections  which  may  include,  besides  the 
fungus,  tuberculosis,  pyogenic  (commonly 
Staphylococcus  aureus  or  one  of  facultative 
gram-negative  bacilli)  or  another  fungus 
(e.g.  Candida  and  aspergillus ). 

Amphotericin-B  is  the  present,  popular 
antimycotic  therapy.  It  appears  to  work 
better  against  some  pathogens  than  others. 
Correction  of  the  “host-debility”  factors  is 
also  important  in  many  cases.  Surgical 
treatment  (drainage,  removal  of  infected 
masses)  is  often  necessary. 
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Cryptococcus 

The  number  of  cases  of  cryptococcus  in- 
fection reported  has  increased  seven  times 
between  1931  and  1955.  This  is  the  most 
common  fungal  infection  of  the  central  nerv- 
ous system.  Chronic  pulmonary  involvement 
is  common  but  clinical  evidence  of  this  is 
absent  in  many  neurologic  cases  (over  a 
half?)  In  some  cases,  wi despread  dissem- 
ination occurs. 

Eighty  per  cent  of  patients  found  with 
pulmonary  infection  develop  neurologic  in- 
volvement. 

Approximately  one-third  of  patients  with 
this  disease  are  debiliated  by  another  dis- 
ease and  strenuous  therapies.  Leukemias 
and  lymphomas  are  often  recorded,  along 
with  corticosteroid  and  antineoplastic  chem- 
otherapy, irradiation  and  multiple  diag- 
nostic punctures.  A small  but  definite  per- 
centage have  concomitant  pulmonary  tuber- 
culosis. 

Pathology  describes  a mild  foreign  body 
reaction  to  the  mucinous  fungal  material 
which  grows  in  the  subarachnoid  spaces  and 
even  in  the  ventricles.  Basilar  cisterns  are 
more  affected.  The  fungus  crowds  into 
perivascular  spaces,  forming  cysts,  extend- 
ing deep  into  Virchow-Robin  spaces.  Vas- . 
c-ular  penetration  allows  formation  of  micro- 
emboli of  fungus.  Disseminated  microgran- 
ulomas appear.  Vasculitis  is  occasionally 
prominent.  Internal  and  external  hydro- 
cephalus often  develops,  with  markedly  ele- 
vated spinal  fluid  pressure.  In  approxi- 
mately one-fourth  of  cases  a mass  lesion 
(granuloma)  syndrome  develops,  presenting 
not  unlike  a brain  tumor.  With  basilar 
meningeal  involvement  prominent,  cranial 
nerve  signs  appear. 

Occasionally  the  spinal  cord  is  involved, 
outstandingly  or  concomitantly.  Intramed- 
ullary or  intradural  granulomatous  lesions 
may  be  extensive. 

In  a number  of  cases,  tuberculous  menin- 
gitis is  first  considered  diagnostically.  A 
slight  or  irregular  fever  may  occur.  Sedi- 
mentation rate  is  frequently  elevated. 

Spontaneous  clinical  remissions  may  de- 
velop. This  has  made  assessment  of  new 
chemotherapies  difficult.  An  occasional  case 
may  continue  a number  of  years  with  re- 
lapses and  remissions. 

If  direct  examination  or  culture  of  spinal 
fluid  disclose  no  mycotic  organism,  mouse 


inoculation  should  be  done.  This  infection 
has,  as  yet,  no  reliable  serologic  tests. 

Amphotericin-B  is  the  most  effective 
therapy  available  to  date. 

Nocardia 

Nocardiosis  reveals  many  general  clinical 
similarities  to  cryptococcosis  with  two  ex- 
ceptions : it  appears  to  be  less  common  and 
is  more  apt  to  manifest  a brain  abscess  syn- 
drome. 

The  most  common  portal  of  infection  is 
pulmonary.  Its  most  common  dissemination 
is  to  the  nervous  system.  It  may  dissemin- 
ate widely.  Some  neurologic  cases  disclose 
concomitant  pulmonary  infection  (at  times 
considered  tuberculous),  but  in  some  in- 
stances, pulmonary  infection  is  healed  or 
overlooked. 

Host  debility  is  not  as  frequently  report- 
ed as  with  other  fungal  infections. 

Pathologic  study  demonstrates  more  sup- 
puration and  abscess  formation  than  does 
cryptococcosis.  Abscesses  may  occur  as 
single  or  several  larger  ones,  often  multi - 
loculated;  or  as  multiple  micro-abscesses. 
At  least  one-third  of  cases  present  with  a 
brain  abscess  (or  mass  lesion)  syndrome. 
Meningitis  is  usually  present  to  some  degree 
and  is  the  outstanding  feature  in  some  cases. 
Occasionally  abscesses  occur  in  the  spinal 
cord. 

Spinal  fluid  findings  are  often  less  help- 
ful than  with  cryptococcosis.  They  may 
disclose  little  change  or  at  most  the  non- 
specific chronic  infectious  alterations.  Di- 
rect examination  and  cultures  are  more 
likely  to  reveal  no  fungi.  Sputum,  if  active 
pulmonary  disease  is  present,  is  more  likely 
to  disclose  organisms  but  unless  they  are 
quite  abundant,  they  may  be  considered 
as  contaminants  only. 

At  times,  the  examination  (with  proper 
staining)  of  surgically  removed  tissue  is 
necessary  for  diagnosis. 

Treatment  of  nocardiosis  requires  sulfa 
drugs  and  neurosurgical  drainage  of  ab- 
scess. 

Mucormycosis 

This  is  the  third  of  the  three  fungal  in- 
fections most  likely  to  involve  the  nervous 
system.  In  many  instances  it  presents 
stereotyped  features  of : 
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1.  Host  debility 

2.  Nasal  and  sinus  infection 

3.  Panophthalmitis  (unilateral) 

4.  Cavernous  sinus  thrombosis  (proptosis) 

5.  Cerebral  involvement  (coma) 

6.  Relentless  acute  or  subacute  course,  high 
mortality 

Most  of  the  cases  of  mucormycosis  have 
been  recorded  in  the  past  decade. 

Host  debility  appears  necessary  in  most 
instances.  Acidosis  (as  with  uncontrolled 
diabetes  mellitus  or  uremia)  or  leukemia 
are  commonly  associated.  With  the  latter, 
strenuous  therapies  are  usually  underway. 
Large  or  prolonged  doses  of  antibiotics  and 
corticosteroids  also  appear  important. 

Nose  and  sinuses  provide  the  most  com- 
monly observed  portals  of  entry.  Otherwise 
(more  commonly  in  children),  the  lungs  are 
important  sites  of  entry.  The  infection  pro- 
gresses directly  and  relentlessly  from  nose  to 
sinuses  into  orbit  and  blood  vessels  to  baso- 
frontal  region  of  the  brain.  Extensive  tis- 
sue, vascular  and  parenchymatous  necrosis 
occur).  With  vascular  invasion  (commonly 
arteries),  thrombosis  ensues.  The  internal 
carotid  artery  may  be  involved  in  extra- 
cranial or  intracranial  sites. 

The  need  for  early  recognition  is  appar- 
ent. Given  a debilitated  patient,  the  appear- 
ance of  facial  pain,  sinusitis  or  swelling  of 
face  or  orbital  tissues  should  provide  ample 
clues.  A blood-tinged  nasal  discharge  is 
often  described.  More  significant  are  the 
findings  of  a black,  crusted  appearance  of 
nasal  septum  or  turbinates,  or  gangrenous 
appearance  of  the  soft  palate. 

With  cavernous  sinus  thrombosis,  III,  V 
and  VI  cranial  nerves  are  commonly  in- 
volved. Internal  and  external  ophthalmo- 
plegia and  loss  of  corneal  reflex  may  be 
evident  early. 

Direct  examination  and  cultures  of  local 
lesions  and  spinal  fluid  may  be  of  little  as- 
sistance in  definitive  diagnosis.  Often  the 
clinical  syndrome  is  sufficiently  typical  that 
the  diagnosis  can  be  made  without  labora- 
tory assistance.  Biopsy  specimens  with  spe- 
cial fungus-staining  techniques  are  often 
requisite  for  determinative  diagnosis. 

Mixed  bacterial  infections  are  not  un- 
usual. Staphylococcus  aureus  is  often  found 
in  such  instances. 

There  are  occasional  reports  of  mucormy- 
cosis occurring  elsewhere  or  in  unusual 


syndromes.  Pulmonary,  gastrointestinal  or 
widely  disseminated  forms  may  occur.  Oc- 
casionally it  appears  only  in  ocular  or  sinus 
sites  and  remains  localized. 

Treatment  requires  immediate  attention 
to  factors  of  host  debility,  discontinuing 
antibiotics  and  steroids,  correction  of  meta- 
bolic disturbances,  the  use  of  potassium 
iodide  and  amphotericin-B. 

Coccidioides 

Coccidioidomycosis  may  rank  as  the 
fourth  most  common  fungus  infection  of 
the  central  nervous  system,  at  least  in  the 
United  States.  It  is  endemic  in  the  arid 
southwestern  United  States  and  southern 
California,  extending  into  Mexico,  Central 
America  and  South  America. 

Spread  largely  in  dust,  it  appears  quite 
infectious  although  many  cases  are  rela- 
tively asymptomatic,  transient  and  benign. 
The  similarities  to  tuberculosis  (often  heard 
in  discussion  of  systemic  fungal  infections) 
are  again  evident:  the  individual  is  symp- 
tomatically or  asymptomatically  infeoted, 
the  lesions  may  heal,  remain  chronically  ac- 
tive, or  disseminate. 

Host  debility  does  not  appear  to  play  a 
major  role  in  this  infection.  However,  a 
small  but  definite  percentage  of  these  pa- 
tients have  concomitant  tuberculosis.  A 
racial  factor  appears  important  in  that  pig- 
mented races  (Negro,  Mexican,  Phillipine, 
Indian),  show  a much  higher  incidence  of 
more  serious  and  disseminated  infections. 

The  common  portal  of  entry  is  the  lung. 
Fifty  per  cent  of  those  infected  disclose  no 
symptoms.  The  remainder  disclose  pneu- 
monitis or  “flu-like”  symptoms,  occasion- 
ally accompanied  by  skin  rashes  and  ar- 
thralgias. Of  this  symptomatic  group,  the 
following  courses  may  develop : 

1.  Healing 

2.  Chronic  pulmonary  disease  (granulomas, 
cavitation,  fibrosis,  bronchiectasis) 

3.  Dissemination  (hematogenous) 

a.  One  or  more  sites.  Commonly: 

Bone  (ribs,  vertebra,  skull) 

Skin 

C.N.S. 

b.  Widespread,  multiple  sites  or  miliary 
spread 

In  general,  dissemination  is  of  small  inci- 
dence, approximately  0.5  per  cent  of  all  in- 
fected. It  usually  occurs  in  1-4  months 
from  onset. 
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Chest  X rays  reveal  evidence  of  infection 
in  80  per  cent  of  cases  during  the  initial, 
acute  symptomatic  phase. 

Meningitis  may  appear  rapidly  after  the 
acute  pneumonitis-phase,  or  later  if  the 
dissemination  is  more  leisurely.  Thus  one 
sees  neurologic  forms  with: 

1.  Recent,  acute  pulmonary  infection 

2.  Chronic  pulmonary  disease  (rarely  accom- 
panied by  neurologic  infection) 

3.  Bone,  skin  or  widespread  dissemination 

4.  No  other  lesion  evident  (pulmonary  site 
apparently  healed) 

Sedimentation  rate  is  commonly  elevated. 
Complement-fixation  tests  on  blood  and 
spinal  fluid  appear  helpful.  Skin  tests  may 
be  done  serially,  to  follow  the  trend  but 
they  have  about  the  same  value  and  limita- 
tions as  do  tuberculin  skin  tests  in  tuber- 
culosis study.  Determinative  diagnosis 
rests,  however,  on  wet  mounts,  stained  bi- 
opsy sections,  cultures  and  animal  inocu- 
lation. 

The  neurologic  involvement  is  largely  a 
granulomatous  and  suppurative  basilar 
meningitis.  Rarely  intracerebral  abscess  is 
reported.  As  is  common  in  fungal  disease, 
some  cerebral  invasion  may  occur  in  the 
form  of  microgranulomas  and  micro- 
abscesses.  Occasionally  the  spinal  cord  is 
affected  similarly. 

Treatment  consists  of  amphotericin-B  and 
occasionally  nystatin  is  still  used. 

Cladosporium  (Hormodendrum) 

Commonly  operating  as  a skin  pathogen, 
Cladosporium  trichoides  occasionally  pro- 
duces a “deep”  infection  and  this  common- 
ly a brain  abscess.  In  most  instances  of 
cerebral  involvement,  the  infectious  portal 
is  indeterminate.  Skin,  otogenic  and  pul- 
monary entries  have  been  suspected.  Al- 
though tropical  and  subtropical  climates  are 
supposed  to  harbor  this  fungus  especially, 
case  reports  appear  as  common  from  tem- 
perate climates,  European  and  American. 

Most  brain  abscesses  reported  have  been 
in  a frontal  lobe.  In  some  cases,  chronic 
meningitis,  ependymitis  and  arachnoiditis 
occur,  without  brain  abscess.  One  case 
of  disseminated  cerebral  microgranuloma- 
tosis has  been  recorded. 

Histoplasma 

Histoplasmosis  shows  many  general  sim- 
ilarities to  coccidioidomycosis  with  a fre- 


quent benign  pulmonary  phase  and  a subse- 
quent low  incidence  of  chronic  pulmonary 
or  generalized  disease.  Likewise  it  is  often 
compared  to  (and  even  confused  with)  tu- 
berculosis. 

This  infection  is  more  common  in  the  cen- 
tral Mississippi  and  Ohio  river  valleys. 
Pulmonary  portal  of  infection  is  usually 
present.  Inhalation  of  dust  of  pigeon,  chick- 
en or  bat  excreta  is  often  described. 

Host  debility  is  important  in  this  infec- 
tion. Many  patients  are  at  the  extremes  of 
age,  or  have  carcinoma,  leukemia  or  pul- 
monary tuberculosis.  Many  patients  are 
misdiagnosed  as  having  pulmonary  tuber- 
culosis, then  find  their  way  to  a sanitarium 
where,  eventually  as  high  as  25  per  cent  of 
those  with  histoplasmosis  are  discovered  to 
be  infected  also  with  tubercle  bacilli. 

Almost  one-third  of  those  with  sympto- 
matic infections  appear  in  children. 

Those  not  recovering  from  the  transient, 
acute  pulmonary  infection  may  develop 
chronic  (active)  pulmonary  disease  or  dis- 
seminated infection.  The  latter  form  is 
usually  found  in : 

Reticulo-endothelial  system 

Cutaneous  and  mucocutaneous  sites 

Meningitis 

Adrenal  gland 

Endocarditis 

The  reticulo-endothelial  infection  may  be 
manifested  by: 

Hepatosplenomegaly 

Pyrexia 

Anemia 

Thrombocytopenia 
Pseudo-leukemia  blood  picture 
Lymphadenopathy 

In  at  least  one  recorded  case,  the  throm- 
bocytopenia was  sufficiently  severe  to  be  as- 
sociated with  subarachnoid  bleeding. 

Histoplasma  is  one  of  the  more  frequent 
fungi  to  cause  the  infrequently  seen  fungal 
endocarditis. 

In  one  series  of  120  autopsies  on  pa- 
tients dying  of  disseminated  histoplasmosis, 
10  per  cent  disclosed  definite  neurologic  in- 
volvement. Most  cases  with  nervous  system 
infection  demonstrate  infection  elsewhere. 
Careful  neuropathologic  study  suggests  a 
higher  incidence  of  cerebral  and  meningeal 
involvement  than  usual  clinical  diagnosis 
reports.  A basilar,  granulomatous  menin- 
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gitis  and  cerebral  infiltration  with  perivas- 
cular microgranulomas  are  usually  found. 
Focal  granulomatous  necrosis  and  arteritis 
also  occur. 

Specific  diagnosis  may  be  difficult,  re- 
quiring numerous  examinations  of  sputum, 
gastric  washings,  bronchoscopic  aspirates, 
blood,  bone  marrow,  biopsies  and  spinal 
fluid.  Serial  complement  - fixation  tests 
may  be  helpful.  Skin  tests  are  helpful  pro- 
vided their  usual  limitations  are  compre- 
hended. Cultures  and  mycotic  staining  of 
bone  marrow  are  often  valuable. 

Treatment  depends  on  amphotericin-B  and 
sulfa  drugs. 

Actinomycosis 

This  fungus  is  a common  and  apparently 
innocuous  inhabitant  of  the  human  oro- 
pharynx. With  trauma,  poor  oral  hygiene 
and  loss  of  local  resistance,  it  may  become 
pathogenic.  Rural  population  appears  more 
frequently  involved.  Granulomatous  necro- 
sis, abscesses,  fistulous  tracts  and  sinuses 
with  slow  but  relentless  direct  spread  char- 
acterize this  infection. 

The  most  common  site  of  involvement  is 
cervico- facial  with  formation  of  a mass 
which  breaks  down  and  slowly  spreads. 
Oral,  pharyngeal,  laryngeal,  mandibular  or 
maxillary  involvement  may  occur.  Bone  de- 
struction is  usual  and  skull  or  vertebrae 
may  not  be  spared. 

The  thoracic  form  burrows  from  within 
with  direct  extension  through  lung,  medi- 
astinum, esophagus,  pericardium,  chest 
wall,  vertebrae,  diaphragm  or  liver,  wher- 
ever the  infectious  tracts  lead. 

The  abdominal  form  arises  often  from  the 
ileocecal  region,  with  fistulas  and  erosion 
in  any  direction,  including  vertebral  in- 
volvement. 

An  uncertain  but  definite  percentage  (6- 
20%  ?)  reach  the  central  nervous  system, 
some  by  direct  extension  as  cited  above, 
others  (less  commonly)  by  hematogenous 
spread.  Occasional  seemingly  “primary” 
cases  of  neurologic  infection  are  reported, 
in  which  the  portal  or  initial  focus  has 
healed.  In  the  nervous  system,  the  path- 
ologic process  is  similar  to  that  already  de- 
scribed with  a basilar  meningitis  featuring 
a thick,  yellow  exudate  and  abscess  forma- 
tion, large  or  small. 

Smears,  cultures  and  biopsies  usually  suf- 


fice for  diagnosis.  Mixed,  bacterial  infec- 
tions are  not  rare,  even  in  brain  abscesses. 

Treatment  depends  on  penicillin  which 
is  remarkably  effective.  Sulfa  drugs,  po- 
tassium iodide  (KI),  and  surgery  may  also 
be  needed. 

Candida  (Monilia) 

Ordinarily  Candida  albicans  resides  as  an 
inconsequential  saprophyte  in  the  mouth, 
gastrointestinal  tract  or  vagina  of  about  33 
per  cent  of  the  population.  Host  debility 
usually  plays  an  important  role  in  its  be- 
coming pathogenic.  The  superficial  mu- 
cosal infections,  “thrush,”  of  mouth  and 
vagina  are  well  known.  It  may  be  present 
in  as  high  as  20-25  per  cent  of  some  chronic 
infections  of  mastoid  and  fenestration  cav- 
ities. Spread  may  occur  contiguously  into 
upper  and  lower  gastrointestinal  tracts, 
skin,  lungs  and  urinary  tract.  Hemato- 
genous dissemination  may  develop,  with 
neurologic  implication,  endocarditis,  septi- 
cemia and  even  miliary  lesions. 

External  clues  of  mucocutaneous  involve- 
ment may  be  present  as  valuable  diagnostic 
signs,  but  they  may  also  be  absent. 

Host  debility  commonly  includes: 

Strenuous  antibiotic  and  corticosteroid  therapy 
Malabsorption  states 
Hypovitaminosis 
Hypoparathyroidism  (children) 

Prolonged  or  frequent  intravenous  therapies 
Narcotic  addiction  using  unsterile  needles 

Neurologic  involvement  is  not  common. 
It  presents  clinically  as  an  insidious,  chronic 
meningitis  or  meningoencephalitis.  Patho- 
logic study  reveals  a chronic  meningitis 
with  microgranulomas  or  microabscesses 
disseminated  in  the  brain.  Occasionally 
larger  granulomatous  or  abscess  formation 
occurs. 

Candida  is  one  of  the  most  common  causes 
of  fungal  endocarditis.  Intra-cardiac  sur- 
gery and  strenuous  intravenous  therapy 
commonly  provide  portal  of  entry.  It  may 
superimpose  on  bacterial  endocarditis  under 
treatment.  Large  endocardial  vegetations 
are  characteristic  and  large  emboli  as  a con- 
sequence. Cerebral  embolism  occurs  with  at 
least  its  usual  frequency  in  these  instances. 

Examination  of  sputum,  urine,  feces  and 
spinal  fluid  may  be  necessary  for  specific 
diagnosis.  Blood  culture  is  often  positive. 
Occasionally  the  diagnosis  is  elusive,  requir- 
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ing  persistent  and  skillful  techniques  includ- 
ing bronchoscopy,  esophagoscopy,  sigmoid- 
oscopy and  study  of  biopsy  specimens.  Spe- 
cific antigen  studies  are  described  as  help- 
ful. 

4 

Nystatin  and  amphotericin-B  are  used  in 
therapy. 


Blastomycosis 

North  American  blastomycosis  appears 
to  have  a reservoir  particularly  in  the  rural 
soil  of  southeast  and  midwestern  United 
States.  Host  debility  is  not  a common 
requisite.  Lungs  provide  the  usual  portal; 
injured  skin  or  mucus  membrane  may  rare- 
ly. Once  established  in  the  lungs,  the  patho- 
gen proceeds  by  contiguous  and  hemato- 
genous spread  with  chief  sites  of  involve- 
ment, beyond  the  lungs,  in  bone  (including 
vertebrae)  and  skin.  Chronic  suppurative, 
proliferative,  fibrotic  lesions  occur  at  these 
sites.  Occasionally  paranasal  sinuses,  men- 
inges, urinary  tract  and  endocardium  are 
involved.  Widespread  or  miliary  dissemin- 
ation is  rare. 

Neurologic  manifestations  are  not  Com- 
mon. A chronic,  suppurative  meningitis 
with  or  without  abscesses  occurs.  Abscesses 
are  usually  small  and  multiple.  Rarely 
they  are  large,  single  or  few.  An  epidural 
granuloma  of  the  spinal  cord  has  been  de- 
scribed. 

Treatment  requires  amphotericin-B,  stil- 
bamidines  and,  occasionally,  surgery. 

South  American  blastomycosis  has  been 
described  as  presenting  clinicopathologic 
features  similar  to  its  northern  form.  Oral 
and  gastrointestinal  portals  of  entry  are  be- 
lieved to  be  somewhat  more  common,  how- 
ever, along  with  pulmonary  sites.  Lesions 
remain  confined  mostly  to  lungs  and  skin. 
Involvement  of  adrenal  gland  may  be  a 
feature  in  a certain  percentage  of  cases. 
Spread  to  the  nervous  system  may  occur 
but  is  not  common.  Amphotericin-B  and 
sulfa  drugs  are  employed  in  therapy. 

Aspergillus 

Warm,  moist  soil  and  rural  conditions 
harbor  this  fungus.  Excreta  of  birds  often 
contain  a heavy  concentration.  The  portals 
are  more  widespread  than  with  many  of  the 
fungi  discussed,  since,  besides  lungs,  ear, 
orbit,  paranasal  sinuses  and  skin  will  allow 
entry  by  way  of  lesions.  Host  debility  is  a 
common  requisite.  Some  degree  of  asper- 
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gillus  infection  has  been  reported  in  5-10 
per  cent  of  patients  coming  to  autopsy 
with  leukemia  or  lymphoma.  Aspergillus 
and  monilia  infections  may  occur  together. 

Invasion  of  lungs  or  paranasal  sinuses 
comprises  the  usual,  chief  concerns.  Less 
commonly,  direct  or  hematogenous  spread 
may  take  place,  to  bones,  nervous  system, 
endocardium  and  even  septicemia.  It  may 
be  noteworthy  that  in  one  study  of  infec- 
tions of  mastoid  and  fenestration  cavities, 
85  per  cent  revealed  aspergillus. 

Neurologic  implication  is  uncommon.  It 
may  occur  with: 

1.  Concomitant  (usually  preceding)  systemic 
infection 

2.  An  adjacent  portal  (e.g.  sinuses) 

3.  Xo  other  evidence  of  fungal  infection 

Neuropathologic  study  demonstrates 
chronic  suppurative  and  granulomatous  fea- 
tures, menigitis,  meningoencephalitis  (with 
microgranulomas  or  microabscesses)  or 
larger,  solitary  granulomatous  masses.  Such 
masses  may  occur  in  almost  50  per  cent 
of  cases  neurologically  involved.  Occasional 
cases  of  outstanding  cord  lesions  are  de- 
scribed. 

Nystatin  is  depended  upon  in  therapy. 
To  date  amphotericin  has  not  appeared  ef- 
fective. 

Sporotrichium 

Sporotrichium  is  another  soil  inhabitant, 


common  in  rural  areas  of  the  Mississippi 
valley.  Skin  trauma  provides  the  common 
portal  of  entry.  Occasionally  the  lungs 
serve  as  the  portal.  In  the  skin,  infection 
with  local  subcutaneous  and  lymph  node 
involvement  occurs.  The  infection  rarely 
disseminates  but  when  it  does,  it  extends 
hematogenously  to  such  sites  as  kidney, 
eyes,  lungs,  bones  and  nervous  system. 
Meningitis  is  the  most  common  neurologic 
feature.  Arteritis  of  cerebral  vessels  has 
been  reported.  Rare  cases  of  seemingly 
“primary’'*  meningitis  have  been  reported. 

In  therapy,  amphotericin-B,  nystatin,  and 
KI  are  used. 

Fungal  Infections  Rarely  Involving 
Nervous  System 

AUescheria  boydii  (Monosporium  apio- 
spermum) : Commonly  an  infection  of  the 

tropics,  this  may  rarely  disseminate  to  a 
chronic  granulomatous  meningitis  with 
areas  of  cerebral  softening.  The  primary 
lesion  (extensive)  is  usually  in  the  foot. 
It  may  have  spread  to  central  nervous  sys- 
tem by  spinal  puncture  in  one  case  reported. 

Rhinosporidiosis  seeberi:  Although  en- 

demic in  India  and  Ceylon,  this  fungus  in- 
fection has  been  found  worldwide.  It  pri- 
marily involves  mucus  membranes  of  eyes, 
upper  respiratory  tract,  and  external  geni- 
talia, forming  friable,  polypoid  masses.  Oc- 
casional hematogenous  dissemination  occurs 
with  multiple  system-seeding,  including  the 
brain. 


“Somehow,  more  consistent  mays  must  be  found  to  sustain  the 
vast  and  important  inquiries  which  can  only  be  supported  by  the 
Federal  Government  — without  trampling  under  foot  those  whose 
contributions  to  knowledge  must  come  out  of  quiet  meditation. 
There  is  no  intrinsic  conflict  between  these  two  kinds  of  scholar- 
ship. But  ill-advised  government  policies  controlling  research  sup- 
port can  create  one.  For  this  reason  it  is  imperative  that  univer- 
sities themselves  follow  well  considered  policies  in  accepting  gov- 
ernment research  support.  Beyond  this,  it  is  necessary  for  the  uni- 
versities actively  to  guide  and  influence  government  research  and 
procurement  policies.  (From  O’Neil,  Lawrence  H.:  How  the  Gov- 
ernment “Buys’  ’University  Rsearch.  Columbia  University  Forum 
2:41,  1958). 
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i ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  4,  Broken  Bow,  Elks  Club 
August  18,  O’Neill,  High  School  Building 
September  8,  McCook,  St.  Catherine’s 
Hospital 

September  22,  Scottsbluff,  St.  Mary’s 
Hospital 

UNIVERSITY  OF  COLORADO  SCHOOL 
OF  MEDICINE  — Fifth  Annual  Post- 
graduate Course  in  Pediatrics.  Clinical 
and  Research  Advances  in  Pediatrics  and 
Child  Guidance  Problems,  August  6-10, 
1962,  The  Stanley  Hotel,  Estes  Park,  Colo- 
rado. 

A SEMINAR  — ‘The  Medical  Aspects  of 
Competitive  Athletics”  will  be  presented 
August  17-18,  1962,  at  Nebraska  Center 
for  Continuing  Education,  Lincoln,  Ne- 
braska. The  Seminar  will  cover  the  pro- 
phylactic and  therapeutic  aspects  of 
sports  and  injuries.  Featured  speaker, 
Wm.  T.  Osmanski,  M.D.,  Chicago,  for- 
mer collegiate  and  professional  football 
player. 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS — 13th  Annual  Congress,  Wal- 
dorf-Astoria Hotel,  New  York,  Septem- 
ber 9-13,  1962. 

XII  INTERNATIONAL  CONGRESS  OF 
DERMATOLOGY  — Washington,  D.C., 
September  9 to  15,  1962;  Shoreham  and 
Sheraton  Park  Hotels.  For  further  in- 
formation, write  Stephen  T.  Donohue,  Di- 
rector of  Public  Relations,  420  Lexington 
Avenue,  New  York  17,  N.Y. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 47th  scientific 
assembly;  Palmer  House,  Chicago,  Octo- 
ber 1-4,  1962. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 


Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Annual  Clinical  Congress  — October  15- 
19,  1962;  Atlantic  City,  New  Jersey.  Con- 
tact Dr.  William  E.  Adams,  Secretary, 
American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23;  Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

OMAHA  MID-WEST  CLINICAL  SOCI- 
ETY — 30th  Annual  Scientific  Assembly, 
Civic  Auditorium,  Omaha,  October  29 
through  November  1,  1962. 

EIGHTH  ANNUAL  MEETING  OF  THE 
AMERICAN  RHINOLOGIC  SOCIETY— 
Will  be  held  at  the  Statler  Hilton  Hofei  in 
Los  Angeles,  November  1-2,  1962.  For 
further  information  write  American 
Rhinologic  Society,  530  Hawthorn  Place, 
Chicago  13,  Illinois. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 

Medicare  in  Operation 

Pre-  and  Posthospitalization  Care  for 
Surgical  Procedures — ■ 

Pre-  and  posthospitalization  surgical  care 
is  defined  as  the  care  rendered  to  the  patient 
prior  to  hospitalization  and  directly  related 
to  the  surgical  procedure  involved.  Post- 
hospitalization care  is  care  rendered  the  pa- 
tient directly  after  leaving  the  hospital,  and 
related  directly  to  the  services  performed 
while  confined. 
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The  patient  or  sponsor  will  be  liable  for 
that  care,  determined  by  the  operating  or 
attending  physician  not  to  be  an  essential 
component  of  the  direct  planning  and  con- 
sumation  of  a surgical  procedure  involved. 

The  approved  local  schedule  of  Maximum 
allowances  payable  to  a physician  or  surgeon 
for  treatment  in  a hospital  includes  pre- 
hospitalization care  and  normal  after-hos- 
pital care  following  a period  of  detention. 

Although  Medicare  provides  primarily 
for  professional  services  during  hospitaliza- 
tion and  does  not  pay  for  medical  care  nor- 
mally considered  to  be  outpatient  care,  cer- 
tain limited  benefits  are  authorized  as  fol- 
lows : Services  required  of  a physician 

prior  to  and  following  hospitalization  for 
a bodily  injury  or  surgical  operation.  Pa- 
tient will  normally  pay  charges  for  diag- 
nostic tests  or  procedures  in  excess  of  $75 
prior  to  hospitalization  and  in  excess  of 
$50  following  hospitalization.  (Patient  will 
pay  for  all  such  tests  prior  to  hospitaliza- 
tion for  other  conditions) . 


FREEDOM  OF  PHYSICIAN  DEFENDED 

“The  ultimate  decision  as  to  whether  a 
particular  drug  will  have  a therapeutic  ef- 
fect on  an  individual  patient  should  be  that 
of  his  physician  and  not  a government  bu- 
reau,” the  President  of  the  Pharmaceutical 
Manufacturers  Association  said  recently. 

Speaking  by  a long-distance  telephone 
loudspeaker  hookup  from  Washington,  D.C., 
to  the  Mississippi  State  Pharmaceutical  As- 
sociation’s annual  convention  at  Edgewater 
Park,  Dr.  Austin  Smith  criticized  S.  1552 
(the  Kefauver  drug  bill)  now  pending  be- 
fore the  Senate  Judiciary  Committee.  He 
told  the  pharmacists  it  would  open  the  way 
to  unnecessary  government  inspection  of 
company  records,  discourage  incentive  and 
medical  progress,  and  restrict  the  physi- 
cian’s freedom  to  prescribe  exactly  the  right 
drug  for  his  patient. 

Dr.  Smith  deplored  what  he  called  the 
confusing  state  of  affairs  with  respect  to 
proposed  drug  legislation.  Three  major 
drug  control  bills  have  been  introduced  into 
Congress,  one  in  the  Senate  and  two  in  the 
House.  Committee  jurisdiction  is  unclear, 
and  it  is  not  known  exactly  how  the  admin- 
istration eventually  will  stand  on  each  of 
these  bills. 

A substantial  part  of  the  activity.  Dr. 


Smith  said,  has  been  “conducted  with  an 
eye  toward  headlines  to  prove  preconceived 
notions  and  cater  to  the  emotions.” 

Dr.  Smith  titled  his  speech,  “How  to 
Grow  Old  While  Still  Young.”  He  called  on 
members  of  the  Mississippi  association  to 
join  him  in  a campaign  to  try  to  educate 
the  public  to  the  contributions  made  by 
pharmacy  and  other  members  of  the  health 
team,  including  the  drug  industry  to  “the 
health,  strength  and  vitality  of  America” 
and  to  help  the  public  enjoy  fully  the  bene- 
fits of  modern  medical  care. 

Then,  he  said,  “Seeds  of  doubt,  which 
anyone  in  the  future  might  attempt  to  cast 
opportunistically  upon  our  endeavors,  will 
fall  on  barren  ground.” 


DEFINITION  AND  STUDY  OF 
“UTILIZATION”  NEEDED 

If  hospital  and  medical  services  are  to  be 
effectively  used,  physicians,  hospitals,  pre- 
payment groups,  social  scientists  and  others 
must  take  steps  to  correlate  and  standardize 
information  and  utilization  programs. 

This  is  the  conclusion  of  the  recent  First 
National  Conference  on  Utilization,  spon- 
sored by  the  Joint  Comission  for  the  Promo- 
tion of  Voluntary  Nonprofit  Prepayment 
Health  Plans.  Proceedings  of  the  confer- 
ence have  just  been  made  available  to  mem- 
bers of  the  Joint  Commission’s  sponsoring 
agencies:  the  American  Hospital  Associa- 
tion, the  American  Medical  Association,  the 
Blue  Cross  Association,  and  the  National  As- 
sociation of  Blue  Shield  Plans. 

Findings  of  the  conference  fall  into  sev- 
eral broad  categories:  data  gathering  and 
processing;  physician  responsibility;  public 
education ; study  and  research ; uniform  def- 
initions and  terminology,  and  utilization  con- 
trols. 

“Existing  impressions  of  present  quality 
of  utilization  — the  extent  to  which  over- 
utilization or  underutilization  may  exist  — 
are  difficult  to  substantiate  widely  with 
available  facts,”  the  conferees  said,  calling 
for  standardization  of  data  gathering  and 
processing. 

Patterns  of  hospital  utilization  should  be 
factually  established  from  the  standpoint 
of  whole  communities  or  large  population 
groups,  they  said.  Data  can  be  pooled 


476 


Nebraska  S.  M.  J. 


through  hospital  associations,  Blue  Cross 
Plans  or  health  departments. 

Further  research  was  urged  into  the 
“many  factors  involved  in  the  complex  re- 
sult called  utilization,”  such  as  medical  de- 
cisions, available  facilities,  social  factors, 
economics,  and  cultural  factors.  The  rela- 
tive importance  of  each  of  these  is  not  pres- 
ently known. 

Lack  of  uniformity  in  terminology  is  a 
major  problem  in  understanding  utilization. 
Conferees  pointed  out  that  the  word,  utili- 
zation, should  be  precisely  defined  in  each  of 
its  contexts.  It  may  refer  to  quality  of  care, 
quantity  of  care  or  economic  efficiency  of 
care.  “Only  confusion  can  result  from  fail- 
ure to  differentiate  each  specific  kind  of 
utilization.”  Also  needing  definition  are 
such  terms  as  “abuse,”  “misuse,”  “overuse,” 
and  “controls.” 

The  responsibility  for  controlling  utiliza- 
tion rests  with  all  parties,  but  particularly 
with  physicians  who  must  make  medical 
judgments.  They  have  the  responsibility 
of  formulating  hospital  utilization  commit- 
tees, composed  of  medical  staff  members 
and  the  hospital  administrator  to  examine 
all  factors  influencing  hospital  use. 

Better  understanding  of  utilization  and 
what  it  means  is  necessary,  especially  by  the 
public.  The  press  and  the  public  lack  data 
on  which  to  make  judgments  of  how  hos- 
pitals are  being  used. 

Copies  of  the  conference  proceedings  may 
be  obtained  from  the  public  relations  de- 
partments of  the  American  Hospital  Asso- 
ciation, the  Blue  Cross  Association,  the  Na- 
tional Association  of  Blue  Chield  Plans,  and 
the  Council  on  Medical  Service  of  the  Amer- 
ican Medical  Association. 


A LETTER  TO  THE  EDITOR 

The  following  letter  from  Doctor  Ray- 
mond Pogge  contains  a number  of  items  of 
interest  to  the  profession  of  Nebraska  and 
is  published  to  bring  these  items  to  the  at- 
tention of  those  who  have  never  had  the  op- 
portunity to  contact  all  our  representatives 
in  the  National  Congress  at  one  of  the  fa- 
mous Tuesday  Morning  Breakfasts.  Some, 
too,  may  have  been  timid  or  backward  about 
contacting  these  gentlemen  about  what  is 
going  on  in  Washington. 


Dear  Doctor  Covey: 

I moved  to  Nebraska  approximately  two  years 
ago  and  everything  here  is  so  new  to  me  that 
I keep  making  delightful  discoveries  of  things 
that  I am  always  anxious  to  /tell  to  my  friends. 
However,  I assume  they  know  all  about  them 
if  they  have  lived  here  all  their  lives.  However, 
I was  suprised  to  find  a number  of  people  here 
in  Lincoln  who  had  not  heard  about  Fontenelle 
Forest.  It  might  be  that  some  of  the  doctors 
do  not  know  about  the  regular  Tuesday  Morn- 
ing Nebraska  Breakfast  which  is  held  in  the 
Family  Dining  Room  in  the  south  portion  of  the 
Capitol  Building  in  Washington  every  Tuesday 
when  Congress  is  in  session.  This  breakfast  is 
attended  by  both  of  our  Senators  and  by  our 
several  Congressmen.  All  interested  visitors  from 
the  State  of  Nebraska  are  cordially  invited  to 
have  breakfast  with  the  men  who  represent  us  in 
Washington  in  order  to  get  better  acquainted 
with  them  and  to  have  an  opportunity  to  discuss, 
personally,  the  various  potentiatlly  controversial 
issues  which  are  under  consideration. 

I would  not  know  about  this  myself  if  it  had 
not  been  my  great  good  fortune  to  attend  a dinner 
here  in  Lincoln  this  spring  at  which  the  Senator 
from  Arizona  mas  honored.  At  that  time,  I saw 
our  Senators  and  Congressmen.  After  seeing  them, 
I was  able  to  recognize  Senator  Hraska  when  he 
was  sitting  next  to  me  on  an  airplane  on  the^Way 
to  Washington.  I also  recognized  Congressman 
Beerman  in  the  Chicago  airport.  I am  rather  timid 
about  introducing  myself  to  famous  people,  but  I 
did  talk  to  both  of  these  eminent  gentlemen.  I 
received  some  unexpected  help  from  Congressman 
Beerman  with  regard  to  the  location  of  certain 
documents  prepared  by  the  Bureau  of  Standards 
which  I need  in  connection  with  a project  of  ours. 
During  the  course  of  my  very  pleasant  chat  with 
Congressman  Beerman,  he  invited  me  to  visit  his 
offices  and  see  the  tabulation  of  the  questionnaire 
which  he  had  recently  distributed.  It  was  at  this 
time  that  he  told  me  about  the  Tuesday  Morning 
Nebraska  Breakfast.  I have  not  been  able  to  at- 
tend as  yet  because  I have  not  been  to  Washington 
(since  that  meeting. 

The  reason  why  I pester  you  about  this  is  that 
it  occurs  to  me  that  physicians  are  taking  an  in- 
creasing interest  in  the  affairs  of  our  country  and 
should  actually  be  encouraged  not  just  to  worry 
about  things  that  attack  our  profession  but  to 
worry  more  about  the  American  way  of  life  in 
general.  The  only  way  in  which  we  can  expect  to 
get  responsible  government  is  to  elect  responsible 
people  to  represent  us.  Anything  we  can  do  to 
improve  our  familiarity  with  the  profession  of 
statesmanship  would  seem  to  be  helpful.  If  you 
think  that  the  doctors  in  our  state  society  are  gen- 
erally not  aware  of  these  Tuesday  Morning  Nebras- 
ka Breakfasts  and  would  like  to  be  told  about  them, 
it  is  possible  that  you  might  want  to  make  some 
type  of  editorial  comment  in  our  journal 

With  kindest  personal  regards, 

R.  C.  Pogge,  M.D., 

Medical  Director, 

Dorsey  Laboratories. 
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Medicine  in  the  News 

A clipping  from  the  Norfolk  Daily  News 
for  June  20,  1962,  was  sent  the  editor  by 
Doctor  George  Salter.  This  clipping,  under 
the  byline  of  Sue  Isaacson,  relates  the  case 
of  an  elderly  woman  who  stepped  on  a nail, 
later  became  ill,  but  did  not  report  to  her 
physician  for  about  two  weeks.  After  a 
stormy  illness  often  beset  by  doubt  as  to  her 
recovery  from  tetanus,  she  was  definitely 
on  the  mend.  An  interesting  feature  of  this 
news  item  was  that  it  brought  out  the  new- 
est therapeutic  agent  in  the  treatment  of 
this  dread  disease  — the  use  of  a decompres- 
sion chamber.  In  such  a chamber  oxygen 
content  of  the  blood  is  increased  under  pres- 
sure, and  the  organism  concerned  is  not  be- 
friended by  oxygen.  No  decompression 
chamber  was  available,  of  course,  so  the  pa- 
tient under  discussion  had  to  get  well  under 
standard  treatment. 


Human  Interest  Tales 

Dr.  Wallace  J.  Vnuk,  Fremont,  has  moved 
to  Denver  to  enter  practice  in  that  area. 

Dr.  Robert  P.  Heaney,  Omaha,  has  been 
named  to  the  National  Institute  of  Health. 

Dr.  Harold  A.  Ladwig,  Omaha,  was  re- 
elected president  of  the  Childrens  Memorial 
Hospital  Staff. 

The  Adams  County  Medical  Society  and 
Auxiliary  entertained  with  a dinner  dance 
at  its  annual  fun  day. 

Dr.  Harry  Russell  has  left  the  Bell  & Bell 
Clinic  in  York  and  is  now  associated  with  a 
medical  clinic  in  Grand  Island. 

Dr.  L.  A.  Hrnicek,  Bayard,  was  reelected 
president  of  the  West  Nebraska  General 
Hospital  Medical  Staff,  in  May. 

Dr.  Walter  Reiner,  Holdrege,  spoke  at  a 
Rotary  club  luncheon,  with  his  topic  being 
the  King-Anderson  or  “Medicare”  Bill. 

Dr.  Charles  F.  Moon,  Omaha,  received  the 
Gold  Award  from  the  National  Grand  Chap- 
ter of  Phi  Rho  Sigma  medical  fraternity. 

Dr.  and  Mrs.  R.  P.  Luce,  Fairbury,  were 
in  Denver  where  Dr.  Luce  attended  the 
Western  and  National  Heai*t  Conference. 

Dr.  Charles  W.  Hickey,  Bennington,  was 
honored  for  his  57  years  of  service  in  the 


communitv  with  the  dedication  of  “Hiekev 
Field.” 

Dr.  Gordon  Gibbs,  Omaha,  spoke  at  a 
Project  CHAP  meeting  on  the  topic,  “Dia- 
betes, problems  to  be  expected  and  help  in 
solving  them.” 

Dr.  .J.  P.  Hahn,  Hartington,  announced 
his  intentions  to  discontinue  the  practice  of 
medicine  as  of  July  1,  after  practicing  in 
that  town  since  1940. 

Dr.  Bruce  Claussen,  president  of  the  Lin- 
coln County  Medical  Society,  spoke  to  the 
North  Platte  Jaycees  concerning  the  im- 
portance of  Sabin  Oral  vaccine. 

A 130-thousand-dollar  building  permit 
has  been  isued  to  the  Park  Lane  Center,  Inc., 
for  the  first  of  several  medical-dental  build- 
ings to  be  constructed  in  Omaha. 

Dr.  W.  0.  Brown,  pathologist  at  West  Ne- 
braska General  Hospital,  gave  his  views  on 
the  King-Anderson  Bill  at  a Cosmpolitan 
Club  luncheon  at  Scottsbluff  in  June. 

Dr.  Robert  A.  Brooks,  Diplomate  of  the 
American  Board  of  Pathology,  has  become 
an  associate  of  Drs.  Tanner,  Miller,  and 
Papenfuss  in  the  practice  of  clinical  and 
pathologic  anatomy,  in  Lincoln. 

With  the  graduation  of  Dr.  Frederick 
Franklin  Teal  there  are  now  three  genera- 
tions in  the  medical  profession,  Dr.  Freder- 
ick Franklin  Teal  the  father  and  Dr.  F.  F. 
Teal  the  grandfather,  now  retired. 

Dr.  J.  M.  F.  Heuman,  Omaha,  attended 
the  50th  anniversary  of  his  class  at  Rush 
Medical  College  of  the  University  of  Chi- 
cago on  June  7.  On  Friday  evening,  Dr. 
Morris  Fishbein  entertained  the  class  at  a 
banquet  at  the  Palmer  House. 


Announcements 

Share  Your  Medical  Journals — 

The  doctors  of  the  U.S.A.  are  being  asked 
to  send  their  medical  journals  — after  they 
have  read  them  — to  colleagues  overseas 
(Asia,  Latin  America  and  Africa)  who 
wish  to  have  access  to  current  medical  liter- 
ature but,  either  because  of  currency  regu- 
lations or  actual  cost  involved,  cannot  them- 
selves subscribe  to  medical  periodicals.  We 
can  supply  you  with  the  name,  address  and 
medical  specialty  of  doctors  in  these  areas 
who  would  be  happy  to  receive  these  much- 
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wanted  journals,  particularly  specialty  jour- 
nals. This  is  a direct  Doctor-to-Doctor  pro- 
gram which  is  being  promoted  by  the  United 
States  Committee  of  The  World  Medical  As- 
sociation to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in 
this  program  will  be  greatly  appreciated 
and  your  contact  with  these  colleagues  in 
other  countries,  we  can  assure  you,  will 
prove  very  gratifying.  If  you  wish  to  par- 
ticipate in  this  program,  send  your  name, 
address  and  titles  of  journals  you  will  con- 
tribute to  United  States  Committee,  The 
World  Medical  Association,  10  Columbus 
Circle,  New  York  19,  N.Y. 

American  College  of  Postgraduate 
Studies  Formed — 

The  American  College  of  Postgraduate 
Studies,  chartered  March  30,  1961,  has  offi- 
cially opened  its  roster  to  applicants  for 
Founder  Fellowship.  The  College  is  the 
first  University  Without  Walls  dedicated  to 
postgraduate  medical  education. 

Its  objectives  include : 

1.  To  unite  in  one  postgraduate  teaching 
association  those  who  are  engaged  in 
the  practice  of  medicine  and  surgery. 

2.  To  advance  the  practice  and  study  of 
all  branches  of  medicine  and  surgery. 

3.  To  stimulate  and  encourage  research 
and  postgraduate  studies  in  all 
branches  of  medicine  and  surgery. 

4.  To  promote  the  practical  application 
of  all  recent  advances  in  medicine  and 
surgery,  and  to  help  correlate  clinical 
and  experimental  studies. 

5.  To  provide  regular  postgraduate 
teaching  seminars. 

6.  To  edit  and  publish  a Journal  and 
textbooks  prepared  by  members  of  the 
College,  and  others,  for  the  advance- 
ment of  postgraduate  teaching  in 
medicine  and  surgery. 

The  Founding  Governors  of  the  College 
will  be  elected  from  among  the  Founder 
Fellows.  Those  physicians  who  are  inter- 
ested in  affiliating  with  the  College,  or  ob- 
taining further  information,  may  communi- 
cate with  the  Executive  Officer,  Alfred  J. 
Cantor,  M.D.,  147-41  Sanford  Avenue, 
Flushing,  Long  Island,  New  York,  or  Don- 
ald C.  Collins,  M.D.,  Treasurer,  7046  Holly- 
wood Boulevard,  Hollywood,  California. 


Announce  Postgraduate  Courses  for 
Physicians — 

A schedule  of  15  postgraduate  courses 
to  be  presented  throughout  the  country  dur- 
ing 1962-63  has  been  announced  by  The 
American  College  of  Physicians. 

Averaging  five  days  in  duration,  the  con- 
centrated courses  are  part  of  the  A. C. P.’s 
postgraduate  program  which  is  aimed  at 
providing  practicing  physicians  with  current 
information  on  internal  medicine  and  related 
specialties. 

According  to  Edward  C.  Rosenow,  Jr., 
M.D.,  Philadelphia.  Pa.,  Executive  Director 
of  The  American  College  of  Physicians,  the 
1962-63  series  of  courses,  which  marks  the 
24th  since  the  program  was  inaugurated,  is 
expected  to  attract  more  than  1300  special- 
ists from  the  United  States  and  Canada. 

“The  postgraduate  courses  help  the  Col- 
lege to  discharge  one  of  its  major  responsi- 
bilities — that  of  maintaining  and  advancing 
the  highest  possible  standards  in  medical 
education,”  Dr.  Rosenow  pointed  eout. 
“Through  them  we  are  making  an  effort  to 
bridge  the  gap  between  scientific  discoveries 
and  patient  care.” 

The  1962-63  courses  and  their  directors 
are: 

October  1-5  — “Difficult  Contemporary  Problems 
in  Internal  Medicine,”  University  of  Oregon 
Medical  School,  Portland,  Ore.  Co-Directors: 
Howard  P.  Lewis,  M.D.,  F.A.C.P.,  and  Daniel  H. 
Labby,  M.D.,  F.A.C.P. 

October  1-5  — “Basic  Mechanisms  in  Internal 
Medicine,”  Medical  College  of  Virginia  School 
of  Medicine,  Richmond,  Va.  Director:  W.  T. 
Thompson,  Jr.,  M.D.,  F.A.C.P.;  Co-Directors: 
Charles  M.  Caravati,  M.D.,  F.A.C.P.,  and 

Kinloch  Nelson,  M.D.,  F.A.C.P. 

October  8-12  — “Advances  in  the  Medical  Aspects 
of  Cancer,”  Memorial  Hospital,  Memorial  Sloan- 
Kettering  Cancer  Center,  New  York,  N.Y.  Co- 
Directors:  Rulon  W.  Rawson,  M.D.,  F.A.C.P., 
W.  P.  Laird  Myers,  M.D.,  F.A  C.P. 

October  15-19:  “Biologic  Foundations  for  the 

Medicine  of  Tomorrow,”  The  University  of  Wis- 
consin Medical  School,  Madison,  Wis  Co-Direc- 
tors: Karver  L.  PUestow,  M.D.,  F.A.C.P.,  Ovid 

O.  Meyer,  M.D.,  F.A.C.P.,  and  John  LeRoy 
Sims,  M.D.,  F.A.C.P. 

October  29  - November  2 — “The  Rheumatic  Dis- 
eases — Pathology,  Diagnosis  and  Treatment,” 
Robert  B.  Brigham  Hospital  and  Peter  Bent 
Brigham  Hospital,  Boston,  Mass.  Director: 
Theodore  B.  Bayles,  M.D.,  F.A.C  P.;  Associate 
Directors:  George  F.  Cahill,  Jr.,  M.D.,  Arthur 

P.  Hall,  M.D.,  and  J.  Peter  Kulka,  M.D. 

November  13-17  — “Endocrinology  and  Metabol- 
ism,” The  Johns  Hospkins  Hospital,  Baltimore, 
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Md.  Directors:  Samuel  P.  Asper,  Jr.,  M.D., 
F.A.C.P. 

December  3-7  — “Psychiatry  for  the  Internist,” 
University  of  Southern  California  School  of 
Medicine,'  Los  Angeles,  Calif.  Director:  Phil 
R.  Manning,  M.D.  (Associate). 

January  21-25  — “Diseases  of  the  Blood  Vessels 
and  Problems  of  Thromboembolism  — Diag- 
nosis and  Treatment,”  Cornell  University  Med- 
ical College  and  The  New  York  Hospital,  New 
York,  N.Y.  Director:  Irving  S.  Wright,  M.D., 
F.A.C.P.;  Associate  Director:  William  T.  Foley, 

M. D.,  F.A.C.P. 

February  11-15  — “Modern  Physiological  Concepts 
of  Cardiovascular  Disease,”  Presbyterian  Med- 
ical Center,  San  Francisco,  Calif.  Director: 
Arthur  Selzer,  M.D.,  F.A.C.P. 

March  4-8  — “Physical  Methodology  in  Medical 
Research,”  Massachusetts  Institute  of  Tech- 
nology, Cambridge,  Mass.  Co-Directors:  Al- 
bert 0.  Seeler,  M.D.,  F.A.C.P.,  and  Professor 
Kurt  Lion. 

March  18-23  — “Recent  Advances  in  Cardiovascu- 
Disease,”  The  Mount  Sinai  Hospital,  New  York, 

N. Y.  Director:  Charles  K.  Friedberg,  M.D., 
F.A.C.P. 

May  20-24  — “Physiological  Aspects  of  Cardio- 
pulmonary Disease,”  Indiana  University  Medi- 
cal Center,  Indianapolis,  Ind.  Director:  John 
B.  Hickam,  MD.,  F.A.C.P.;  Co-Director:  Jo- 
seph C.  Ross,  M.D. 

June  10-14  — “Current  Topics  in  Internal  Medi- 
cine,” State  University  of  Iowa,  Iowa  City,  la. 
Director:  William  B.  Bean,  M.D.,  F.A.C.P.;  As-, 
sociate  Director:  Ernest  O.  Theilen,  M.D., 
F.A.C.P. 

June  24-28  — “Internal  Medicine  — Current  Physi- 
ological Concepts  in  Diagnosis  and  Treat- 
ment,” University  of  Cincinnati  College  of 
Medicine,  Cincinnati,  Ohio.  Director:  Richard 
W.  V i 1 1 e r,  M.D.,  F.A.C.P. ; : Co  - Directors 
Charles  E.  Kiely,  M.D.,  and  John  F.  Braun- 
stein,  M.D.,  F.A.C.P. 

June  24-28  — “The  Psychosomatic  Illnesses,”  Uni- 
versity of  Colorado  Medical  Center,  Denver, 
Colo.  Director:  Herbert  S.  Gaskill.  M.D., 

F.A.C.P. 


Complete  Medical  Record  Can  Be  Carried 
In  Pocket  or  Purse — 

Life  Service  Record,  a new  nation-wide 
service  for  doctors  to  offer  to  their  patients, 
offers  the  first  solution  to  one  of  the  major 
medical  problems  inherent  in  our  highly 
mobile  society.  The  “medical  stranger”  vis- 
iting a distant  city  for  business  or  pleasure 
can  be  treated  with  greater  accuracy  and 
dispatch  if  he  carries  Life  Service  Record. 
Up  to  four  pages  of  medical  data,  including 
electrocardiogram,  are  reduced  to  microfilm 
and  encased  in  a durable,  confidential 
plastic  card  to  fit  the  wallet.  Under  or- 
dinary circumstances  this  information  is 
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available  only  to  the  doctor  who  prepares 
the  summary  and  the  doctor  attendant  at  an 
emergency. 

The  need  for  medical  identification  has 
been  recognized  as  a problem  by  many, 
and  there  have  been  previous  attempts  at  its 
solution.  The  tags  and  bracelets  which  iden- 
tify the  diabetic  and  the  allergic  person 
cannot  provide  the  information  in  depth 
that  the  physician  needs  in  an  emergency. 
Ideally,  the  patient  should  be  able  to  sup- 
ply historical  detail,  but  often  they  are  un- 
able to  do  so  because  they  are  unconscious, 
in  acute  distress,  or  they  simply  do  not 
know. 

The  application  of  this  service  to  the  pa- 
tient who  has  been  rehabilitated  after  an 
acute  coronary  episode  is  obvious ; two 
pages  of  history  and  previous  physical  and 
laboratory  findings  and  a 12-lea.d  electro- 
cardiogram would  certainly  put  the  doctor 
treating  him  in  a strange  city  in  a much 
more  acute  diagnostic  and  therapeutic  posi- 
tion. Similarly,  consider  the  patient  with 
previous  surgery  and  a right  lower  quad- 
rant scar.  There  are  cases  in  which  abdom- 
inal pain  could  be  fatal  unless  it  were  known 
that  the  RLQ  scar  did  not  mean  that  the 
appendix  was  out.  Address:  Life  Service, 
Inc.,  700  So.  Main,  Spring  Valley,  N.Y. 


U.S.  Public  Health  Service  Stockpiles 
Wyeth  Oral  Vaccine  to  Fight  Possible 
Polio  Epidemics — 

Four  and  a half  million  doses  of  live  oral 
polio  vaccine  have  been  purchased  from 
Wyeth  Laboratories  for  emergency  use  by 
the  United  States  Public  Health  Service. 

The  vaccine  will  be  stockpiled  at  Wyeth’s 
biological  laboratories  at  Marietta,  Pa., 
where  it  will  be  held  in  reserve  for  use  in 
the  study  and  control  of  polio  epidemics. 

Surgeon  General  Luther  L.  Terry,  who 
has  announced  that  the  emergency  vaccine 
is  available  upon  request  by  public  health 
authorities,  indicates  that  the  reserve  supply 
may  be  called  upon  with  the  occurrence  of  a 
relatively  small  number  of  cases. 

The  decision,  the  Surgeon  General’s  of- 
fice says,  will  be  up  to  the  local  health  offi- 
cer. As  few  as  three  cases  within  a month, 
of  which  two  have  been  confirmed  by  lab- 
oratory analysis,  will  be  sufficient  to  per- 
mit use  of  the  epidemic  reserve.  In  such 
circumstances,  the  local  health  officer  can 
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request,  through  his  state’s  department  of 
health,  enough  vaccine  to  conduct  a mass 
immunization  campaign  as  a preventive 
measure  in  his  community.  In  each  cam- 
paign, Public  Health  authorities  will  study 
the  effectiveness  of  the  vaccines  in  prevent- 
ing the  spread  of  the  disease. 

All  of  the  three  types  of  the  vaccine  need- 
ed to  provide  immunity  against  polio  are 
included  in  the  new  Public  Health  Service 
stockpile,  with  1.5  million  doses  each  of 
Types  I,  II,  and  III. 


News  and  Views 

Blue  Shield  Marches  On — 

More  than  49,250,000  persons  were  en- 
rolled in  the  74  Blue  Shield  Plans  located  in 
North  America  as  of  March  31,  1962,  the 
National  Association  of  Blue  Shield  Plans 
announced  recently.  Total  membership  in 
these  nationwide  medical  - surgical  Plans 
reached  49,252,622  at  the  end  of  March,  as 
a result  of  a net  gain  of  130,458  new  mem- 
bers during  the  first  three  months  of  1962. 

Blue  Shield  now  covers  one  out  of  every 
four  Americans,  and  more  than  15  per  cent 
of  the  total  Canadian  population. 

The  national  association  also  reported 
that  13  Blue  Shield  Plans  have  enrolled  more 
than  40  per  cent  of  the  population  in  the 
areas  they  serve.  Among  them,  the  District 
of  Columbia  Blue  Shield  Plan  has  enrolled 
four  out  of  every  five  residents  in  that  area ; 
Rhode  Island  Blue  Shield  has  nearly  68  per 
cent  of  that  state’s  population  covered ; 
Rochester,  N.Y.,  has  66  per  cent  of  its  area 
enrolled;  and  the  Delaware  Plan  has  more 
than  61  per  cent  of  the  state  enrolled. 

Where  Nebraska  Stands — 

Doctor  J.  Arthur  Meyers,  Chairman, 
Committee  on  Tuberculosis,  American 
School  Health  Association,  has  stated: 

“Only  nine  states  provide  their  school 
children  with  tuberculosis  screening  pro- 
grams which  fully  meet  the  Association’s 
standards  ...” 

The  nine  states  mentioned  do  not  include 
Nebraska.  According  to  the  data  given  on 
page  28,  of  “A  Compendium  of  State  Regu- 
lations Concerning  Tuberculosis  Screening 
of  School  Children,”  we  find  the  following: 
“NEBRASKA  — We  have  no  state  regula- 


tion prescribing  this  specific  screening  of 
children.  The  State  Health  Department, 
local  Health  Department  or  specialist  in  the 
Tuberculosis  Asociation  might  advise  a local 
board  of  education  on  recommended  screen- 
ing programs.  This  usually  is  established 
as  a given  school  regulation  or  proce- 
dure.” . . . 

Doctor  Meyers  reported,  during  the  same 
talk,  that  nearly  250  children  under  14 
years  of  age  were  killed  by  tuberculosis  and 
several  thousand  were  disabled  by  the  dis- 
ease in  the  United  States  last  year. 

Physicians  Leaving  Saskatchewan — 

From  the  Newsletter  of  the  National  As- 
sociation of  Blue  Shield  Plans  we  take  the 
following: 

“Almost  every  physician  in  Saskatchewan, 
Canada,  has  gone  on  record  as  opposing  the 
province’s  government  - sponsored  medical 
care  program,  according  to  Doctor  N.  Bruce 
McCannel,  of  Regina,  Saskatchewan. 

“Dr.  McCannel  recently  addressed  a sym- 
posium of  the  Ramsel  County  (Minnesota) 
Medical  Society  and  attacked  the  compul- 
sory program,  emphasizing  that  physicians 
will  continue  to  bill  their  patients  in  hopes 
of  being  paid,  while  at  the  same  time  refus- 
ing to  accept  fees  from  the  government. 
He  indicated  that  physicians  will  leave  the 
province  if  they  are  forced  into  financial 
crisis  by  the  government. 

“According  to  Dr.  McCannel,  about  25 
per  cent  of  the  province’s  physicians  have 
already  moved  out  or  are  planning  to  do  so 
in  the  near  future.” 

This  is  a form  of  “striking”  that  doctors 
can  do  and  have  done. 

Foreign  Physicians  Studying  Here 
Under  the  Lilly  Grants — 

Fourteen  foreign  physicians  who  are 
studying  for  one  year  in  the  United  States 
under  the  auspices  of  Eli  Lilly  and  Com- 
pany’s International  Fellowship  Program 
recently  paid  a two-day  visit  to  the  pharma- 
ceutical company. 

The  physicians  were  shown  Lilly’s  re- 
search and  production  operations.  They 
also  visited  the  Lilly  Laboratory  for  Clin- 
ical Research  at  Marion  County  General 
Hospital  and  the  Lilly  Biological  Labora- 
tories at  Greenfield,  Indiana. 
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Since  the  Lilly  fellowship  program  was 
founded  in  1945,  more  than  130  physicians 
from  thirty-one  nations  have  come  to  this 
country  to  study  their  medical  specialties 
in  leading  hospitals  and  universities.  They 
have  then  returned  to  their  home  countries 
to  pass  on  their  knowledge  and  help  raise 
teaching  and  research  standards. 

This  year’s  group  of  physicians  came 
from  Argentina,  Australia,  Brazil,  Chile, 
Colombia,  Cuba,  England,  Ireland,  Hon- 
duras, Mexico,  Panama,  Puerto  Rico,  and 
South  Africa. 


Home  Care  Programs  Found  Feasible — 

Small  hospitals  can  provide  their  small 
communities  with  home  care  programs,  an 
experimental  study  in  Michigan  indicates. 

Reported  in  the  June  16  issue  of  Hos- 
pitals, Journal  of  the  American  Hospital 
Association,  the  program  was  set  up  in  late 
1960  by  the  75-bed  Sheldon  Memorial  Hos- 
pital, which  serves  23,000  persons  in  and 
near  Albion,  Mich.,  and  the  Calhoun  County 
Health  Department. 

The  majority  of  home  care  programs,  in 
which  services  generally  provided  in  the 
hospital  are  given  at  home,  have  been  in 
metropolitan  areas  and  have  usually  been 
limited  to  special  population  groups,  accord- 
ing to  John  R.  Griffith,  assistant  professor. 
School  of  Business  Administration,  Univer- 
sity of  Michigan,  Ann  Arbor. 

In  the  Albion  experiment,  however,  ad- 
mission policies  were  broad,  with  private 
and  indigent,  short-term  and  long-term,  and 
young  and  old  being  admitted.  In  addition, 
patients  could  enter  the  program  directly 
from  home,  from  other  hospitals,  and  from 
nursing  homes. 

Even  with  the  broad  policies,  the  pro- 
gram still  covered  primarily  persons  with 
long-term  illness  and  those  past  65  years 
of  age.  It  was  said,  however,  that  altera- 
tions in  this  pattern  can  be  expected  as  Al- 
bion physicians  become  more  familiar  with 
the  program  and  see  its  value  in  the  treat- 
ment of  short-term  illness. 

The  program  was  set  up  with  the  Cal- 
houn County  Department  of  Health  provid- 
ing the  nursing  care  through  its  public 
health  nurses,  and  the  hospital  providing 
the  central  direction.  The  hospital  also 
provided  occupational  and  physical  therapy, 


dietary  and  housekeeping  services,  labora 
tory  tests,  and  other  hospital  services.  The 
use  of  public  health  nurses  allowed  for  in- 
tegration of  the  home  care  services  with 
their  usual  public  health  nursing  duties. 

The  cost  of  operating  the  program  was 
relatively  high,  but  the  first  year  indicated 
some  ways  in  which  costs  can  be  reduced. 
It  was  underwritten  by  the  Kellogg  Founda- 
tion and  the  Michigan  State  Department  of 
Health.  One  of  the  big  problems  is  the  re- 
luctance of  several  important  health  insur- 
ance carriers  to  participate  in  the  program; 
however,  with  more  coverage  by  these  com- 
panies and  with  governmental  support  for 
indigent  and  medically  indigent  patients, 
the  financial  aspects  will  improve,  Mr.  Grif- 
fith said. 

The  pilot  study  has  shown  clearly  that  a 
“program  can  be  made  available  in  a small 
community  by  a smaller  hospital’’  and  that 
the  community  can  finance  such  a program. 
Further  studies  will  be  aimed  at  estimating 
the  impact  of  home  care  on  the  need  for 
hospital  and  other  institutional  facilities,  at 
finding  ways  to  reduce  cost,  and  at  working 
out  agreements  with  third-party  payers. 


4,578  Blood  Banks  Described  in 
New  Directory — 

Greater  proportionate  use  of  packed  red 
cells  and  plasma,  two  major  components  of 
whole  blood,  is  revealed  in  a new  Directory 
of  Blood  Transfusion  Facilities  and  Services 
released  recently  by  the  Joint  Blood  Council 
of  Washington,  D.C. 

The  4578  listed  blood  handling  institu- 
tions include  hospitals,  Red  Cross  and  com- 
munity blood  banks  which  collected  over  six 
million  units  during  1961.  There  were 
4,216,861  units  transfused.  The  previous 
directory  two  years  ago  reported  3.623,432 
transfusions  from  3779  listed  facilities. 

Included  also  in  the  1962  directory  are  the 
central  and  regional  consultative  reference 
laboratories  of  the  American  Association  of 
Blood  Banks,  the  committees  on  blood  of 
state  medical  societies,  and  state  blood  bank 
associations.  Names  and  addresses  of  cor- 
responding officials  are  provided  in  this 
section. 

The  attractively  designed  and  bound  book 
contains  no  advertising.  It  is  available  at 
$5.00  prepaid  from  the  Joint  Blood  Coun- 
cil, 1500  Massachusetts  Avenue,  N.W., 
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Washington  5,  D.C.  Another  directory  will 
not  be  issued  for  at  least  two  years. 

Review  of  Drugs — 

Detailed  information  on  544  new  single 
chemical  entities  .introduced  in  the  past  two 
decades  and  on  the  United  States  market  to- 
day, is  contained  in  Review  of  Drugs,  19  fl- 
1961.  The  50-page  compendium,  the  first 
of  its  kind  anywhere,  was  released  June  29 
by  the  Pharmaceutical  Manufacturers  Asso- 
ciation of  Washington,  D.C. 

The  544  drugs  are  listed  in  35  therapeu- 
tic classifications,  and  more  than  70  Ameri- 
can firms  are  specifically  identified  as  or- 
iginators of  more  than  60  per  cent  of  the 
drugs.  U.S.  firms  additionally  developed 
and  marketed  about  95  per  cent  of  the  total. 

Information  given  for  each  entry  reveals 
to  a large  extent  the  depth  and  scope  of  re- 
search and  development  work  preceding  in- 
troduction of  new  pharmaceutical  products. 
In  addition  to  introducer’s  trademark  and 
generic  name,  the  Review  of  Drugs  names 
the  originator  and  date  of  origination  where 
known,  the  developer  and  date  marketed, 
patent  number  or  information  on  patent 
status  where  available. 

The  tabulation  resulted  from  a study  ini- 
itally  undertaken  by  a special  committee  of 
P.M.A.’s  Research  and  Development  Sec- 
tion. It  was  later  substantially  expanded 
and  reviewed  by  Paul  de  Haen,  drug  in- 
dustry consultant.  Information  was  ob- 
tained or  verified  from  official  government 
and  trade  listings,  records  of  manufactur- 
ers, medical  and  trade  publications,  previous 
de  Haen  studies,  individual  inquiries  and  a 
variety  of  other  sources. 

Of  the  544  single  chemical  entity  drugs, 
U.S.  patents  have  been  issued  for  340,  and 
patents  are  pending  on  43.  Ten  European 
patents  are  listed.  The  United  States  is 
listed  as  point  of  origination  for  339  of  the 
drugs,  314  by  individual  companies  and  25 
by  governmental  and  institutional  groups. 
Other  major  countries  or  origination  are 
Switzerland,  45;  Germany,  30;  United  King- 
dom, 21 ; and  France,  16.  Five  or  more 
drugs  each  are  also  listed  for  Mexico,  Swed- 
en, Denmark,  The  Netherlands,  and  Bel- 
gium. 

Specific  areas  of  pharmaceutical  research 
progress  are  pinpointed  by  an  analysis  of 
the  Review  of  Drugs  product  classes.  The 


largest  category,  anti-infectives,  contains 
100  new  drugs  listed  in  10  therapeutic  divi- 
sions. Other  major  categories  are  hor- 
mones, 52  entries ; cardiovascular  prepara- 
tions, 49  entries ; and  gastro-intestinal  prep- 
arations, 43  entries. 

Conversely,  areas  where  scientists  have 
made  lesser  advances  in  the  conquest  of 
disease  are  indicated.  Only  five  new  drugs 
are  listed  for  cough  and  cold  preparations 
and  nasal  decongestants,  and  only  11  are 
listed  for  cancer  chemotherapy. 

The  Review  of  Drugs  does  not  attempt  to 
detail  the  merits  of  each  drug  nor  assess 
its  impact  on  the  nation’s  health.  Some 
estimate  of  the  value  of  these  544  new  drugs 
in  the  hands  of  American  physicians  today 
is  indicated,  however,  by  the  fact  that  the 
therapeutic  clasifications  cover  virtually 
every  area  of  human  suffering. 

(Copies  of  the  survey  are  available  from 
the  Public  Information  Office,  Pharmaceu- 
tical Manufacturers  Association,  1411  K 
Street,  N.W.,  Washington,  D.S.). 

Our  Physicians  Population — 

The  Physician  Population  of  the  United 
States  and  its  possessions  increased  by 
about  4,500  in  1961,  the  American  Medical 
Association  recently  reported. 

A total  of  8,023  first  licenses  to  practice 
medicine  and  surgery  were  isued  in  1961. 
Since  approximately  3,500  physicians  died 
during  the  year,  the  physician  population 
increased  by  about  4,500,  compared  with  a 
net  gain  of  about  4,330  in  1960. 

Of  8,714  applicants  for  licensure  by  writ- 
ten examination,  7,650  passed,  while  1,064 
(12.2  per  cent)  failed,  the  A.M.A.  reported. 

Statistics  were  also  reported  on  the  Edu- 
cational Council  for  Foreign  Medical  Gradu- 
ates, founded  in  1957  to  certify  that  foreign 
physicians  entering  the  United  States  had 
an  education  equivalent  to  that  of  graduates 
of  approved  medical  schools  in  this  country. 

The  Council,  which  has  held  eight  Qualifi- 
cation examinations  for  foreign  medical 
graduates,  said  the  “net  effect”  of  the 
E.C.F.M.C.  certification  plan  has  been  not 
to  restrict  but  rather  to  increase  both  the 
number  and  the  quality  of  foreign  medical 
graduates  coming  to  the  United  States  for 
graduate  training  in  the  hospitals. 

In  1961,  more  than  3,600  foreign  medical 
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graduates  were  qualified  directly  from 
abroad  by  the  E.C.F.M.G.,  the  Council  indi- 
cated. The  number  of  foreign  medical  grad- 
uates taking  the  E.C.F.M.G.  examination 
abroad  is  now  greater  than  the  number  tak- 
ing it  in  the  United  States.  (From  Nation- 
al Blue  Shield  Newsletter,  July,  1962). 

Michigan  Poll  on  Social  Security — 

The  1961  House  of  Delegates  of  the 
Michigan  State  Medical  Society  authorized 
the  poll  of  the  membership  regarding  their 
opinions  on  Social  Security  coverage  for 
physicians. 

A news  item  in  the  Journal  of  the  Michi- 
gan State  Medical  Society  describes  the  re- 
sults of  the  poll  as  conducted  by  a research 
specialist.  From  the  total  membership  of 
6775  members,  usable  returns  were  received 
from  5520  members  or  81.5  per  cent  of  the 
membership.  The  pool  was  anonymous  and 
without  follow-up,  and  thus  was  considered 
a remarkably  high  percentage  of  return. 

Tabulation  of  the  results  for  the  member- 
ship as  a whole  indicated  a very  high  pro- 
portion of  the  membership  was  in  favor  of 
voluntary  participation  in  Social  Security. 
More  than  8 out  of  10  members  took  this 
view.  A somewhat  lesser  proportion  but  7 
out  of  10  were  against  making  participa- 
tion compulsory.  Jn  neither  instance  was 
more  than  1 out  of  10  undecided. 

The  questionnaire  included  information 
regarding  the  extent  to  which  the  profession 
is  presently  contributing  to  Social  Security. 
It  was  shown  that  1321  of  the  respondents, 
or  about  24  per  cent  currently  do.  About 
two-thirds  of  those  now  contributing  to  So- 
cial Securiy  had  5 years  or  less  of  partici- 
pation. Some  of  these  respondents  indicat- 
ed that  they  had  gathered  some  period  of 
coverage  while  serving  with  the  Armed 
Services. 

To  a statisticaly  significant  degree,  those 
who  are  currently  contributing  to  Social 
Security  are  more  favorable  to  voluntary 
participation.  Also,  those  currently  con- 
tributing to  Social  Security  are  slightly 
more  against  compulsory  participation  than 
those  not  currently  contributing.  The  data 
indicated  that  the  longer  the  individual  has 
participated,  the  more  favorable  he  is  to- 
ward voluntary  participation. 

The  question  of  the  relationship  of  opin- 
ion on  participation  to  the  age  of  the  re- 


spondent was  examined.  There  was  little 
difference  in  opinion  on  the  matter  of  vol- 
untary participation  among  the  different 
age  groups.  There  is  a sharp  and  statistic- 
ally significant  difference  in  opinion  toward 
compulsory  participation.  Although  no  age 
group  favored  compulsory  participation, 
the  proportion  favoring  such  compulsion  in- 
creased significantly  up  to  the  65  and  over 
age  group.  Only  7 per  cent  of  those  in  the 
youngest  age  group  favored  compulsory  par- 
ticipation and  a quarter  of  those  past  65 
years  favored  a compulsory  approach. 

A.M.A.  Department  of  Medicine 
and  Religion — 

“How  to  provide  better  health  care  for 
‘the  whole  man.’  That  is  the  chief  concern 
of  our  new  department.”  This  is  the  Rev. 
Dr.  Paul  B.  McC  leave’s  definition  of  the 
American  Medical  Association’s  new  Depart- 
ment of  Medicine  and  Religion  which  he 
heads. 

Described  in  The  Pennsylvania  Medical 
Journal,  the  department  was  opened  last 
September  with  the  goal  of  encouraging 
closer  relationship  between  physicians  and 
clergymen  in  patient  care. 

Dr.  McCleave  states  that  the  best  patient 
care  is  achieved  when  physicians  and  clergy- 
men are  able  to  share  mutual  concern  for 
the  patient  and  when  each  contributes  his 
special  talents  to  the  patient’s  problem. 

Terminal  illness  is  an  excellent  example 
of  an  area  in  which  the  clergy  can  be  of 
particular  help  to  physicians. 

The  new  department  will  foster  close 
physician-clergy  relationships  through  pro- 
grams carried  out  on  the  local  medical  so- 
ciety level  and  tailored  to  fit  local  needs. 

Dr.  McCleave  is  currently  working  with 
medical  society  leaders  and  physicians  in 
nine  states  where  pilot  programs  will  be 
launched.  These  states,  chosen  as  a repre- 
sentative cross-section  of  the  entire  nation, 
are:  Arizona,  Georgia,  Iowa,  Maryland, 

Montana,  New  York,  Ohio,  Texas,  and  Utah. 

Dr.  McCleave  lists  two  other  key  func- 
tions of  his  department : 

— The  encouragement  of  closer  relations 
between  pastors  and  physician  members 
of  their  churches  to  discuss  health  and 
spiritual  programs. 

— The  preparations  of  articles  and  edi- 
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torials  for  the  medical  and  religious 
press.  Early  articles  will  seek  to  de- 
fine the  patient’s  total  health  needs  and 
point  up  the  philosophy  of  “the  whole 
man.” 

Dr.  McCleave  says  his  department  also 
plans  close  liaison  with  hospital  chaplains, 
mental  health  authorities,  and  pastoral  clin- 
ical training  centers,  furnishing  any  as- 
sistance it  can.  Similar  liaison  is  planned 
in  the  area  of  medical,  theological,  and 
nursing  school  curriculums. 

Cost  of  Medical  Care — 

An  American  Medical  Association  book- 
let has  just  been  updated  and  is  being  of- 
fered now  to  help  physicians  explain  to  pa- 
tients how  some  of  the  spectacular  tech- 
niques in  medicine  will  help  Americans  live 
longer  and  get  more  from  their  health  dol- 
lars. 

Titled  “The  ? Cost  of  Medical  Care  (1940- 
1960),”  the  booklet  points  out  the  follow- 
ing: 

— A child  born  today  can  expect  to  live 
seven  years  longer  than  one  born  20 
years  ago. 

— Today  new  antibiotic  drugs  prevent 
pneumonia  that  used  to  kill  one  of  every 
three  or  four  persons  it  attacked. 

— Low-cost  vaccines  today  can  protect 
you  against  much  serious  illness. 

— The  average  stay  in  a hospital  today 
for  an  appendectomy  is  51/2  days, 
whereas  20  years  ago  it  would  have 
been  at  least  14  days. 

Another  important  factor  brought  out  in 
this  16-page  cartoon-style  bookelt  is  that 
physicians’  fees  have  not  risen  as  much  as 
the  prices  of  many  other  goods  and  services. 
Between  1940  and  1960  doctors’  fees  rose 
only  95  per  cent. 

All  medical  costs  are  up  115  per  cent  since 
1940,  the  booklet  says,  but  food  prices  are 
up  150  per  cent,  public  transportation  has 
increased  145  per  cent,  and  men’s  haircuts 
are  up  233  per  cent. 

To  help  pay  for  today’s  super-medical 
care,  Americans  are  buying  more  and  more 
voluntary  health  insurance.  Latest  statis- 
tics from  the  Health  Insurance  Institute 
show  that  for  last  year  75  per  cent  of  all 
Americans  and  more  than  53  per  cent  of 
those  over  65  carry  health  insurance. 


You  may  be  asked  quite  frequently  about 
various  aspects  of  medical  care  and  health 
insurance.  This  little  booklet  will  give  you 
many  of  the  answers  you  will  need.  If  you 
would  like  to  have  copies  for  distribution  in 
your  office,  write  to  Special  Service  Depart- 
ment, A.M.A.,  535  N.  Dearborn  St.,  Chi- 
cago 10,  111.  — The  Pennsylvania  Medical 
Journal. 


News  From  Our  Medical  Schools 

Continuing  Grants  Support  Study  of 
Anatomical  Sciences — 

The  National  Institutes  of  Health  of  the 
United  States  Public  Health  Service  has 
awarded  the  University  of  Nebraska  Col- 
lege of  Medicine  a $15,656  continuation 
grant  for  the  support  of  its  graduate  train- 
ing program  in  the  anatomical  sciences. 
John  S.  Latta,  Ph.D.,  professor  of  anatomy, 
will  direct  the  program. 

The  grant  director  pointed  out  the  short- 
age of  anatomists  throughout  the  country. 
“About  one-third  of  the  positions  in  the 
various  departments  that  are  budget  for 
are  unfilled.  At  present  there  are  some  40 
departments  of  anatomy  throughout  the 
country  that  have  received  a grant  like 
ours,”  Dr.  Latta  said. 

“We  hope  to  be  able  to  train  a total  of 
four  Ph.D.’s  and  eight  Masters’  candidates 
through  the  continuation  of  this  grant.  In 
addition,  at  least  20  others  will  receive 
training  in  anatomy.  This  estimate,  of 
course,  is  based  on  the  time  this  grant  has 
been  in  operation  at  the  College  of  Medi- 
cine,” Dr.  Latta  said.  Currently  seven 
graduate  students  are  studying  under  the 
appropriation. 

The  first  grant  received  was  for  a one 
and  one-half  year  period  while  the  continu- 
ation grants  run  for  one  year  each.  The 
current  grant  period  is  from  July  1,  1962 
to  June  30,  1963.  “Our  department  has  ap- 
proval for  two  more  years  of  continuation 
grants,  that  is,  until  1965,  but  we  have  to 
reapply  each  year,”  the  professor  said. 

Through  the  graduate  training  program, 
students  study  all  phases  of  anatomy.  In  ad- 
dition, at  the  College  of  Medicine  the  stu- 
dents will  also  be  instructed  in  electron  mi- 
croscopy. 
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All  members  of  the  department  of  anato- 
my will  assist  in  the  grant  program;  also 
scheduled  are  visiting  lecturers.  Dr.  David 


Rhea,  laboratory  instructor  in  microbiology, 
will  instruct  the  College  of  Medicine  stu- 
dents in  electron  microscopy. 


The  Dean  of  the  University  of  Nebraska  College  of  Medicine  received  a special  award  re- 
cently at  the  college’s  commencement  exercises  in  Omaha.  Dr.  J.  Perry  Tollman  was  honored 
by  the  graduating  classes  on  the  tenth  anniversary  of  his  elevation  to  the  deanship.  The  pres- 
entation, by  Jerry  Haskin,  president  of  the  senior  medical  class,  cited  Dean  Tollman  for  “a 
decade  of  progress”  at  the  College  of  Medicine,  and  for  his  “leadership  with  responsibility" 
in  the  building  of  the  medical  center  and  the  establishment  of  modern  programs  of  medical  edu- 
cation. 

Dean  Tollmon,  himself,  a graduate  of  the  University  of  Nebraska  College  of  Medicine 
(1929)  became  dean  of  the  college  in  July,  1952. 
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IN  MEMORY  of  OUR  DECEASED 


ALBIN,  W.  L.__ 

BOWMAN,  CARRIE  L 

BOZARTH,  ELTON  P 

BREWSTER,  F.  A 

BROWN,  J.  P,.._. 

BULAWA,  FRANCIS..... 

CONWELL,  P.  L 

CLARK,  F.  J... 

CLARKE,  HARVEY . 

CLINE,  EDGAR..... 

DICKINSON,  L.  E.,  SR.  .. 
ELLIOTT,  CLARENCE  K. 

EMERY,  A.  L 

FLECHER,  W.  G._ 

FOUTS,  F.  

GALLAGHER,  EDMOND.  . 

HOTZ,  EDWARD 

KISNER,  PAUL.. 

KOEBBE,  E.  E 

LOVELL,  ARTHUR  I._ 

McDonald,  h.  a... 

McGOWAN,  P.  H— _ 

MOORE,  C.  G 

NOLAN,  W.  J.  .. 

OWEN,  M.  L 

RUBIN,  SIDNEY  L. 

RYERSON,  EDWIN 

SAGE,  EARL  C 

SIMMONS,  J.  R.._ 

SHOOK,  W.  E 

TALBOT,  W.  E 

TALCOTT,  N.  D 

TUSHLA,  F.  M 

WALKER,  D.  A 

WATSON,  C.  R 

WHITTLE,  CHARLTON..... 
ZOEB,  EDWARD 


..Norman,  Oklahoma 

(Lancaster  Co.)  .. 

..Broken  Bow  

..Omaha  

Holdrege  

O’Neill  

..Norfolk  

..Panama  

..Stuart  

..North  Platte  

..Auburn  

..Ravenna  

..Lincoln  

..Waverly  

..Orchard  

..Central  City  

Formerly  of  O’Neill  ... 

Formerly  of  Omaha 

. Lincoln  

..Columbus  

..Lincoln  

..North  Platte  

..Grand  Island  

..Glendale,  California 

(Dodge  Co.)  

Omaha  

..Sargent  

.Omaha  

.Lincoln  

..Omaha  

..Fremont  

.Shubert  

.Formerly  Broken  Bow 

.Greenwood  

. Auburn  

.Mullen  

..Mitchell  

.Winnebago  

Formerly  of  Omaha  ... 


..November  14,  1961 
..November  20,  1961 

June  10,  1961 

October  16,  1961 

May  29,  1961 

..November  29,  1961 

May  16,  1961 

April  20,  1961 

August  9,  1961 

April  8,  1962 

....July  10,  1961 

March  19,  1962 

November,  1961 

.November  17,  196L 
...March  20,  1962 

.November  24,  1961 

: 

November  29,  1961 

July,  1961 

January  21,  1962 

.September  22,  1961 

March  24,  1962 

April  16,  1962 

August  12,  1961 

February  6,  1962 

...September  7,  1961 
...November  6,  1961 
..February  15,  1962 

October  4,  1961 

March  29,  1962 

April  28,  1962 

February  3,  1962 

June  9,  1961 

June  18,  1961 

January  14,  1962 

August  20,  1961 

No  Date 

November  21,  1961 
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Deaths 

THOMSON  — J.  E.  M.  Thomson,  M.D., 
Lincoln.  Doctor  J.  E.  M.  Thomson,  a long- 
time Lincoln  orthopedic  surgeon,  died  at 
the  age  of  72.  Doctor  Thomson  was  a grad- 
uate of  the  Rush  Medical  College,  Chicago, 
Illinois,  and  began  the  practice  of  ortho- 
pedic surgery  in  Lincoln,  in  1917.  He  had 
an  impressive  reputation  as  an  orthopedic 
surgeon,  was  the  first  chairman  of  the  State 
Board  of  Health  and  had  served  as  Presi- 
dent of  the  Nebraska  State  Medical  Asso- 
ciation. 

SELBY  — Claude  A.  Selby,  Sinton,  Tex- 
as. Doctor  Claude  A.  Selby  died  at  the  age 
of  74.  A native  of  North  Platte,  Nebraska, 
Doctor  Selby  died  at  Sinton,  Texas,  follow- 
ing a long  illness.  After  practicing  in  North 
Platte,  Doctor  Selby  served  as  State  Health 
Officer,  leaving  Nebraska  in  1946. 

RENDER  — Norman  D.  Render,  M.D., 
Norfolk.  Doctor  Norman  D.  Render,  aged 
59,  died  June  27,  1962.  Doctor  Render 
graduated  from  the  McGill  School  of  Medi- 
cine of  Montreal,  Canada,  and  had  been  a 
staff  psychiatrist  at  the  Norfolk  State  Hos- 
pital since  1955. 

QUIGLEY  — Williard  H.  Quigley,  M.D. 
Doctor  Willard  H.  Quigley  died  at  the  age 
of  72,  on  May  28,  1962,  in  Omaha,  Ne- 
braska. An  Omaha  native,  Doctor  Quigley 
received  his  medical  degree  from  Creighton 
University  School  of  Medicine  and  did  post- 
graduate work  at  the  University  of  Penn- 
sylvania and  the  University  of  Vienna.  He 
practicd  in  Omaha  for  many  years  and  had 
served  for  18  years  as  a member  of  the 
board  of  the  Metropolitan  Utilities  District. 


In  Memoriam 

JAMES  ELLIS  M.  THOMSON 
1889  - 1962 

Since  the  Creator  has  seen  fit,  in  His  love 
and  wisdom,  to  bring  to  a close  the  life  and 
earthly  activities  of  one  of  our  men,  it 
seems  fit  that  we  would  record  these  data 
in  honor  of  him,  and  that  we  may  not  for- 
get. 

James  E.  M.  Thomson  was  bom  in  Los  Angeles, 
California  on  August  17,  1889.  He  was  the  son 
of  the  Reverend  Edward  and  Ella  M.  Tarr  Thom- 


son. His  father  served  as  vice  president  and  in- 
structor in  Greek  and  Latin  at  the  University  and 
his  mother  served  as  Dean  of  Women,  having  been 
one  of  the  first  women  to  receive  a Doctorate  at 
the  Hanover  University  in  Germany. 

His  childhood  must  have  been  an  interesting  and 
varied  experience  due  to  frequent  moves  occa- 
sioned by  his  paz-ents  evangelistic  and  educational 
intei’ests  and  it  may  have  been  during  this  peidod 
that  he  developed  his  great  interest  in  people  as 
individuals  and  his  zest  for  active  participation 
in  all  phases  of  living. 

In  1909,  he  em-olled  in  Northwestern  Univei'sity 
whei'e  his  parents  had  studied  befoi’e  him,  but  his 
studies  were  intennzpted  by  a Eui'opean  trip  in 
1910,  and  it  was  on  the  return  cruise  that  he  had 
the  good  foitune  to  meet  the  chai-ming  and  beau- 
tiful Helen  Vii’ginia  Yoke  of  Aditan,  Michigan, 
who  was  to  become  his  wife  on  June  21,  1916. 

Following  his  European  tour  he  returned  to 
Foit  Worth  whei'e  he  began  the  study  of  medicine 
in  the  Medical  College  of  Texas  Christian  College 
and  acted  as  part  time  instnzctor  in  basic  sciences. 
His  medical  training  was  completed  in  Chicago 
whei-e  he  received  his  M.D.  degree  at  the  Rush 
Medical  College  in  1915,  and  continued  his  fui-ther 
resident  ti'aining  for  orthopedics  under  such 
gi'eat  teachers  as,  Ridlon,  Blanchard,  Murphy,  Por- 
ter, Ryerson,  and  Phemister. 

Di\  Thomson  moved  westward  to  Lincoln,  Ne- 
bi'aska,  in  Januaiy,  1916,  and  decided  to  make  it 
his  home.  He  bi'ought  his  bride  to  Lincoln  in  June 
1916  and  together  they  pi-oceeded  to  establish  them- 
selves as  a paid;  of  the  community.  He  was  asso- 
ciated briefly  with  Drs.  Welch,  Rowe  & Lenhoff, 
and  later  with  Dr.  H.  Winett  Orr.  Dr.  Thomson 
pioneei’ed  in  the  establishment  of  out-state  clinics 
for  Ci'ippled  Childi-en  and  was  active  in  numei'ous 
community  projects. 

During  World  War  I,  Dr.  Thomson  served  as 
oi*thopedic  surgeon  in  the  University  of  Nebraska, 
Red  Ci'oss  Over-seas  Base  Hospital  No.  49,  and 
during  this  period  he  gained  valuable  experience 
in  the  management  of  the  wide  variety  of  trauma 
that  passed  through  his  120-bed  unit  in  Fi'ance. 
He  returned  to  Nebi-aska  in  1919  with  a broadened 
vision  of  the  possibilties  of  service  in  the  field  of 
ordthopedics.  The  fi-iendships  formed  during  this 
pei'iod  were  to  last  throughout  the  years  and  were 
to  form  a nucleus  for  a continuingly  enlarging 
circle  of  fi-iends  which  would  eventually  extend 
around  the  globe. 

It  is  impossible  to  think  of  “Tommy”  as  he  was 
affectionately  known,  without  at  the  same  time 
thinking  of  his  wife  Helen,  who  was  so  much  a 
part  of  all  that  he  was  and  did.  Their  home  was 
always  the  center  of  activity  and  home  life  revolved 
about  the  activities  of  their  children,  Helen  Jean 
and  James  E.M.,  Junior.  Dr.  Thomson  had  an 
intuitive  gi'asp  of  the  pi'oblems  of  others  and  he 
was  never  happier  than  when  he  could  offer  en- 
coui'agement  or  inspii’ation  to  others  and  particu- 
lai'ly  to  the  younger  generation  with  whose  prob- 
lems he  was  particularly  sympathetic. 

While  his  activities  l-evolved  about  medicine,  his 
intei'ests  were  broad.  His  activities  in  the  commun- 
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aty  are  well  known  and  included  such  diverse  things 
as  serving  as  president  of  the  Comhusker  Chapter 
of  the  Boy  Scouts  of  America,  chairman  of  the 
Community  Chest,  president  of  the  University 
Club  and  the  Art  Association,  chairman  of  the 
State  Board  of  Health,  and  president  of  the  Board 
of  Trustees  of  St.  Paul’s  Methodist  Church. 

Dr.  Thomson  was  the  author  of  numerous  scien- 
tific articles  which  have  been  published  in  the 
medical  literature.  His  contributions  ranged  from 
the  philosophy  of  rehabilitation  to  the  numerous 
specific  problems  with  which  he  was  familiar,  and 
were  always  thought-provoking  and  practical. 

Dr.  Thomson  was  active  in  the  development  of 
the  American  Academy  of  Orthopedic  Surgeons  and 
the  American  Board  of  Orthopedic  Surgery.  He 
w a s instrumental  in  introducing  Instructional 
Courses  and  an  Audio-Visual  program  as  a part 
of  the  meeting  of  the  Academy  and  served  as 
president  of  this  organization  in  1946.  He  was  a 
member  of  the  American  Orthopedic  Association 
and  a past  president  of  the  Clinical  Orthopedic  As- 
sociation, a past  president  of  the  American  Railroad 
Association,  past  president  of  the  Lancaster  Coun- 
ty Medical  Society  and  of  the  Nebraska  State 
Medical  Association. 

During  his  45  years  of  active  medical  practice, 
he  received  numerous  awards  and  citations  for  his 
accomplishments  and  particularly  during  the  last 
20  years  that  he  has  practiced,  he  received  well  de- 
served international  recognition.  He  took  part  in 
a teaching  mission  to  Czechoslovakia  in  1946,  as 
well  as  in  a similar  mission  to  Poland  and  Finland 
in  1948.  He  felt  that  these  personal  contacts  be- 
tween professional  people  were  of  great  value  in 
increasing  international  understanding.  He  recog- 
nized the  value  of  many  procedures  that  were  used 
on  the  continent  and  was  instrumental  in  calling  at- 
tention to  the  value  of  intramedullary  rod  fixation 
which  is  now  widely  used  throughout  the  World. 
He  was  active  in  the  development  of  a prosthetic 
replacement  for  fractures  of  the  neck  of  the  femur 
in  older  individuals  and  was  always  receptive  to 
new  ideas.  One  of  his  greatest  pleasures  was  the 
development  of  an  orthopedic  residency  program  at 
the  Veterans  Administration  Hospital  in  Lincoln 
following  World  War  II,  and  he  continued  to  have 
an  active  interest  in  medical  matters  and  especially 
in  the  resident  training  program  even  after  his 
retirement  from  active  practice  in  1960,  because 
of  physical  disability. 

Dr.  Thomson’s  life  has  been  an  inspiration  to 
all  of  us  who  have  had  the  privilege  of  knowing 
him  and  being  associated  with  him.  He  savored 
life  to  the  fullest  and  was  beloved  by  all  who  knew 
him.  His  sudden  passing  came  as  a distinct 
shock  as  his  interests  were  so  broad  and  his  ac- 
tivities so  continuing  that  he  seemed  ageless.  He 
finished  his  career  as  he  had  lived  it,  devoting 
his  full  energy  to  the  task  at  hand  and  having 
given  three  lectures  during  the  course  of  his  last 
active  days. 

He  is  survived  by  his  wife,  Helen  Y.  Thomson; 
his  daughter,  Helen  Jean  Kreischer,  daughter-in- 
law,  Mrs.  W.  F.  Sinsabaugh,  and  eight  grand- 
children. 

— C.F.F. 


The  Woman's  Auxiliary 

Thirty-seventh  Annual  Business  Meeting 
Woman’s  Auxiliary  to  Nebraska  State 
Medical  Association 

May  1,  1962 

The  meeting  was  called  to  order  by  the 
president,  Mrs.  Frank  Tanner,  following  a 
12:30  luncheon  at  the  Cornhusker  Hotel  in 
Lincoln,  Nebraska.  The  president  brought 
greetings  to  all  present.  Mrs.  R.  Brown 
gave  the  Invocation  follwed  by  repeating 
of  the  Auxiliary  Pledge. 

All  the  Past  Presidents  at  the  meeting 
were  welcomed.  The  District  Councilors 
and  Members-at-Large  present  were  also 
recognized. 

Mrs . Frank  Stone,  general  convention 
chairman,  was  introduced  and  gave  a run- 
down on  convention  plans. 

The  minutes  of  the  36th  Annual  Business 
Meeting  were  printed  in  the  November  is- 
sue of  the  Nebraska  State  Medical  and  so 
were  not  read.  They  were  approved  as 
printed. 

Mrs.  Rundquist,  1st  vice  president,  took 
the  chair  while  Mrs.  Tanner  gave  her  annual 
report.  She  stated  that  the  definition  of 
auxiliary  was  a person  or  thing  that  gives 
aid  or  is  a helper.  We  could  do  this  by: 

1.  Extending  our  aims  through  member- 
ship. 

2.  Promote  fellowship  with  our  families. 

3.  Support  and  work  with  the  medical 
society. 

a.  Backing  of  medical  society  is  very 
important. 

b.  Work  together  in  a common  cause. 

c.  Our  responsibility  to  keep  re- 
minding the  doctors  of  our  will- 
ingness to  help  them. 

Mrs.  Christlieb  reported  on  her  activities 
as  president-elect. 

First  Vice  President,  Mrs.  Rundquist, 
reported  65  members  registered  at  the  con- 
vention so  far  plus  one  member-at-large. 

Mrs.  Offerman  gave  the  Treasurer’s  re- 
port for  Mrs.  Ladwig.  This  report  was 
placed  on  file. 

Mrs.  Offerman  gave  the  report  of  the 
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Finance  Committee  and  moved  that  the  re- 
port be  accepted.  It  was  seconded,  voted 
on,  and  carried. 

Mrs.  Jakeman  moved  that  we  consider  a 
state  donation  to  A.M.E.F.  Mrs.  Wengert 
asked  that  the  motion  be  amended  to  read 
that  $250.00  be  given  to  A.M.E.F.  Dis- 
cussion followed.  After  the  re-reading  of 
the  motion  and  amendment  by  the  Secre- 
tary, the  motion  was  seconded,  voted  on, 
and  carried. 

Mrs.  Garlinghouse  moved  the  remainder 
— $183.27  — be  given  to  the  Nebraska 
Medical  Foundation.  The  motion  was  sec- 
onded, voted  on,  and  carried. 

Mrs.  Offerman  announced  the  Treasurer’s 
books  had  been  audited  by  the  Auditing 
Committee  and  found  in  order. 

Mrs.  Offerman  presented  the  Budget  for 
1962-63.  Mrs.  Garlinghouse  moved  this 
budget  be  accepted.  It  was  seconded,  voted 
on,  and  carried. 

The  reports  of  the  County  Auxiliary  Pres- 
idents were  given  as  follows: 

Adams  County  — Mrs.  Fred  Rutt,  Jr. 

Buffalo  County  — Mrs.  Sharrar  for  Mrs. 
R.  C.  Rosenlof 

Dawson  County  — Mrs.  Victor  Norall 

Douglas  County  — Mrs.  Kelley  for  Mrs. 
Peyton  Pratt 

Four  County  — Mrs.  Sharrar  for  Mrs. 
Paul  Martin 

Gage  County  — Mrs.  R.  Brown 

Lancaster  County  — Mrs.  Frank  Stone 

Lincoln  County  — Mrs.  Robert  Getty 

Madison  Six  County  — Mrs.  George  B. 
Salter 

Northwest  — Mrs.  Ben  Bishop  for  Mrs. 
Eric  Deflon 

Otoe  County  — Mrs.  Kenner  for  Mrs.  A. 
H.  Bonebrake 

Platte  County  — Mrs.  E.  N.  Heiser 

Scotts  Bluff  County  — Mrs.  Sharrar  for 
Mrs.  Ivan  C.  Lovett 

6th  Councilor  District  — Mrs.  Sharrar  for 
Mrs.  J.  Stewart  Bell 

Tri  County  II  — Mrs.  D.  B.  Wengert 

Mrs.  Marvel  moved  that  the  county  presi- 
dents’ reports  be  accepted.  It  was  seconded, 
voted  on,  and  carried. 

Mrs.  Tanner  announced  that  recommenda- 


tions for  national  offices  must  be  made  from 
a business  meeting. 

Mrs.  Brown  conducted  Memorial  Services 
for  five  deceased  members  of  the  Auxiliary. 
Those  remembered  at  this  time  were : 

Mrs.  Robert  C.  Byers,  Jr... Fremont 

Mrs.  Frank  J.  Mnuk Omaha 

Mrs.  W.  F.  Novak  Omaha 

Mrs.  W.  H.  Schmitz,  Sr Omaha 

Mrs.  W.  P.  Haney ..Omaha 

Mrs.  Jakeman  announced  the  A.M.E.F. 
Awards : 

Class  A Gage  County 

Class  B Tri-County 

Class  D Lancaster  County 

Those  awards  are  given  on  a per  capita 
basis.  Lancaster  County  had  increased  its 
donation  the  most. 

Our  president  announced  the  A.M.A.  con- 
vention would  be  held  in  Chicago,  June  25- 
28,  and  asked  for  anyone  wishing  to  be  a 
delegate  to  please  get  in  touch  with  her 
following  the  meeting. 

Mrs.  Brillhart  read  resolutions  thanking 
the  officers  and  the  Executive  Board;  Lan- 
caster County  Auxiliary  and  Mrs.  Stone  for 
the  Convention;  the  Nebraska  State  Medi- 
cal Association  for  their  cooperation;  and 
Dr.  George  Covey  for  the  Women’s  Page 
in  the  Nebraska  State  Medical  Journal. 
Mrs.  Ferciot  moved  the  resolutions  be  ac- 
cepted. The  motion  was  seconded,  voted  on, 
and  carried. 

Mi’s.  Waddell,  Chairman  of  the  Nominat- 
ing Committe,  gave  the  following  report: 

President  — Mrs.  John  Christlieb 

President-Elect  — Mrs.  R.  B.  Rundquist 

First  Vice  President  — Mrs.  John  Mc- 
Greer 

Second  Vice  President  — Mrs.  J.  Whit- 
ney Kelley 

Treasurer  — Mrs.  Clinton  C.  Millett 

Directors:  (Two  Years) — 

Mrs.  Lloyd  McNeil 
Mrs.  F.  G.  Travnicek 

There  being  no  nominations  from  the 
floor,  Mrs.  Offerman  moved  that  the  nom- 
inations be  closed  and  that  the  secretary  be 
instructed  to  cast  a unanimous  ballot  for 
the  slate  as  presented  by  the  Nominating 
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Committee.  It  was  seconded,  voted  on,  and 
carried. 

Mrs.  Christlieb  announced  the  following: 

Recording  Secretary  — Mrs.  Julian  Meyer 

Corresponding  Secretary  — Mrs.  Peyton 
Pratt 

Mrs.  R.  Brown  conducted  installation 
services  for  the  new  officers. 

Mrs.  Tanner  presented  the  President’s 
pin  to  Mrs.  Christlieb  who  brought  greet- 
ings to  the  group. 

Mrs.  Tanner  then  turned  over  the  gavel 
to  Mrs.  Christlieb  who  adjourned  the  meet- 
ing. 

Respectfully  submitted, 

Mrs.  R.  F.  Statton, 
Recording  Secretary. 

Auxiliary  President  Urges  Members  to 
Aim  High — 

Physicians’  wives  must  broaden  the  scope  of 
their  education  and  understanding  if  they 
are  to  know  the  satisfaction  of  meeting  re- 
sponsibilities to  families,  to  communities 
and  to  the  future,  the  new  president  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  said  in  her  inaugural  ad- 
dress. 

In  assuming  the  presidency,  Mrs.  William 
G.  Thuss,  Birmingham,  Ala.,  urged  that 
members  support  medical  education,  promo- 
tion of  safety  education  for  all  age  groups, 
mental  health,  physical  fitness  programs  in 
schools,  campaigns  against  quackery,  re- 
cruitment of  outstanding  young  people  into 
medical  careers,  rural  health  and  interna- 
tional health  activities. 

Mrs.  Thuss  said  that  in  its  first  40  years 
the  Auxiliary  has  accomplished  a great  deal 
as  indicated  by  the  “changed  attitude  of 
medical  societies  and  the  A.M.A.  ...  we 
have  become  full  partners  and  allies  of  our 
husbands.” 

Doctors’  wives  must  continue  to  “aim  for 
excellence  in  achievement”  during  the  year 
ahead,  she  said. 

Mrs.  Thuss  succeeds  Mrs.  Harlan  English, 
Danville,  111.  The  new  president-elect  is 
Mrs.  C.  Rodney  Stoltz,  Watertown,  S.D. 

Other  Auxiliary  officers  installed  at  the 
39th  annual  convention  in  Chicago  include: 
Mrs.  Harry  F.  Pohlmann,  Middletown,  N.Y., 
first  vice  president;  regional  vice  presidents 
• — Mrs.  Morton  Arnold,  Windham  Center, 


Conn.,  eastern;  Mrs.  Richard  A.  Sutter,  St. 
Louis,  Mo.,  north  central ; Mrs.  Robert  D. 
Croom,  Jr.,  Maxton,  N.C.,  southern;  Mrs.  G. 
Prentiss  Lee,  Portland,  Ore.,  western;  Mrs. 
William  H.  Evans,  Youngstown,  Ohio,  con- 
stitutional secretary,  and  Mrs.  C.  R.  Pear- 
son, Baraboo,  Wis.,  treasurer. 

An  Auxiliary  check  for  $244,172  was  pre- 
sented to  the  A.M.A.  Education  and  Re- 
search Foundation  for  the  nation’s  86  medi- 
cal schools  at  a luncheon  honoring  national 
past  presidents.  For  the  third  time  in  a 
row,  the  “Ethel  Gastineau  Trophy”  was 
awarded  to  the  Woman’s  Auxiliary  to  the 
Tennessee  State  Medical  Association  in  rec- 
ognition of  outstanding  service  to  this 
project. 

A.M.A.-E.R.F.  awards  of  merit  were  pre- 
sented to  the  national  Auxiliary;  Mrs.  Har- 
lan English ; Mrs.  James  L.  McCartney, 
Garden  City,  N.Y.,  1961-62  A.M.E.F.  chair- 
man; Woman’s  Auxiliary  to  the  Ohio  State 
Medical  Association  for  raising  the  largest 
amount  of  money,  and  Woman’s  Auxiliary 
to  the  Nevada  State  Medical  Association  for 
making  the  largest  per  capita  contribution. 
County  auxiliaries  cited  for  outstanding  ef- 
forts were : Yuma,  Ariz. ; Tuscarawas, 

Ohio;  Vanderburg  - Southwestern,  Ind. ; 
Hamilton,  Tenn.,  and  Los  Angeles,  Calif. 

Highlights  of  the  convention : 

— Dr.  Leonard  Larson,  then  A.M.A.  presi- 
dent, praised  members  for  their  work 
in  “fighting  to  preserve  the  finest  form 
of  medicine  in  the  world  today.” 

— Dr.  Theodore  R.  Van  Dellen,  medical 
editor,  Chicago  Tribune,  cautioned 
physicians’  wives  to  “take  care  of  their 
husbands  because  they’re  more  frail 
and  a better  investment  than  stocks 
and  bonds.” 

— Dr.  Frederick  J.  Stare,  chairman,  de- 
partment of  nutrition,  Harvard  Uni- 
versity school  of  public  health,  Boston, 
said  that  “calories  do  count”  and  the 
best  way  to  assure  that  the  family  gets 
the  proper  amounts  of  all  the  known 
nutrients  is  to  “eat  a variety  of  foods 
and  don’t  eat  or  drink  too  many  cal- 
ories.” 

— Dr.  Edward  R.  Annis,  chairman,  A.M.A. 
Speaker’s  Bureau,  Miami,  said  it  was 
up  to  every  doctor’s  wife  to  remind  her 
husband  that  he,  as  a citizen,  has  a per- 
sonal responsibility  to  spread  the  true 
facts  about  the  profession.  The  Con- 
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stitution,  he  said,  guaranteed  the  pur- 
suit of  happiness,  “but  you  have  to 
catch  up  with  it  yourself”  and  not  leave 
the  job  to  someone  else.” 

Business  sessions  were  devoted  to  state 
and  national  reports,  discussions  and  speech- 
es by  medical  leaders  and  A.M.A.  staff  per- 
sonnel. 

Registration  for  the  meeting  totalled 
1,191. 


The  Success  Story  of  Blue  Shield — 

Nearly  50  million  of  our  fellow  citizens 
last  year  prepaid  more  than  three-fourths 
of  a billion  dollars  of  their  physicians’  serv- 
ices through  America’s  70  Blue  Shield  Plans. 
And  this  vast  volume  of  service  was  ren- 
dered at  a cost  of  less  than  10  cents  on  the 
dollar.  Indeed,  with  only  one  exception,  the 
operating  expense  ratio  of  U.S.  Blue  Shield 
Plans  has  been  reduced  every  year  since 
1946,  when  less  than  two  million  people 
were  enrolled  in  Blue  Shield. 

To  some  people,  “nonprofit”  operation 
implies  inefficiency,  high  costs.  Not  so  with 
Blue  Shield,  whose  operating  costs  are  the 
lowest  in  the  business.  Nonprofit  in  Blue 
Shield  means  that  every  salvable  cent  of  the 
subscriber’s  dollar  is  utilized  to  provide  the 
broadest  posible  scope  of  medical  benefits. 
In  a word,  the  “profits”  of  Blue  Shield  go 
to  provide  benefits  to  the  Blue  Shield  sub- 
scribers, for  whose  benefit  Blue  Shield  was 
created. 

Every  American  physician  should  take 
pride  in  the  success  story  of  Blue  Shield.  It 
offers  us,  our  fellow  citizens  — and  our 
government  — a striking  demonstration 
that  American  physicians,  employers,  work- 
ers, farmers,  and  all  the  rest  of  us,  working 
together  in  a free  society,  can  solve  vast 
social  problems  by  voluntary  cooperation, 
without  recourse  to  governmental  assistance 
or  domination. 


TUBERCULOSIS  ABSTRACTS 

DIFFUSE  EXOCRINOPATHY 
(Cystic  Fibrosis) 

The  disease  commonly  called  cystic  fi- 
brosis, and  sometimes  mucoviscidosis,  is 


due  to  an  abnormality  in  the  exocrine 
glands  and  the  name  exocrinopathy  is  sug- 
gested. The  pulmonary  lesion  has  the 
greatest  clinical  significance. 

Gradually  it  has  become  apparent  that  “cystic 
fibrosis  of  the  pancreas”  is  not  primarily  a pan- 
creatic disease;  neither  is  it  a cystic  or  a fibrotic 
disease.  The  basic  mechanism  is  a disturbance  of 
the  function  of  many  of  the  exocrine  glands  of  the 
body,  structures  that  secrete  their  products  extern- 
ally onto  an  epithelial  surface.  The  common  de- 
nominator in  this  disease  appears  to  be  an  ab- 
normality in  the  composition  of  these  exocrine  se- 
cretions and  clinical  disease  results  when  the  secre- 
tions are  sufficiently  altered  to  cause  dysfunction 
of  the  organ  or  organs  involved. 

The  mucous  glands  of  the  tracheobronchial  tree, 
the  acinar  tissue  of  the  pancreas,  the  biliary  canali- 
culi  of  the  liver,  the  secretory  tissue  of  the  salivary 
glands,  the  sweat  glands  of  the  skin,  and  possibly 
other  structures  such  as  the  gastrointestinal  mu- 
cosa may  be  involved  in  this  disease.  After  years 
of  observation,  D.  H.  Anderson  who  introduced  the 
term  “cystic  fibrosis  of  the  pancreas”  now  defines 
cystic  fibrosis  as  a “congenital  familial  disease 
characterized  by  dysfunction  of  many  of  the  exo- 
crine glands.” 

The  clinical  disturbances  are  variable  and  related 
to  the  type  of  the  secretions  and  the  function  of 
the  exocrine  gland  involved.  Apparently  the  secre- 
tions of  the  pancreas,  liver,  and  tracheobronchial 
mucosa  are  too  viscous,  while  the  abnormal  secre- 
tions of  other  organs,  such  as  the  skin  and  sali- 
vary glands  apparently  have  normal  viscosities. 

CLINICAL  ASPECTS 

The  disease  is  not  uncommon.  Its  most  signifi- 
cant clinical  aspect  is  the  pulmonary  lesion,  not 
pancreatic  insufficiency.  With  growing  apprecia- 
tion of  the  pulmonary  aspects  of  the  disease,  certain 
children  with  bronchitis,  “chronic  pneumonia,” 
“whooping  cough  pneumonia,”  are  now  correctly 
diagnosed  as  having  cystic  fibrosis.  The  term  mu- 
coviscidosis, introduced  in  1945,  implied  an  in- 
creased viscosity  in  the  secretons  of  the  tracheo- 
bronchial tree,  pancreas,  and  liver.  The  name  had 
merit  until  PA.  di  Sant’Agnese  and  associates  dis- 
covered the  electrolyte  abnormalities  of  sweat  in 
patients  with  this  disease,  but  found  no  alterations 
in  viscosity.  While  cystic  fibrosis  is  still  the  ac- 
cepted name,  exocrinopathy  would  appear  to  be  a 
more  suitable  one. 

The  exocrinopathy  of  the  mucous  secreting 
glands  of  the  tracheobi’onchial  mucosa  produces 
the  most  serious  effects  of  the  disease.  The  tra- 
cheobronchial tree  contains  numerous  mucous 
glands  in  its  submucosa.  Their  secretions  are  most 
viscous  and  are  cleared  from  the  trachebronchial 
tree  only  with  difficulty.  Retention  of  the  viscid 
material  predisposes  to  infection  and  airway  ob- 
struction, either  of  which  may  predominate.  Dur- 
ing infections  of  the  lower  respiratory  tract,  the 
thick  mucus  results  in  prolongation  of  illness  and 
favors  development  of  serious  complications. 

Often  cystic  fibrosis  may  be  suspected  when  a 
child  fails  to  recover  promptly  from  a “chest  cold,” 
“flu,”  or  pertussis.  Respiratory  complaints  — pri- 
marily cough,  sputum  production,  and  susceptibili- 
ty to  recurrent  infections  — may  be  minimal  for 
years  only  to  erupt  at  or  after  puberty  into  a pro- 
gressive, relentlessly  fatal  respiratory  disease. 
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Before  pancreatic  insufficiency  is  detectable 
clinically,  90  per  cent  or  more  of  the  pancreatic 
exocrine  function  has  been  lost.  If  this  degree 
of  loss  is  present  at  birth,  meconium  ileus  may 
develop,  causing  an  intestinal  obstruction  and  ac- 
counting for  approximately  10  per  cent  of  the 
deaths  due  to  cystic  fibrosis.  Patients  spared 

meconium  ileus  will  usually  die  primarily  of  pul- 
monary disease. 

The  most  commonly  described  cystic  fibrosis 

patient  is  a child  who  between  the  second  and 

twelfth  month  of  life  develops  steatorrhea  and 

chronic  recurrent  respiratory  infections. 

SWEAT  GLANDS 

Parents  of  children  with  cystic  fibrosis  have  ob- 
served that  their  children  may  taste  salty  when 
kissed.  These  children  may  also  have  a white, 
gritty  material  on  their  foreheads  after  exertion, 
and  they  may  not  “do  well”  in  a hot  spell. 

In  1054  di  Saint-Agnese  and  co-workers  dem- 
onstrated that  the  electrolyte  depletion  was  the 
result  of  the  secretion  of  sweat  containing  ex- 
cessively high  concentrations  of  sodium  and  chlo- 
ride. By  metabolic  balance  studies,  they  demon- 
stated  that  the  skin  was  the  only  route  of  the 
abnormal  electrolyte  loss.  They  devised  a diag- 
nostic procedure,  known  commonly  as  the  “sweat 
test,”  in  which  the  subject  is  exposed  to  thermal 
stimulus  and  his  sweat  is  collected  for  analysis  of 
the  electrolyte  concentration.  In  cystic  fibrosis  pa- 
tients the  sweat  concentration  of  sodium  and  chlo- 
ride is  elevated  from  two  to  three  times  that  of 
normal.  There  is  no  demonstrable  correlation  be- 
tween the  degree  of  electrolyte  increase  and  the 
severity  of  the  associated  disease. 


The  marked  variation  in  the  severity  of  the  dis- 
ease is  based  upon  inherited  factors.  It  may  be 
that  the  genetic  factor  can  occur  unexpressed 
clinically,  thus  some  relatives  of  patients  have  ab- 
normally high  sodium  and  chloride  sweat  concen- 
trations but  no  accompanying /indications  of  dis- 
ease. 

DIAGNOSIS  AND  TREATMENT 

The  laboratory  diagnosis  of  cystic  fibrosis  is 
based  primarily  upon  the  sweat  test,  which  is  posi- 
tive in  90  per  cent  of  known  cystic  fibrosis  patients. 

As  in  many  other  diseases,  cystic  fibrosis  was 
first  reported  to  be  a rare  but  highly  fatal  disease. 
Although  usually  considered  a disease  of  children, 
active  disease  has  been  found  in  individuals  in  the 
third  and  fourth  decade. 

Since  the  pulmonary  disease  accompanying  cystic 
fibrosis  is  responsible  for  most  of  the  deaths,  par- 
ticular attention  to  the  lungs  is  indicated.  The 
viscid  secretions  may  be  rendered  thiner  by  the 
use  of  expectorants  such  as  the  iodides.  Pancreatic 
streptokinase  and  streptodomase  may  be  helpful 
in  liquefying  secretions. 

For  the  control  of  infection,  intensive  courses 
of  broad  spectrum  antibiotics  each  month  for  four 
or  five  days  contiuously  are  often  helpful.  In  some 
instances,  virtually  year-round  antibiotic  therapy 
may  be  necessary  to  effect  significant  improvement. 
Cultures  should  be  made  of  the  sputum  at  regular 
intervals.  Changes  in  the  bacterial  flora  may*  dic- 
tate changes  in  antibacterial  therapy. 

—John  A.  Prior,  M.D.,  The  Ohio  State  Medical  Journal, 
October,  1961. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 

Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Mi'.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 
Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 

Robert  Heaney,  M.D.,  President 

8721  Shamrock  Road,  Countryside  Village 

Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Robert  S.  Long,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 

W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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(diphenylhydantoin,  Parke-Davis) 

helps  the  epileptic  to  lead  a more  fruitful  life 


“In  a series  of  over  3,000  epileptics ...  DILANTIN  alone  or 
in  combination  with  other  drugs  has  been  the  sheet  anchor 
in  the  management ,”1  DILANTIN  is  the  established  anticon- 
vulsant medication  for  a variety  of  reasons:  • effective 
control  of  grand  mal  and  psychomotor  seizures1'9  • over- 
sedation is  not  a problem2  • possesses  a wide  margin  of 
safety3 * * 6 * *  • low  in  incidence  of  side  effects3  • its  use  is  often 
accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.10  DILANTIN  ( diphenyl- 
hydantoin, Parke-Davis ) is  available  in  several  forms,  in- 
cluding DILANTIN  Sodium  Kapseals,®  0.03 Gm.andO.  lGm., 
bottles  of  100  and  1,000.  Other  members  of  the 
PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS  for  grand  mal 
and  psychomotor  seizures:  PHELANTIN®  Kapseals 
(Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxye  plied- 
rine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit 
mal  triad:  MILONT IN®  Kapseals  ( phensuximide, 

Parke-Davis ) 0.5  Gm.,  bottles  of  100  and  1,000,  and  Sus- 

pension, 250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  ( methsuximide,  Parke-Davis)  0.3  Gm.,  bottles 

of  100.  ZARONTIN ® Capsules  (ethosuximide,  Parke-Davis ) 

0.25  Gm.,  bottles  of  100. 

REFERENCES:  (1)  Roseman,  E.:  Neurology  11:912,  1961.  (2)  Bray, 
E F.:  Pediatrics  23:151,  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kella- 
way,  R:  Convulsive  Disorders  of  Children,  Philadelphia,  W.  B.  Saunders 
Company,  1958,  p.  120.  (4)  Crawley,  J.W.:  M.  Clin.  North  America  42:317, 
1958.  (5)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders  in  Children,  Springfield,.  111.,  Charles  C Thomas,  1954,  p.  190. 

(6)  Ibid.:  Postgrad.  Med.  20:584,  1956.  (7)  Merritt,  H.  H.:  Brit.  M.  J. 

1:666,  1958.  (8)  Carter,  C.  H.:  Arch.  Neurol.  & Psychiat.  79:136,  1958. 

(9)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F. : Epileptic  Seizures, 

Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(10)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 

This  advertisement  is  not  intended  to  provide  complete  information 
for  use.  Please  refer  to  the  package  enclosure, 

medical  brochure,  or  write  for  detailed  infor.  PARKE-DAVIS 
motion  on  indications,  dosage,  and  precau-  , „««».■.  ». 
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Medical  Journal  ™ 

MANUSCRIPTS  FROM  THE 
ANNUAL  SESSION 

It  has  been  my  contention  that  every 
member  of  the  Nebraska  State  Medical  As- 
sociation should  have  the  opportunity  of 
receiving  all  the  benefit  possible  from  the 
lectures  and  papers  presented  at  the  Annual 
Sessions.  Obviously,  less  than  fifty  per 
cent  of  members  are  able  to  attend  the  ses- 
sions. Those  who  stay  at  home  to  take  care 
of  the  sick  should  have  the  privilege  of 
reading  these  papers  and  discussions  in 
their  Journal.  After  all,  they  also  help  pay 
the  expense  of  the  Annual  Sessions. 

Before  any  of  this  wonderful  material 
can  be  published,  the  authors  must  furnish 
manuscripts,  and  this,  most  of  them  will 
not  do  voluntarily.  They,  very  humanly, 
follow  the  path  of  least  resistance.  Most 
of  them  are  excellent  speakers,  who  do  us 
a great  favor  in  coming  to  speak  to  us 
and,  being  accustomed  to  giving  talks,  can 
well  depend  on  a sheaf  of  notes,  or  their 
memories,  or  on  the  information  depicted 
by  a set  of  slides.  It  is  a fact,  however, 
that  proper  approach  by  those  who  issue  in- 
vitations to  the  prospective  speakers  can 
result  in  each  delivering  a manuscript  at 
the  time  he  makes  his  presentation.  If  this 
is  done,  very  few  speakers  will  disappoint 
us  in  this  matter.  This  is  accomplished 
elsewhere,  in  other  comparable  societies. 
This  year  (1962),  the  editor  is  confronted 
with  six  manuscripts  from  a total  of  27 
speakers,  many  of  whom  spoke  twice. 

A few  weeks  after  the  meeting,  each 
year,  the  editor  receives  several  volumes 
of  stenotypist’s  notes,  the  verbatim  report 
of  what  each  speaker  said,  excepting  those 
who  delivered  manuscripts.  This  year  the 
total  number  of  typed  pages  of  these  notes 
is  581. 

The  question  that  immediately  arises  is 
“What  can  we  do  with  these  notes  to  make 
them  usable?”  The  answer,  in  general,  is 
“Nothing.”  They  are  almost  a total  loss, 
and,  unless  they  are  confined  to  questions, 
answers,  and  discussions  of  the  subjects 
presented,  may  as  well  be  discontinued. 
This  would  be  a considerable  saving  in  ex- 
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pense  to  the  Association,  and  very  little  ac- 
tual loss  of  useful  material  would  result. 

To  bear  out  this  contention  let  us  consider 
one  group  of  speakers  who  presented  a 
panel  discussion  on  “Total  Care  of  Cancer 
Patients.”  Besides  the  moderator,  there 
were  three  speakers.  We  have  no  manu- 
scripts, but  a set  of  notes  occupying  67  type- 
written pages  and  including  some  very  per- 
tinent questions  and  answers.  Each  of 
these  discussants  performed  an  excellent  job 
and  gave  much  information  and  food  for 
thought. 

Letters  to  the  speakers  revealed  that  two 
of  them  would  be  helpful  enough  to  edit  the 
stenotypist’s  notes,  one  would  have  no  part 
of  it,  not  even  to  editing  the  notes.  This 
would  mean  that  his  material  would  have  to 
be  used  in  the  form  of  an  abstract  based  on 
the  notes.  One  of  the  two  helpful  ones  edit- 
ed the  notes  but  did  nothing  about  supplying 
the  material  on  18  lantern  slides  around 
which  he  had  constructed  his  talk.  This 
leaves  us  with  essentially  nothing  we  can 
print  and  the  whole  project  has  had  to  be 
given  up.  At  best,  a speech  is  quite  differ- 
ent from  a formal  paper  and  when  it  has 
been  modified  to  the  best  of  one’s  ability  it 
does  not  make  an  impressive  printed  article, 
so  one  can  understand  how  a speaker  hesi- 
tates to  become  an  author  on  the  basis  of 
stenographic  notes. 

To  reiterate,  then,  we  have  581  pages  of 
typed  notes  representing  very  well  what  the 
speakers  said,  but,  we  can’t  use  these  in 
the  Journal.  This  precludes  the  possibility 
of  those  who  did  not  attend  the  sessions  and 
hear  the  speeches  having  an  opportunity 
to  read  what  was  presented;  and  it  cost  us 
money  for  results  that  are  nonproductive. 
After  watching  this  process  repeat  itself 
year  upon  year,  it  would  seem  advisable  to 
discontinue  the  stenotypist’s  work  and  to  in- 
sist that,  in  most  instances,  the  speaker  de- 
liver a manuscript  before  being  allowed  to 
take  the  platform.  When  a speaker  delivers 
what  could  be  called  a formal  presentation 
on  one  subject,  then  takes  part  in  what 
amounts  to  a round-table  discussion  on  an- 
other, he  should  be  asked  for  only  one  manu- 
script, that  on  his  formal  presentation. 
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NEW  SECRETARY  OF  H.E.W. 

Many  doctors  may  wish  to  know  a little 
about  the  background  of  Mr.  Anthony  J. 
Celebrezze,  the  newly  appointed  replacement 
for  Mr.  Abraham  A.  Ribicoff,  as  Secretary 
of  the  Department  of  Health,  Education 
and  Welfare  ( H.E.W. ).  The  following  in- 
formation given  in  this  brief  rundown  is 
taken  from  Challenge  to  Socialism,  Vol.  16, 
No.  26,  July  26,  1962. 

Mr.  Celebrezze,  a Roman  Catholic,  was 
born  in  Italy  in  1910,  of  naturalized  parents. 
He  is  a lawyer,  having  obtained  his  law  de- 
gree from  Ohio  Northwestern  University. 
He  became  a State  Senator  and,  later,  served 
five  terms  as  Mayor  of  Cleveland.  He  goes 
from  Cleveland  whose  budget  is  $56  million 
to  H.E.W.  where  the  budget  is  $4  billion 
plus  an  estimated  $21.6  billion  in  trust 
fund  expenditures  — a total  of  $26.8  bil- 
lion; and  where  the  number  of  employees 
is  expected  to  exceed  80,000  by  June  30, 
1963. 

The  magnitude  of  the  position  as  secre- 
tary of  this  department,  whose  total  budget 
is  second  only  to  that  of  Defense,  will  be  a 
challenge.  In  fact,  it  is  so  much  a chal- 
lenge that  Mr.  Ribicoff  is  reported  to  have 
said  it  was  too  much  for  him,  and  that  it 
should  be  divided  into  three  departments. 
Skill  as  a mayor  certainly  does  not  imply 
skill  in  such  technical  fields  as  health,  edu- 
cation, and  welfare,  but  the  appointee’s  lack 
of  experience  does  not  actually  spell  in- 
ability to  handle  the  job.  We  wish  him 
luck. 


IMPLEMENTING  THE  KERR-MILLS 
LAW 

The  King-Anderson  Bill  has  been  defeat- 
ed for  the  present;  or  should  we  say  it  has 
run  into  a roadblock.  It  is  likely  to  emerge 
in  the  next  Congress  with  the  same  old 
core  but,  perhaps,  some  new  trimmings. 

One  of  the  most  effective  things  the  doc- 
tors of  Nebraska  can  do  in  the  meantime  is 
to  work  toward  implementation  of  the  Kerr- 
Mills  Law  by  our  Legislautre,  at  its  next 
session.  It  should  not  happen  that  we  come 
again  to  our  Legislature  “too  late  with  too 
little.”  Every  legislator  as  well  as  the  pub- 
lic in  general  should  be  indoctrinated  long 
before  the  next  session.  No  one  can  indoc- 
trinate them  so  well  as  the  doctors  of  Ne- 
braska. 


However,  none  of  us  should  be  caught  not 
knowing  “all  the  answers.”  We  must  re- 
member that  our  smart  legislators  and  oth- 
ers may  find  weak  spots  or  loopholes  about 
which  they  wish  to  question  or  about  which 
they  can  build  arguments  against  imple- 
mentation, for  that  matter. 

To  protect  our  position  and  to  be  ready 
to  answer  questions  and  arguments,  each 
of  us  would  do  well  to  obtain  a copy  of  the 
law  and  study  it  carefully.  The  American 
Medical  Association  can  furnish  much  ma- 
terial to  help  us  understand  this  legisla- 
tion and  can  tell  us  what  has  been  done  in 
other  states.  Executive  Vice  President 
Blasingame  can  direct  you  in  obtaining  this 
help,  or  we  may  write  the  A.M.A..  Law  De- 
partment. 

It  is  to  be  hoped  that  we  will  take  seri- 
ously the  personal  responsibility  for  the 
work  and  use  every  legitimate  means  of 
getting  the  message  implanted  and  nour- 
ished. . . Our  officers  can  take  to  the  news- 
paper-route,  as  some  have  with  great  effec- 
tiveness, but  this  route  is  not  open  to  all 
of  us.  Much  of  what  is  accomplished  by  the 
rank  and  file  of  us  must  be  done  person-to- 
person. 

Let  us  add  Nebraska  to  the  list  of  states 
which  have  implemented  the  Kerr-Mills 
Law. 


HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

This  is  a return  to  the  title  of  an  editorial 
in  the  June  issue  of  the  Journal  (p.  322), 
because  it  is,  in  a way,  a logical  follow-up 
and  addition  to  the  statements  made  at 
that  time. 

At  the  sessions  of  our  House  of  Dele- 
gates last  May,  a committee  was  set  up  to 
concern  itself  with  health  education  in 
schools  and  colleges.  We  have  thus  indi- 
cated our  interest  in  promoting  such  edu- 
cation delivered  in  an  effective  manner. 

From  June  30  to  July  7,  the  Fifth  Inter- 
national Conference  on  Health  and  Health 
Education  (I.U.H.E.)  was  held  in  Philadel- 
phia, by  the  International  Union  for  Health 
Education,  and  sponsored  by  the  World 
Health  Organization.  Doctor  Samuel  I. 
Fuenning,  Director  of  the  University  of 
Nebraska  Health  Service,  attended  as  a rep- 
resentative from  the  American  College 
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Health  Association.  He  participated  in  a 
study  group  considering  Health  Education 
of  College  and  University  Students. 

The  purpose  of  the  International  Confer- 
ence, as  stated  by  Doctor  Fuenning,  “was 
to  examine  the  major  health  problems  which 
confronted  man  — his  biological  environ- 
ment — his  physical  environment  and  his 
social  environment.  The  discussions  were 
to  illuminate  the  contributions  that  health 
education  could  make  and  is  making  to  con- 
trol important  causes  of  death  and  disability 
and  to  promote  the  health  of  the  world  to- 
day.” 

Among  many  other  problems  listed  by 
Doctor  Fuenning  in  his  report,  there  ap- 
pears the  following  paragraph: 

“An  important  principle  that  was  reiter- 
ated was  the  importance  of  teaching  health 
to  students  in  elementary  and  secondary 
schools.  The  basic  philosophy  is  so  well 
expressed  by  the  well  known  German  poet, 
Goethe : ‘Little  can  be  accomplished  for 
grown-up  people,  the  intelligent  man  be- 
gins with  the  child’.” 

This  emphasis  is  repeated  by  Professor 
Clair  E.  Turner,  Chief  Advisor,  I.U.H.E. 
The  Report  of  Plenary  Session  No.  5 says, 
among  other  things: 

“Turning  to  ways  and  means  of  gaining 
strength  Dr.  Turner  put  first  the  improve- 
ment of  health  education  in  schools  and 
colleges  everywhere.  The  classroom  teach- 
er, he  pointed  out,  had  unique  and  dynamic 
potential  for  influencing  children.  ‘The  cap- 
tive audience  is  there  to  learn.  It  holds 
the  teacher  in  high  regard.  The  teacher 
knows  intimately  the  informational  and  be- 
havorial  background  of  each  pupil,  his  in- 
terests and  the  motivational  possibilities. 
The  teacher  is  with  the  pupils  long  enough 
to  contribute  to  habit  formation’.” 

It  appears,  then  that  our  association  has 
determined  to  tackle  an  important  problem, 
even  if  not  a new  one.  A considerable  store 
of  knowledge  about  the  problem  and  how  it 
may  be  solved  has  accumulated  and  is  avail- 
able to  us  as  a guide. 


THALIDOMIDE  TRAGEDY  COULD 
BACKFIRE 

Somebody  produced  and  sold  a tranquil- 
izer called  Thalidomide.  The  idea  and  the 
production  and  sale  have  been  credited  to 


Ciba,  but  Ciba  denies  any  connection  with 
its  inception,  production,  or  marketing. 
The  drug  is  blamed  for  a great  many  de- 
formed babies  born  to  mothers  in  Europe, 
who  took  it  during  their  pregnancies. 

In  this  country,  Doctor  Frances  Kelsey 
of  the  Federal  Drug  Administration 
(F.D.A.),  is  said  to  have  been  assigned  the 
job  of  studying  Thalidomide  and  making 
recommendations  to  the  Administration 
whether  to  admit  the  drug  for  sale  in  the 
American  market,  or  to  refuse  to  do  so. 
Knowing  too  little  about  the  new  tranqual- 
izer,  Doctor  Kelsey  laid  the  request  aside 
until  she  could  collect  adequate  informa- 
tion before  she  made  her  report.  Whether 
the  storm  broke  while  she  was  waiting  for 
the  results  of  sleuthing,  or  whether  she  ac- 
tually had  a “hunch”  to  hold  up  the  stamp 
of  approval  is  not  made  clear  by  the  news 
stories.  At  any  rate,  she  is  credited  with 
astutely  preventing  the  sale  of  Thalido- 
mide in  our  market.  Whether  this  was  by 
chance  or  by  choice  makes  little  difference. 
She  should  be  credited  with  the  fact. 

Several  results  can  be  pointed  out.  The 
first  of  these  is  that  American  mothers 
may  have  been  spared  the  tragedy  of  giving 
birth  to  deformed  babies.  Beyond  this,  one 
must  consider  the  effects  on  the  F.D.A., 
the  “New  Frontier”  Administration,  and 
the  pharmaceutical  manufacturers  and  drug 
trade  in  general. 

As  for  the  F.D.A.,  this  whole  affair  gives 
us  a feeling  of  comfort,  because  it  gives 
the  image  of  proficiency  on  the  job.  On  the 
other  hand,  it  tends  to  support  the  belief 
that  the  Federal  Drug  Administration  has 
plenty  of  power,  under  our  present  laws, 
to  protect  the  people  from  bad  drugs,  and 
that  the  radical  changes  in  our  laws  gov- 
erning the  drug  trade  from  A to  Z,  de- 
manded by  the  New  Frontier  through  the 
bills  now  before  Congress  are  not  called  for. 
Thus,  what  may  have  been  looked  upon  as  a 
pointed  example  in  favor  of  changes,  may 
backfire  and  lead  to  the  feeling  that  our 
present  laws  are  quite  adequate. 

As  for  the  pharmaceutical  industry,  the 
whole  drama  seems  to  have  thrown  a scare 
into  it.  Whereas  no  tragedy  like  the  pur- 
ported results  of  Thalidomide  administra- 
tion has  happened  here,  with  the  strict  con- 
trols on  manufacturing  and  testing,  fol- 
lowed by  the  double  checking  by  the  F.D.A., 
(Continued  on  page  553) 
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Comments  From  Your  President 


Compulsory  Social  Security  financed 
medical  care  for  the  aged  in  1962  will  not 
materialize  as  the  administration  had  hoped. 
The  socio-economic  force  that  engendered 
the  support  of  such  dangerous  legislation 
however  still  exists.  The  need  to  provide 
adequate  medical  care  for  our  older  citizens 
who  cannot  afford  it,  as  well  as  the  need 
to  protect  those  who  are  self-reliant  and 
able  to  care  for  their  own  needs,  except 
when  they  are  confronted  with  major  medi- 
cal care  or  prolonged  hospitalization,  re- 
mains to  be  solved. 

Those  of  us  who  have  opposed  Social  Se- 
curity financing  and  the  federally  controlled 
approach  to  medical  care  are  squarely  faced 
with  the  responsibility  of  helping  to  solve 
the  problem.  The  Challenge  of  this  respon- 
sibility is  great  — it  can  and  must  be  met, 
but  it  will  not  be  easy.  Private  insurance 
and  the  Blue  Plans  have  made  and  are  con- 
tinuing to  make  great  strides  in  this  direc- 
tion, but  as  yet  not  nearly  enough  of  our 
aged  have  adequate  coverage  to  protect 
them  against  the  economic  stress  of  pro- 
longed catastrophic  illnesses. 

We  must  focus  more  of  our  attention  on 
the  cost  of  illness,  other  than  just  physi- 
cians’ fees.  The  mounting  costs  of  hospital- 
ization, nursing  care,  drugs,  etc.,  because 
they  actually  represent  the  major  cost  of 
total  medical  care  and  because  they  have 
risen  disproportionately  to  the  cost  of  physi- 
cians’ fees,  have  been  more  responsible  for 
creating  a climate  which  permits  the  growth 
of  socialistic  tendencies  and  encourages  the 
support  of  legislation  for  compulsory  care. 
The  more  careful  screening  of  diagnostic 
and  laboratory  procedures,  the  more  effi- 
cient utilization  of  trained  nursing  person- 
nel, closer  supervision  of  hospital  phar- 
macies and  peri-medical  services,  as  well  as 
the  physician  taking  a more  active  part  in 
helping  to  formulate  nursing  school  and 
nursing  service  policies,  and  serving  on  hos- 
pital boards,  are  just  a few  instances  where 
our  efforts  and  advice  can  be  effective. 


Implementation  of  the  Kerr-Mills  Bill 
would  authorize  the  use  of  state  and  fed- 
eral funds  to  furnish  a full  range  of  medical 
care  to  all  needy  and  near-needy  citizens 
over  65  years  of  age.  If  properly  imple- 
mented, the  state,  through  its  administrative 
and  legislative  bodies,  would  have  broad 
latitudes  in  determining  both  the  eligibility 
of  praticipants  and  the  scope  of  benefits. 
The  Nebraska  State  Legislature  last  year 
failed  to  adopt  this  plan.  In  order  to  vote 
intelligently,  people  need  to  be  fully  in- 
formed on  the  issues  involved  and  to  know 
the  qualifications  and  position  of  candidates 
on  these  issues.  Would  it  not  seem  reason- 
able to  except  the  candidates  for  governor- 
ship and  the  legislature  to  take  a forth- 
right stand  on  such  important  matters  as 
the  health  of  our  senior  citizens? 

It  has  been  suggested  that  county  medical 
societies  invite  the  candidates  in  their 
areas  to  meet  with  them  to  discuss  matters 
of  mutual  interest  and  specifically  their  at- 
titudes toward  implementation  of  the  Kerr- 
Mills  Bill  in  Nebraska. 

—0.  A.  Kostal,  M.D., 
President 
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ARTICLES 


Presidential  Address 

Nebraska  State  Medical  Association* 


Members  of  the  Nebraska  State  Medical 

Association  and  Honored  Guests : 

It  has  been  a great  honor  to  have  served 
as  President  of  the  Nebraska  State  Medical 
Association,  whose  purpose  is,  to  advance 
the  science  and  the  art  of  medicine,  to  ele- 
vate the  standards  of  medical  education  and 
practice,  and  thereby  improve  the  public 
health. 

It  has  been  a great  privilege  to  serve  in 
this  important  office,  and  with  privilege 
goes  responsibility,  and  I have  exerted  my 
best  efforts  to  carry  out  the  purposes  of 
the  State  Medical  Association. 

This  country  has  the  highest  standard  of 
medical  care  of  any  large  nation  in  the 
world.  It  has  gained  that  status  through 
the  endeavor  of  men  such  as  yourselves, 
whose  high  ideals  and  love  of  mankind  have 
transcended  normal  ambitions  and  have  as- 
pired to  a higher  level  of  thinking  and 
service  to  humanity.  It  has  gained  that 
status,  also,  because  the  people  themselves 
have  wanted  it,  expected  it,  and  are  willing 
to  support  it. 

The  greatest  challenge  that  faces  medi- 
cine in  1962  is  the  real  threat  of  state-so- 
cialized medicine.  The  proposed  amend- 
ment to  the  Social  Security  system,  H.R. 
4222,  would  put  the  government  in  the 
health  care  field  with  a big  centralized  fed- 
eral bureaucracy,  with  a full  set  of  govern- 
ment controls  and  regulations. 

Socialized  medicine  defined : Webster’s 

New  Collegiate  Dictionary  gives  this  defini- 
tion of  socialized  medicine:  “Administration 
by  an  organized  group,  a state,  or  a nation 
of  medical  and  hospital  services  to  suit  the 
needs  of  all  members  of  a class  or  classes 
or  all  membei'S  of  the  population,  deriving 
funds  from  assessments,  philanthropy,  tax- 
ation, or  other  sources.”  H.R.  4222  would 
provide  health  services,  mainly  in  hospitals, 
to  all  aged  on  social  security,  regardless  of 
their  financial  status.  Former  Rep.  Aime 
Forand,  who  has  long  campaigned  for  health 
care  of  the  aged  through  social  security, 
has  stated  publicly  that  “if  we  can  only 
break  through  and  get  our  foot  inside  the 
door,  then  we  can  expand  the  program  after 


A.  I.  OFFERMAN,  M.D. 
Omaha,  Nebraska 


that.”  (Italics  mine).  Forand  was  referring 
to  his  own  measure,  which  is  now  changed 
in  name  to  the  King-Anderson  Bill. 

The  medical  profession  and  its  allies 
have  a strong  program  for  positive  action. 
The  tremendous  acceptance  by  the  Ameri- 
can people  of  the  voluntary  health  insurance 
idea,  both  the  Blue  Cross  -Blue  Shield  ap- 
proach and  the  many  contracts  offered  by 
the  private  carriers,  is  proof  positive  that 
the  people  are  in  favor  of  the  voluntary 
way  to  insure  the  costs  of  health  care. 

The  recent  Senior  Citizen’s  Medical  Care 
Program  proposed  jointly  by  the  American 
Medical  Association  and  National  Blue 
Shield  is  both  daring  and  timely,  and  has 
enjoyed  very  favorable  public  acceptance. 

At  the  present  time,  approximately  60 
per  cent  of  persons  over  age  65  have  some 
form  of  voluntary  hospital  care  insurance. 
Twenty  per  cent  of  the  population  over  65 
are  self-sufficient  and  are  able  to  take  care 
of  themselves.  Another  substantial  group 
of  over-age-65  are  veterans.  The  Veterans 
Administration  has  an  extensive  system  of 
hospitals  and  a $5  billion  annual  budget  to 
care  for  the  deserving  defenders  of  our 
country. 

At  the  present  time,  a fourth  segment 
of  the  over  age  65  group  are  eligible  for 
health  care  benefits,  hospital  and  medical, 
far  more  extensive  than  that  proposed  un- 
der the  social  security  approach.  This  is 
the  Kerr-Mills  plan,  now  operating  in  22 
states  and  many  of  the  remaining  states  are 
in  the  planning  stages  of  implementing  the 
Kerr-Mills  law.  Nebraska  is  one  of  those 
states. 

It  is  estimated  that  the  remainder  of  the 
over-age-65  group  would  represent  about  15 
per  cent  of  the  aged.  Many  of  these  are 
already  qualified  for  health  care,  hospital 
and  medical,  through  existing  welfare  agen- 
cies. So,  it  hardly  seems  logical  or  reason- 
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able  to  develop  another  extensive  and  ex- 
pensive governmental  agency  to  take  care  of 
the  remaining  small  percentage  of  over-age- 
65  persons.  These  can  be  well  taken  care  of 
under  proposed  future  plans  and  extension 
of  the  Kerr-Mills  Act,  and  general  state 
and  county  welfare  programs  financed 
through  general  tax  funds. 

It  is  disturbing  to  see  the  attempts  of 
the  propopents  of  the  King-Anderson  Bill 
to  deceive  the  American  people  as  to  the 
true  costs  of  this  politically  inspired  social- 
istic measure.  It  would  impose  large  in- 
creases in  taxes  on  working  people  to  pay 
for  hospital  services  only. 

NOT  JUST  FOR  THOSE  IN  NEED,  but 
for  the  millions  of  persons  who  are  well 
able  to  pay  their  own  health  care  needs.  If 
the  Administration’s  claims  are  correct,  by 
1963  social  security  taxes  will  increase 
from  $288.00  to  $403.00  per  person  annual- 
ly, a 39  per  cent  increase.  By  1968,  social 
security  taxes  will  be  $507.00  annually,  or 
a 76  per  cent  increase.  If  cost  estimates  of 
private  actuaries  are  correct,  annal  social 
security  taxes  of  employer  and  employees 
combined  will  be  $559.00  annually,  or  a 94 
per  cent  increase  in  taxes  over  1961. 

These  are  stirring  days  in  the  life  of 
medical  organizations,  and  we  are  going  to 
need  all  the  help  we  can  marshal  if  we  are 
to  come  out  of  the  struggle  victoriously. 
Creeping  socialism  has  developed  into  leap- 
ing-weeping  socialism  and  tremendously  ac- 
tive and  powerful  political  forces  are  at 
work  to  saddle  the  principle  of  compulsory 
health  taxes  upon  the  people  and  the  medical 
profession  of  this  country.  Freedom  is  not 
free,  and  we  must  continue  to  make  sacri- 
fices of  our  own  time,  energy  and  conveni- 
ence, if  we  are  to  preserve  our  freedom 
as  we  have  known  it. 

The  future  of  health  care,  as  we  know  it 
today,  will  depend  to  a large  measure  on 
the  degree  to  which  the  medical  profession 
and  the  hospital  profession  are  capable  of 
exercising  statesmanship,  and  promoting 
active  leadership  to  provide  constructive 
and  practical  answers  to  the  changing  po- 
litical social-economic  problems  of  our  times. 

The  American  Medical  Political  Action 


Committee  now  provides  an  opportunity 
and  a mechanism  for  physicians  to  carry  out 
their  political  obligations.  But  this  will 
not  be  simply  a matter  of  contributing 
money  or  lending  the  use  of  names  on  let- 
terheads. And  there  will  be  no  neat,  dra- 
matic, nicely  wrapped,  do-it-yourself 
package  telling  you  exactly  how  to  win. 
A.M.P.A.C.,  to  be  effective,  will  require 
time,  hard  work,  personal  contacts,  pave- 
ment pounding,  doorbell  ringing  and  all  oth- 
er essentials  of  political  activity  from  the 
national  to  the  precinct  level. 

A.M.P.A.C.  deserves  the  wholehearted 
support  of  every  member  of  the  medical 
profession  in  Nebraska.  It  is  much  later 
than  you  think,  in  the  time  table  of  the  so- 
cial planners. 

The  future  of  health  care  depends  on 
the  firm  and  fixed  resolve  by  doctors  and 
hospitals  to  solve  their  problems,  keeping 
in  mind  that  the  public  interest  comes  first. 
This  is  a great  crusade  in  which  we  are 
engaged,  a crusade  for  freedom,  and  you  are 
the  first  line  of  fighters  in  this  great  cru- 
sade. You  are  fighting  to  preserve  our 
great  heritage  of  freedom  in  the  field  of 
health  care.  You  are  fighting  to  preserve 
the  great  dignity  and  the  right  of  the  indi- 
vidual man  to  accept  personal  responsobility 
for  his  welfare  in  the  field  of  health  care. 
Every  step  that  the  individual  makes  in  the 
direction  of  caring  for  himself  is  a step 
away  from  State  Socialism. 

Complsory  sickness  taxes  are  state-so- 
cialized medicine,  despite  the  disclaimer  of 
some  of  our  political  friends.  Thus,  the 
maintenance  of  the  freedom  and  quality 
of  medical  care  is  the  first  line  of  defense 
of  our  American  Way  of  Life.  Much  as  we 
as  physicians  would  prefer  to  go  our  pro- 
fessional way  and  allow  others  to  deal  with 
poltical  questions,  health  care  of  today  is 
intricately  associated  with  economics  and 
if  we  are  to  be  true  to  medicine,  we  cannot 
allow  our  professional  liberty  to  go  down, 
along  with  the  quality  of  medical  care,  and 
more  important  still,  the  ruin  of  our  de- 
mocracy and  our  national  liberty. 

Let  us  continue  to  fight  the  good  fight, 
armed  with  the  courage  of  god-given  free- 
dom. 


Banti’s  Disease:  A syndrome  of  anemia,  splenomegaly,  leuko- 

penia, and,  later,  cirrhosis  and  ascites.  It  was  named  after  Guido 
Banti,  an  Italian  pathologist,  who  lived  from  1852  to  1925. 
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CURRENT  TRENDS  in 

Peripheral  Arterial  Surgery 

III.  OCCLUSIVE  DISEASE  of  the  AORTA, 
ILIAC  and  FEMORAL-POPLITEAL 
ARTERIES 


Introduction 

IN  the  last  number  of  the  Jour- 
nal, we  presented  the  strong 
contrast  in  the  results  of  oper- 
ation for  intact  vs.  ruptured  aortic  aneu- 
rysms. An  analagous  situation  exists  when 
one  compares  the  results  of  surgical  therapy 
for  occlusive  disease  of  the  abdominal  aorta 
and  iliac  arteries  with  those  of  the  femoral 
and  popliteal  arteries.  The  results  of  oper- 
ation for  the  various  aorto-iliac  occlusions 
are  very  good  but  in  the  femoral-popliteal 
artery,  the  long  term  results  of  surgery  are 
far  less  satisfactory. 

In  this  article  several  aspects  of  occlusive 
disease  are  presented.  The  surgical  ration- 
ale, etiology,  natural  history  and  some  of 
the  problems  involved  in  evaluating  the  cur- 
rent literature  are  discussed.  Following 
this,  the  subject  is  divided  into  aorto-iliac 
and  femoral-popliteal  occlusions,  and  the 
symptoms  and  signs,  diagnostic  measures 
and  results  of  surgical  therapy  of  each  are 
presented. 

Rationale  for  Surgery  — Arterial  occlu- 
sions, like  aneurysms,  occur  as  localized  seg- 
ments of  disease  in  the  arterial  tree.  They 
may  be  single  or  multiple.  Successful  oper- 
ation depends  upon  restoration  of  an  ade- 
quate supply  of  blood  to  a patent  arterial 
tree  distal  to  an  area  of  occlusion.  Follow- 
ing arterial  reconstruction  or  graft,  there 
must  be  both  an  adequate  inflow  and  an 
adequate  run-off  of  blood  past  the  occlu- 
sion to  avoid  recurrent  thrombosis. 

Etiology  — The  majority  of  occlusions 
are  arteriosclerotic  in  nature.  They  arise 
either  as  a result  of  local  occluding  seg- 
mental arteriosclerosis  or  secondary  to  em- 
boli from  proximal  arteriosclerotic  pro- 
cesses such  as  a thoracic  aortic  aneurysm  or 
left-sided  cardiac  mural  thrombi.  Congen- 
ital and  acquired  heart  disease  (with  or 
without  bacterial  endocarditis),  direct 
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trauma,  and  pressure  from  or  invasion  by 
pelvic  tumors,  account  for  most  of  the  small 
remainder. 

Extent  — The  occlusions  vary  from  a few 
centimeters  in  length  to  complete  occlusions 
of  the  entire  aorto-iliac  system  between  the 
renal  arteries  and  bifurcation  of  the  femoral 
artery  bilaterally. 

Natural  History  — The  unsatisfactory 
situation  that  concerns  the  natural  history 
of  occlusive  disease  is  a recurrent  medical 
phenomenon : since  there  was  nothing  to 
be  done  about  them  a few  years  ago,  there 
was  little  interest  in  them.  Hence,  too  little 
is  known  about  their  natural  history.  Much 
work  remains  to  be  done  here  although  sev- 
eral important  factors  about  the  local  pro- 
cess are  known. 

(1)  The  Local  Occlusive  Process  — The 
local  arteriosclerotic  process  with  its  placque 
formation,  narrowing  of  the  lumen  and  con- 
sequent reduction  in  blood  flow  eventually 
leads  to  complete  occlusion  of  the  lumen  by 
atheroma;  or  else  it  so  effectively  stagnates 
blood  flow  that  final  closure  by  intravascu- 
lar thrombosis  results.  In  either  case, 
thrombus  then  propagates  proximally  and 
distally  until  it  extends  to  the  first  large 
arterial  branch  in  both  directions  if  an 
otherwise  stable  condition  exists.  Circula- 
tion is  maintained  around  the  occlusion  via 
these  collateral  branches,  and  the  intravas- 
cular clot  and  atheroma  undergo  progressive 
organization  and  fibrosis. 
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(2)  Condition  of  Proximal  and  Distal 
Arteries  — The  length  of  the  occlusion  de- 
pends primarily  upon  the  condition  of  the 
arterial  tree  proximal  and  distal  to  the 
original  segmental  occlusion.  If  another 
segment  of  lumenal  narrowing  exists  prox- 
imal or  distal  to  the  occlusion,  the  reduction 
in  flow  may  cause  a second  segmental 
thrombosis,  or  the  original  occlusion  may 
extend  to  include  both  localized  areas  and 
also  the  intervening  segment  of  artery. 

(3)  Collateral  Circulation  — The  ana- 
tomic possibility  of  a good  collateral  circu- 
lation around  a localized  aorto-iliac  occlu- 
sion is  far  superior  to  that  possible  in  fe- 
moral-popliteal occlusions  in  the  leg.  Case 
histories  of  local  iliac  occlusions  frequently 
show  a gradual  lessening  of  symptoms  and 
objective  circulate ry  improvement  in  the 
weeks  and  months  that  follow.  Collateral 
circulation  may  develop  so  well  that  it  is  not 
rare  to  feel  a weak  femoral  or  even  pedal 
pulse  some  months  after  a localized  iliac  oc- 
clusion. 

(4)  Time  — A gradual  occlusion  allows 
time  for  collateral  circulation  to  develop. 
We  are  surprised,  at  times,  to  see  patients 
with  pulseless  extremities  bilaterally  (from 
complete,  gradual  infra-renal  aorto-iliac  oc- 
clusion) whose  legs  and  feet  are  warm  and 
well-muscled  and  who  have  very  few  of  the 
atrophic  stigmata  of  ischemia.  Conversely, 
a patient  with  an  acute  embolic  occlusion 
of  less  extent  from  a more  proximal  site 
routinely  presents  himself  with  cadaveric 
anesthetic  extremities.  These  often  re- 
quire amputation  if  the  embolus  is  not  re- 
moved within  a few  hours. 

(5)  Acute  Illness  — Any  acute  illness 
that  lowers  cardiac  output,  blood  volume,  or 
rate  of  flow  (such  as  acute  myocardial  in- 
farction, dehydration  from  any  illness,  acute 
hemorrhage,  and  so  forth)  may  precipitate 
thrombosis  in  a narrowed  but  still  patent 
diseased  artery. 

Evaluation  of  Current  Literature  — 

Thrombosis  of  the  aorta  and  its  infrarenal 
branches  is  a much  more  variable  pheno- 
menon than  aortic  aneurysm.  Taken  as  a 
group,  abdominal  aortic  aneurysms  show 
little  significant  variation  from  each  other, 
have  a well-studied  natural  history  and  are 
treated  by  one  standard  operation.  They 
have  very  few  problems  associated  with  the 
evaluation  of  their  follow-up. 


This  is  not  the  case  with  occlusive  dis- 
ease. Even  though  we  are  certain  that  vas- 
cular surgery  for  occlusions  restores  a 
great  number  of  patients  to  productive  life, 
each  case  is  an  individual  problem.  Not 
only  do  the  occlusions  vary  in  length,  in 
the  amount  of  collateral  blood  flow  and  in 
the  severity  of  peripheral  symptoms,  but 
also  the  indications  for  surgical  operation 
vary  from  surgeon  to  surgeon.  In  addition, 
there  are  three  possible  operations  (see  No. 
I of  this  series,  Nebraska  M.  J.  47:371) 
and  frequently  elements  of  two  of  these  are 
combined  in  the  same  procedure.  Adding 
to  the  confusion  that  stems  from  trying  to 
sort  out  literature  is  the  multiplicity  of  vas- 
cular prostheses. 

In  essence,  the  situation  is  very  similar  to 
that  which  existed  years  ago  in  reporting 
the  results  of  cancer  therapy,  that  is,  be- 
fore the  arbitrary  “five-year  cure”  was 
adopted.  Until  a similar  set  of  arbitrary 
ground  rules  is  applied  to  occlusive  vascular 
disease  it  will  continue  to  be  hazardous  to 
compare  the  various  clinical  series. 

Aorto-iliac  Occlusions 

Symptoms  and  Signs  — The  classic  pic- 
ture of  complete  aorto-iliac  occlusion  was 
described  by  Leriche1  (figure  1)  and  broad- 
ened by  DeWolfe,  et  al.2  It  is  now  a symp- 
tom complex  occurring  between  ages  40-70 
with  a 10:1  male:female  ratio,3-4  consisting 
of  leg  weakness  and  fatigue,  hip  claudica- 
tion or  weakness  and,  in  males,  inability  to 
maintain  an  erect  penis.  Physical  examina- 
tion shows  pulseless  extremities.  Muscle 
atrophy  is  variable  and  there  are  very  few 
atrophic  changes  in  the  feet  or  toes.  How- 
ever, this  description  applies  only  to  those 
patients  with  complete  occlusion  ( or  multi- 
ple segmental  occlusion)  of  the  distal  aorta, 
and  all  iliac  branches  bilaterally. 

Unfortunately,  it  does  not  apply  to  the 
vast  majority  of  aortic-iliac  occlusions. 
They  are  more  frequently  segmental  and 
unilateral.  (Figure  2).  Therefore,  the 
number  of  different  anatomic  possibilities  is 
high.  The  symptoms  and  physical  signs  de- 
pend upon  the  location  of  the  lesion  and 
the  factors  already  discussed  under  Natural 
History. 

Thus,  an  aortic  occlusion  usually  causes 
a sensation  of  fatigue  followed  by  severe 
claudication  in  the  buttocks,  thighs  and 
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Figure  1.  Leriche  syndrome:  Thrombosis  of  distal 

aorta,  bilateral  common,  internal  and  external  iliac  ar- 
teries. Before  and  after  Teflon  by-pass  graft. 


legs.  A complete  unilateral  iliac  arterial 
obstruction  causes  unilateral  buttocks, 
thigh  and  leg  fatigue  with  claudication.  Lo- 
cal segmental  occlusions  usually  cause  less 
severe  symptoms. 

The  most  important  physical  sign  con- 
cerns palpation  of  pulses.  The  physical  ex- 
amination should  start  with  a search  for  the 
distal  aortic  pulse  and  progress  distally. 
The  distal  abdominal  aortic  pulse  is  easily 
palpable  in  the  abdomen.  The  iliac  pulses 
can  be  felt  on  abdominal  examination  in 
thin  individuals.  The  peripheral  pulses 
usually  present  no  problem  in  palpation. 
Peripheral  femoral  and  pedal  pulses  are  al- 
ways diminished  or  absent  with  aortic  or 
iliac  occlusion,  the  exact  pattern  depending 
on  the  lesion. 

The  signs  of  ischemia  in  the  extremities 
are  easily  recognized:  visible  or  measured 
muscle  atrophy;  thin,  pale  shiny  skin;  loss 
of  hair  on  the  toes,  dorsum  of  foot  and 


* 


Figure  2.  Illustrates  unilateral  common  and  external 
iliac  arterial  occlusion  and  aorto-common  femoral  artery 
Teflon  by-pass  graft. 
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lower  leg;  thin  foot  and  toes  with  atrophy 
of  toe  pads;  cadaveric  pallor  on  elevation; 
rubor  or  cyanosis  on  dependency  are  all 
stigmata  of  arterial  insufficiency  as  are  as- 
sociated coldness,  muscle  weakness  and  de- 
creased sensation. 

Diagnosis  — The  physical  signs  of  per- 
ipheral ischemia  outlined  above  are  seen 
with  a variety  of  peripheral  arterial  occlu- 
sions occurring  anywhere  from  the  distal 
aorta  to  the  popliteal  artery.  Therefore, 
the  diagnosis  demands  a careful  history  that 
inquires  about  specific  levels  of  claudica- 
tion ; and  a physical  examination  that  starts 
with  inspection  of  the  extremities  and  pal- 
pation of  pulses  and  progresses  distally  re- 
cording the  physical  signs  listed  above  and 
the  level  at  which  they  occur. 

The  location  of  the  occlusion  and  the 
evaluation  of  the  proximal  and  distal  por- 
tions of  the  artery  are  determined  by  an- 
giography. We  prefer  translumbar  aortog- 
raphy. These  films  must  show  satisfactor- 
ily patent  arteries  distal  to  the  occlusion 
before  the  patient  is  scheduled  for  an  ar- 
terial surgical  procedure.  If  the  aortogram 
does  not  show  the  distal  arteries,  femoral 
arteriograms  must  be  done.  This  is  the 
only  way  to  ensure  that  blood  conveyed  be- 
yond an  occlusion  will  reach  the  ischemic 
tissues  beyond  that  occlusion.  Unless  there 
is  a satisfactory  arterial  tree  open  distal  to 
an  occlusion,  the  operation  will  not  be  suc- 
cessful. Occasionally,  during  surgical  op- 
eration, some  of  the  collateral  circulation  is 
inadvertently  interrupted.  In  this  case, 
graft  failure  leaves  the  patient  with  a more 
severely  ischemic  extremity  than  preoper- 
atively.  Major  amputations  and  deaths  have 
resulted  from  ill-advised  and  unsuccessful 
operations  performed  without  experienced 
evaluation  of  the  distal  arterial  tree. 

Indications  for  Surgery  — We  use  the 
following  as  our  indication  for  operation: 
the  presence  of  a symptomatic  aorto-iliac 
occlusion  in  a patient  without  severe  co- 
existent disease.  Angiographic  evidence  of 
the  satisfactory  nature  of  the  occlusion  and 
adjacent  arterial  tree  is  mandatory. 

We  would  be  less  anxious  to  operate  on 
some  of  the  more  localized  occlusions  were 
it  not  for  the  fact  that  arteriosclerosis  is  a 
progressive  disease.  In  a series  of  390  pa- 
tients with  aorto-iliac  occlusions  reported 
by  Humphries,  et  al.h  (average  follow-up,  42 


months),  the  disease  was  progressive  in  65 
per  cent  and  only  2 per  cent  showed  im- 
provement. Of  the  139  controls  not  treated 
surgically,  20  per  cent  went  on  to  chronic 
rest  pain,  amputation  or  death  during  the 
study. 

Surgeons  have  varied  criteria  of  opera- 
bility for  aorto-iliac  occlusions.  In  the 
strictest  sense,  only  those  that  threaten  gan- 
grene and  amputation  make  surgical  inter- 
vention mandatory.  However,  the  indica- 
tions are  broadening  in  most  areas  and  be- 
coming more  liberal. 

Operations  — Again,  there  is  great  diver- 
gence of  opinion  centered  largely  around 
what  the  various  authors  consider  to  be  a 
suitable  lesion  for  thrombendarterectomy. 
A small  localized  occlusion  is  certainly 
amenable  to  thrombendarterectomy.  The 
extensive  occlusion  or  the  occlusion  occur- 
ring in  an  extremely  diseased  artery  is  prob- 
ably best  treated  by  the  use  of  by-pass  pros- 
thesis. Excision  and  graft  is  also  used  in 
occlusions  of  some  larger  artery.  Frequent- 
ly, elements  of  two  or  three  procedures  are 
combined  at  the  same  operation. 

Results  of  Surgery  — The  results  of  aortic 
and  iliac  arterial  occlusions  are  reported  to- 
gether by  most  authors.  The  operations  can 
be  accomplished  with  low  mortality  (2-15%) 
and  high  initial  success  (79-95%)  rate.3-4-6'9 
Most  of  the  late  poor  results  occur  during 
the  first  year  after  surgery  and  are  due  to 
thrombosis  of  the  graft  or  recurrent  throm- 
bosis of  the  artery.  Crawford8  reported  a 
6.2  per  cent  incidence  of  late  postoperative 
closures  and  91  per  cent  of  these  were  suc- 
cessfully re-operated. 

Discussion  — Table  1 depicts  our  results 
with  aorto-iliac  occlusions  during  the  past 
three  and  one-half  years.  It  should  be 
noted  that  only  two  cases  have  follow-ups 
longer  than  one  year.  The  occlusions  va- 
ried from  a localized  unilateral  external 
iliac  block,  2 cm.  in  length  (Pt.  H.P.),  to 
complete  aorto-iliac  thrombosis. 

In  aggregate,  seven  patients  had  nine 
operations.  We  performed  one  extensive 
thrombendarterectomy  and  inserted  nine 
separate  Teflon  by-pass  grafts.  There  were 
no  deaths.  Six  of  the  seven  patients  have 
maintained  circulatory  integrity  postopera- 
tively  although  one  patient  required  two 
operations. 
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TABLE  1 

AORTO-ILIAC  OCCLUSIONS 


Location  and 


Pt. 

Age 

Extent  of  Occlusion 

Date 

Operation 

Result 

LT 

53 

Rt.  com. -ext.  iliac  and 
com.  femoral  arteries 

6-22-59 

Aorto-right  superficial 
femoral  by-pass  graft 

Thrombosed  While  on  fishing 
trip.  Very  ischemic  and  pain- 
ful leg,  with  early  gangrene 
changes  preop.  A&W 

TW 

54 

Bil.*  com. -ext.  iliac  and 
com.  femoral  arteries 

1-26-60 

Bil.  aortic  homograft- 
sup.  femoral  by-pass 
graft 

Previous  aorto-iliac  resection 
1951  for  Leriche.  Arterial 
homograft  not  clotted.  A&W 

BS 

63 

Entire  infra-renal  aorta 

Bil.  com.  & ext.  iliac 
arteries 

1-25-61 
5-  4-61 

Aorto-com.  femoral 
by-pass,  bil. 
Aorto-com.  femoral 
by-pass,  right 

Thrombosed  rt.  side  of  graft 
4 mo.  p.o. 

Thrombosed  lt.  side  5 mos. 
p.o. 

CVA,  7 mos.  p o.  Poor. 

HP 

68 

Lt.  com.  & ext.  iliac 
arteries 

4-  7-61 

Lt.  com.  iliac-com. 
femoral  by-pass 
graft 

Originally  thrombosed  occurred 
at  LVAH  Aug.,  1960,  1 day 
p.o.  V-resec.,  carcinoma, 
lower  lip.  A&W 

LE 

66 

Rt.  com.  ext.  iliac  and 
com.  femoral  arteries 

7-10-61 

Aorto-rt.  sup. 
femoral  by-pass 
graft 

Long  standing  ischemia  both 
legs.  Bil.  lumbar  sympa- 
thectomies performed  prior 
to  current  study.  A&W 

DW 

38 

Aorta  (distal  1”)  bil. 
com.  iliac  & lt.  ext. 
iliac  arteries 

8-24-61 
1-  5-62 

Aorto-bil.  com.  iliac 
thrombe’ctomy 

Aorto-lt.  ext.  iliac 
by-pass  graft 

Re-thrombosed  lt.  com.  and 
ext.  iliac,  1 week  postop. 
A&W 

LM 

56  Lt.  com.  & int.  iliac 
arteries 

Graft  material  — Teflon 

2-11-61 

Aorto-lt.  ext.  iliac 
by-pass  graft 

Small  aortic  aneurysm  also 
excised.  A&W 

* — Bil.  = Bilateral 

6 


There  is  one  poor  result  (Pt.  B.S.).  Rath- 
er than  ascribe  this  to  “graft  failure,”  it  is 
more  likely  that  the  bifurcated  segments  of 
the  graft  became  thrombosed,  four  and  five 
months  postoperatively  with  atheromatous 
or  blood  emboli  from  the  1 cm.  of  aorta  we 
left  below  the  renal  arteries.  This  segment 
needed  extensive  thrombendarterectomy 
prior  to  being  used  for  anastomosis  to  the 
Teflon  graft.  It  probably  contains  a nidus 
for  thrombosis  and  distal  embolization  even 
though  we  cannot  demonstrate  this  by  aor- 
tography. 

Femoral-Popliteal  Occlusions 

(“Adductor  Canal”) 

Most  elderly  patients  who  confront  a 
physician  with  complaints  and  findings  of 
an  ischemic  foot  are  afflicted  with  arterial 
occlusions  distal  to  the  groin  crease.  Only 
a minority  of  them  have  a neatly  segmental 
occlusion.  (Figure  3).  In  our  current 
three-and-one-half  year  study  only  about  30 
per  cent  of  the  patients  with  good  femoral 
pulses  and  an  ischemic  foot  were  found  to 
have  a surgically  favorable  occlusion  on  fe- 
moral arteriography.  (Figure  4).  It  re- 


mains one  of  the  enigmas  of  vascular  sur- 
gery that  we  have  no  procedure  that  can  be 
applied  with  safety  to  all  patients  with  seg- 
mental femoral-popliteal  occlusions.  Also, 
since  the  late  closure  surgical  rate  approach- 
es 50  per  cent  in  2 years  (regardless  of  the 
type  of  procedure  performed),  we  are  forced 
to  surgical  treatment  of  the  more  seriously 
jeopardized  extremity. 

It  is  unfortunate  that  as  we  progress  dis- 
tally  from  the  abdominal  aorta  toward  the 
popliteal  artery,  vascular  surgery  becomes 
less  successful.  The  dividing  line  between 
excellent  and  fair  results  appears  to  be  in 
the  region  of  the  groin.  Proximal  to  this 
the  surgical  results  are  excellent;  distal  to 
this  they  are  only  fair.  All  of  the  proce- 
dures, when  judiciously  employed  in  the 
distal  aorta  and  iliac  arteries,  yield  a high 
initial  success  rate  and  a gratifying  number 
of  long-term  excellent  results.3"9 

None  of  the  operations  is  highly  success- 
ful in  dealing  with  femoral-popliteal  artery 
occlusions  in  the  adductor  canal  of  the 
thigh.6- 8- 10"14  The  usual  occlusion  in  the  ad- 
ductor canal  is  relatively  long  and  the  in- 
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Figure  3. 
elusion  and 
grtaft. 


Illustrates  superficial  femoral  arterial  oc- 
a common  femoral-popliteal  Teflon  by-pass 


volved  vascular  lumen  small,  especially 
when  compared  to  aorto-iliac  occlusions. 
Any  prosthesis  inserted  around  a femoral- 
popliteal  occlusion  carries  comparatively 
less  blood  at  a slower  rate  over  a longer 
distance  and  over  smaller  anastomic  suture 


Figure  4.  Pt.  C.  C.,  femoral  arteriogram  shows  occlu- 
sion of  the  superficial  femoral  artery  from  its  origin 
at  the  common  femoral  bifurcation  to  a point  low  in  the 
adductor  canal. 
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lines  than  its  aorto-iliac  counterpart.  Also 
the  graft  must  frequently  course  over,  and 
be  subject  to,  the  added  long-term  physical 
stress  of  one  or  two  joints.  These  factors, 
plus  others  indigenous  to  the  particular 
prosthesis  used,  are  the  cause  of  early  and 
late  graft  closures,  regardless  of  the  type 
of  operation  performed.  (See  table  2). 


TABLE  2 

CLOSURE  RATE  FOR  FEMORAL- 


POPLITEAL  ARTERY 

BY-PASS 

GRAFTS 

Per  Cent 

Time  After 

Closed 

Surgery 

Venous  Autograft 

. 40-85 

1 year 

Arterial  Homograft  _ . 

_ 50-90 

1 year 

Thrombendarterectomy  _ 

__  40-90 

1 year 

Teflon  and  Dacron 
Prostheses 

50 

2 years 

The  uniformly  discouraging  results  de- 
picted in  table  2 have  revived  efforts  to  de- 
vise a more  suitable  operative  procedure. 
Edwards15  recentlv  reported  a technique  of 
extensive  longitudinal  femoral  arteriotomy 
combined  with  direct  vision  thrombendar- 
terectomy.  After  the  occlusion  is  removed, 
the  diameter  of  the  arterial  lumen  is  en- 
larged by  suturing  a long,  narrow  strip  of 
autologous  saphenous  vein  into  the  arteri- 
otomy hoping  to  avoid  postoperative  throm- 
bosis. This  and  other  new  procedures  are 
as  yet  clinically  unproved. 

Natural  History  — There  is  one  specific 
point  about  the  natural  history  of  the  pa- 
tients with  femoral-popliteal  occlusions  that 
warrants  separate  consideration.  Although 
the  incidence  of  progression  of  the  local  oc- 
clusive disease  here  appears  to  be  similar  to 
aorto-iliac  occlusions,  the  patients  having 
femoral-popliteal  occlusion  seem,  on  follow- 
up, to  be  a poorer  group  in  other  respects. 
The  number  who  have  died  during  the  first 
few  follow-up  years  is  higher  in  some  series, 
as  is  the  number  who  have  had  myocardial 
infarcts  and  other  additional  vascular  occlu- 
sions. It  also  appears  to  be  true  for  those 
treated  by  nonsurgical  means.  (Figure  5). 
This  must  be  taken  into  consideration  when 
contemplating  operation. 

Symptoms  and  Signs  — The  symptoms 
that  arise  from  occlusions  in  the  adductor 
canal  cannot  be  differentiated  from  those 
arising  from  aorto-iliac  occlusions  with  the 
exception  that  hip  claudication  is  not  seen 


in  the  former.  In  general,  the  symptoms 
are  more  peripheral.  The  main  physical  dif- 
ferentiation is  that  the  femoral  pulse  is 
diminished  or  absent  in  aorto-iliac  occlu- 
sions; more  likely  to  be  normal  in  femoral- 
popliteal  occlusions.  The  chief  complaint  is 
almost  always  foot,  ankle  or  calf  claudica- 
tion, or  a “sore”  that  won’t  heal.  Night 
pain,  or  rest  pain  are  merely  more  severe 
degrees  of  claudication.  They  may  signify 
ischemic  neuritis. 

The  diagnosis  is  suspected  whenever  the 
physician  is  faced  by  a patient  whose  is- 
chemic extremity  has  no  pedal  pulses.  The 
presence  of  a normal  femoral  pulse  almost 


Figure  5.  Pt.  D.  M.,  femoral  arteriogram  shows 
short,  well  collateralized  superior  femoral  artery  with 
occlusion.  Only  mild  to  moderate  ischemic  symptoms. 

By-pass  graft  was  not  done.  Patient  died  of  acute  myo- 
cardial inarction  one  year  later. 
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certainly  places  the  site  of  occlusion  in  the 
superficial  femoral  artery  of  the  thigh.  A 
diminished  femoral  pulse  on  the  ischemic 
side  usually  presages  partial  femoral  artery 
occlusion  or  an  additional  occlusion  in  the 
aorto-iliac  system  proximally.  An  extreme- 
ly strong  bounding  femoral  pulse  immedi- 
ately above  the  occlusion  is  occasionally 
found.  When  it  is  associated  with  sudden 
ischemia  of  the  foot  one  should  suspect  an 
embolic  occlusion. 

The  surest  way  to  a positive  diagnosis  is 
a high  index  of  suspicion  coupled  with  a 
thorough  physical  examination  of  both  ex- 
tremities (for  comparison)  paying  attention 
not  only  to  the  peripheral  pulses  but  also 
to  color  and  texture  of  skin,  hair  distribu- 
tion, atrophy  of  muscle  and  subcutaneous 
fat,  skin  temperature,  sensory  deficit  and 
presence  of  ulcers  on  the  toes  or  foot.  The 
femoral  arteriogram  only  outlines  the  occlu- 
sion and  its  surgical  potential. 

Indications  for  Surgery  — Direct  arterial 
intervention  for  femoral  popliteal  occlusions 
is  restricted  to  several  selected  groups  be- 
cause half  of  the  patients  will  have  re- 
thrombosed within  two  years  after  arterial 
reconstruction.  This  is  true  whether  ar- 
terial homografts,  thrombendarterectomy, 
or  by-pass  prostheses  are  used.  Some  of  the 
causes  of  early  and  late  postoperative  failure 
have  been  discussed.  With  rare  exceptions, 
the  end  results  are  within  a few  percentage 
points  of  those  listed  on  table  2. 

We  have  restricted  operation  for  femoral 
popliteal  artery  occlusions  to  the  following 
categories : 

1.  When  ischemia  is  so  severe  that  ul- 
ceration is  present  (or  threatened) 
or  rest  pain  or  night  cramps  are  pres- 
ent. 

2.  When  progressive  occlusion  threatens 
early  gangrenous  deterioration  and 
eventual  thigh  level  amputation. 

3.  In  those  patients  with  gangrene  of 
toe  or  foot  in  whom  successful  by-pass 
graft  would  allow  amputation  at  a 
lower  level  (that  is  below  the  knee  vs. 
midthigh). 

4.  In  younger  patients  with  no  signifi- 
cant co-existent  disease  in  whom  a 
successful  operation  would  restore  em- 
ployability and  more  desirable  level  of 
activity. 


Operation  — The  best  procedure  and  the 
best  vascular  prostheses  have  yet  to  be  in- 
vented. We  favor  Teflon  by-pass  graft  for 
the  longer  occlusions,  thrombendarterectomy 
for  the  shorter.  Unsuccessful  operation  is 
due  in  most  instances  to  a deficiency  in  the 
operation,  or  the  selection  of  prosthesis 
and  not  due  to  the  patient’s  re-occlusion. 
The  value  of  lumbar  sympathectomy  per- 
formed during  the  same  hospitalization  can- 
not yet  be  seen  through  the  mass  of  data 
in  the  literature.  We  have  not  used  it. 

Results  of  Surgery  — This  has  already 
been  discussed.  By  choosing  our  cases  judi- 
ciously according  to  strict  criteria  in  the 
future,  we  may  be  encouraged  by  our  results 
in  the  years  to  come. 

Discussion 

Table  3 presents  the  results  of  surgical 
treatment  of  seven  patients  treated  for  fe- 
moral-popliteal arterial  occlusions.  Six  had 
femoral-popliteal  by-passes.  One  had  com- 
mon femoral  thrombendarterectomy  and  a 
short  common-femoral  to  superior  femoral 
artery  end-to-end  graft.  There  were  no 
“graft  failures.”  All  grafts  were  function- 
ing at  the  time  of  death  or  are  patent  at 
present. 

In  our  small  series  there  were  two  early 
postoperative  deaths,  both  by  myocardial 
infarction.  In  addition,  there  have  been 
three  late  postoperative  deaths.  The  first, 
Pt.  G.D.,  died  four  months  postoperatively 
after  exploratory  laparotomy  for  cholangi- 
olitic  hepatitis.  The  second,  Pt.  F.T.,  died 
suddenly  at  home  ten  months  after  operation 
(?  myocardial  infarction).  Another,  Pt. 
G.S.,  died  suddenly  seven  months  postopera- 
tively. Autopsy  revealed  severe  coronary 
insufficiency. 

There  are  two  survivors,  38  and  14  months 
postoperative,  whose  grafts  are  functioning 
well.  Both  of  these  have  suffered  similar 
occlusions  in  their  other  leg,  36  and  9 months 
postoperative.  In  one  case  the  lesion  is 
favorable  for  by-pass  graft  but  the  patient 
has  deferred  surgery.  In  the  other,  the  oc- 
clusion is  not  amenable  to  surgical  repair. 

Summary 

A review  of  factors  concerning  the  eti- 
ology, natural  history,  symptoms,  and  signs, 
diagnosis  and  operation  for  occlusive  disease 
of  the  aortic-iliac  and  femoral-popliteal  ar- 
teries has  been  presented. 
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TABLE  3 

FEMORAL-POPITEAL  ARTERY  OCCLUSIONS 


Pt. 

Age 

Date 

Operation 

FM 

56 

10-31-58 

Rt.  com.  femoral-popliteal 
by-pass  graft 

EB 

71 

11-14-58 

Rt.  com.  femoral-popliteal 
by-pass  graft 

FT 

63 

3-20-59 

Lt.  com.  femoral-popliteal 
by-pass  graft 

GD 

66 

3-  4-60 

Lt.  com.  femoral  thromb’ 

ectomy,  com.  femoral- 
sup.  femoral  end-to-end 
graft 

CC 

77 

6-29-60 

Rt.  com.  femoral-popliteal 
by-pass  graft 

GS 

67 

4-24-61 

Rt.  com.  femoral-popliteal 
by-pass  graft 

DH 

62 

5-  8-61 

Lt.  com.  femoral-popliteal 
by-pass  graft 

5-  9-61 

Lt.  com.  iliac-com. 
femoral  by-pass  graft 

Graft  Material  — Teflon 


The  results  of  three  and  one-half  years 
(August  1958-January  1962)  of  surgery  for 
aorto-popliteal  occlusive  disease  from  the 
surgical  service  of  Lincoln  VA  Hospital 
have  been  presented  to  illustrate  points 
made  in  the  text. 
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July,  1961 — Below  knee  amputation  (It.). 

November,  1961 — Below  knee  amputation  (rt.). 

Died,  November,  1961. 

Overlooked  proximal  occlusion.  Died,  acute 
myocardial  infarct,  6 days  postoperatively. 
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The  section  in  this  article  dealing  with  the  na- 
tural history  of  femoral-popliteal  artery  occlusions 
is,  perhaps,  too  pessimistic.  There  are  several 
large  series  in  the  literature  that  do  not  corrobor- 
ate the  comparatively  poorer  follow-up  results  men- 
tioned. Although  all  of  the  LVAH  femoral-pop- 
liteal grafts  were  functioning  at  the  time  of  death, 
the  fact  that  so  many  of  our  cases  died  or  had  sub- 
sequent occlusions  elsewhere  in  the  body  in  the 
follow-up  period,  probably  explains  our  pessimism. 
We  simply  may  have  seen  and  operated  on  a group 
of  patients  who  were  just,  unfortunately,  near  the 
end  of  their  arteriosclerotic  disease.  In  the  future 
we  will  use  Teflon  grafts  in  this  region  only  if 
the  lesiin  is  unsuitable  for  thrombendarterectomy 
or  saphenous  vein  autograft. 

— R.F.M. 
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FEDERAL 

Safety  Specifications 

for 

AUTOMOBILES,  TRUCKS, 
and  BUSES* 


IN  the  United  States,  back  in 
the  decade  1903-1912,  the  av- 
erage annual  railroad  deaths 
numbered  10,700,  and  the  motor  car  deaths 
were  1200  a year. 

In  1959,  railroad  deaths  were  2350,  of 
which  only  12  were  passengers.  The  motor 
vehicle  deaths  that  year  were  37,800,  of 
which  about  25,000  were  motorists,  that  is, 
excluding  pedestrians,  bicyclists,  bus-riders, 
and  others. 

These  changes  reflect  many  things,  chief 
being  the  vastly  changed  transportation 
picture,  here  and  the  world  over.  Air  trans- 
port is  new  and  active  since  1912.  Railroads 
have  ceased  to  be  the  main  passenger  car- 
rier. Motor  cars  have  become  dramatically 
more  numerous  since  1912. 

There  are,  however,  other  factors  closely 
bound  to  the  changing  death  figures. 

Beginning  on  March  2,  1893,  an  increas- 
ing number  of  the  details  of  railway  equip- 
ment, design,  and  construction  has  been  un- 
der Federal  control.  The  safety-appliance 
standards  on  the  railroads  are  specified  in 
the  most  minute  detail,  exemplified  by  the 
following:  “If  the  brake  ratchet-wheel  is 

more  than  thirty-six  (36)  inches  from  brake 
wheel,  a brake  shaft  support  shall  be  pro- 
vided to  support  this  extended  upper  por- 
tion of  brake  shaft;  said  brake  shaft  sup- 
port shall  be  fastened  with  not  less  than  one- 
half  (V2)  inch  rivets.” 

And  again,  “side  handholds  shall  be  se- 
curely fastened  with  not  less  than  one-half 
(1/2)  inch  bolts,  with  nuts  outside  (when 
possible)  and  riveted  over,  or  with  not  less 
than  one-half  0/2)  inch  rivets.” 

Some  300  safety  appliance  defects  are 
listed,  the  finding  of  any  one  of  which  sub- 
jects the  operating  railroad  to  a fine  of 
$250.  If  an  Interstate  Commerce  inspector 
finds  ten  of  these  defects,  “Keeper  bent,” 
“angle  cock  missing,”  “ratchet  pawl  brok- 
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en,”  and  so  forth,  the  fine  is  ten  times  $250, 
or  $2,500.  These,  of  course,  are  in  the  field 
of  maintenance,  but  are  mentioned  to  show 
that  the  Federal  Government  assumes  a 
responsibility  for  safe  initial  design,  and 
then  goes  further  and  sees  to  it  that  em- 
ployees and  passengers  are  protected  by  the 
maintenance  of  these  safety  provisions.8 

Are  the  deaths  of  25,000  people  in  this 
country  every  year  in  automobiles  to  be 
considered  due  to  the  absence  of  Federal 
Safety  Specifications  for  the  automobile? 

We  believe  that  they  are  not  unrelated, 
and  that  these  deaths  are  in  large  part,  that 
is,  in  more  than  half  the  deaths,  due  to  the 
faulty  design  and  construction  of  the  auto- 
mobile. 

At  once,  of  course,  the  carmakers  put  the 
blame  on  the  driver.  If  the  drivers  were 
well  trained,  if  they  were  not  careless,  if 
they  did  not  commit  traffic  violations,  then 
these  deaths  would  not  occur. 

Yes,  this  is  all  very  true.  But  when  were 
not  drivers,  and  when  will  not  drivers  be, 
ill-trained,  careless,  impolite,  aggressive,  or 
“under  the  influence”  of  alcohol?  In  pass- 
ing, it  is  to  be  noted  that  drinking  drivers 
are  involved  in  well  over  sixty  (60)  per 
cent  of  our  serious  car  crashes.  (Table  1). 

No  driver  is  incompetent  all  the  time, 
and  every  driver  (repeat,  every  driver)  is 
incompetent  once  in  a while.  Who,  reading 
this  article,  does  not  misdial  a phone  num- 
ber once  a week,  or  once  a day? 

Until  the  day  comes  along  when  the 
church,  the  schools,  and  parental  training 
have  become  100  per  cent  successful,  can 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May.  1962. 
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TABLE  1 


THE  ROLE  OF  ALCOHOL  IN  FATAL  TRAFFIC  “ACCIDENTS” 


Blood 

Blood 

Blood 

Blood 

Refer 

Data 

Fatal 

Driver 

Drinking 

Alcohol 

Alcohol 

Alcohol 

Alcohol 

ence 

Region 

for 

Acci- 

Fatal- 

Drivers 

over 

over 

0.05- 

0.01- 

No. 

Reported 

Years 

dents 

ities 

Per  Cent 

0.15% 

0.10% 

' 0.15% 

0.04% 

1. 

New  York  City 

1928- 

1937 



215 

60 



50% 





2. 

1957 



69 

55 



55% 

2 



3. 

1959- 

1960 



34f 

59 



50% 





4. 

Westchester 

1950- 

County 

. 1957 



83* 

73 

49% 

56% 

20% 

4% 

5. 

Cleveland 

1937- 

1955 



885 

54 

40% 



12% 

2% 

6. 

Montana 

1956 



134 

55 









7. 

Maricopa 

Jan.- 

Co.  Arizona 

June 

1958 

60** 



47 









8. 

Delaware 

,__1955 

97 



57 







9. 

Delaware 

_1956 

75 

51 

33%ft 

58** 



65 

43%  ft 







10. 

Maryland  includ- 

1950- 

ing  Baltimore  _ 

1959 



983 

69 

40% 



22% 

6% 

11. 

Baltimore 

1951- 

1956 



156 

62 

37% 

— 

21% 

4% 

12. 

Middlesex 

1948- 

Co.,  N.J.  

1959 



264 

50 

17% 



33% 



13. 

State  of 

New  York 

__1959 



92J 

87 

51% 

75% 

33% 

3% 

14. 

State  of  Conn.  _ 

1959 

— 

36f 

67 

— 

— 

— 

A- 

t — Dying  within  six  hours 

of  the  crash. 

* — Single-vehicle 

accidents. 

with  death 

within  4 

hours. 

** — Pedestrian  fatalities  eliminated. 

tf — 62'  per  cent  of 

the  drinking  drivers 

had  blood 

alcohol  readings 

over  0.15%. 

-• 

t — One-car  fatal 

accidents. 

with  death 

within  24 

hours. 
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anything  else  be  done  to  prevent  these  an- 
nual 25,000  deaths  and  100,000  devastating 
injuries? 

It  is  becoming  apparent  that  there  are 
two  phases  in  each  motor-vehicle  crash  or 
“accident.”  Phase  “1”  is  loss  of  control 
of  the  vehicle  with  possible  subsequent  con- 
tact with  some  fixed  or  moving  object. 
Phase  “2”  is  the  impact  of  the  passengers 
or  driver  upon  surfaces  or  structures  with- 
in the  car,  or  upon  environmental  surfaces, 
if  people  are  ejected.  It  is  phase  “2,”  the 
actual  injury,  which  the  carmakers  can  do 
much  to  prevent  or  alleviate.  This  may  be 
said  to  be  peculiarly  their  field  of  com- 
petence. 

Very  few  people  who  ride  in  motor  cars 
have  an  adequate  concept  of  the  magnitude 
of  the  forces  which  assail  one  in  the  event 
of  a motor  car  crash. 
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The  forces  of  deceleration  may  conveni- 
ently be  expressed  in  terms  of  Gravity 
Units  (G),  that  is,  in  multiples  of  the 
weight  of  the  individual  or  decelerating  ob- 
ject concerned. 

(mph)2 

(jT  = 

30  x Stopping  Distance  in  feet 

This  formula  reveals  that  the  decelera- 
tive  forces  increase  as  the  square  of  the 
speed.  In  other  words,  the  crash  forces 
at  60  mph  are  nine  times  as  great  as  they 
are  at  20  mph.  This  ought  to  tell  us  some- 
thing as  to  why  “speed  kills.” 

But  just  as  important  as  the  speed  is  the 
stopping  distance. 

Let  us  postulate  a stopping  distance  of 
two  feet  (against  a bridge  abutment)  at 
thirty  miles  per  hour. 

80  x 30 

G = = 15 

30  x 2 

The  car  proper  sustains  a blow  of  15  G, 
and  is  exerting  a force  against  the  obstruct- 
ing bridge  abutment  of  15  times  the  weight 
of  the  car. 

But  what  of  the  people  in  the  car?  The 
right  seat  passenger  is  about  two  feet  from 
the  forward  structures,  and  reaches  these 
when  they  have  come  to  rest.  By  deforma- 
tion of  these  structures  we  may  postulate  a 
stopping  distance  of  two  inches  for  this 
passenger,  and  two  inches  is  a generous  al- 
lowance. 

Inserting  a stopping  distance  of  1/6  foot 
in  the  above  formula,  the  forces  assailing 
the  right  front  seat  passenger  amount  to 
180  G.  A.  100-pound  girl  weighs  at  the  mo- 
ment of  impact  18,000  pounds  — nine  tons. 
The  human  organism  can  not  tolerate  con- 
centrated forces  of  this  degree,  and  bridge 
abutment  crashes  at  even  30  mph  are  al- 
most routinely  fatal. 

In  May  of  1957,  the  present  writer  in 
company  with  officials  of  the  Colorado 
Medical  Society  and  the  Denver  Police  De- 
partment, spread  a mat  of  plastic  foam  one 
inch  thick  on  the  marble  floor  of  the  rotunda 
in  the  Capitol  in  Denver.  Fresh  hen  eggs 
dropped  from  the  uppermost  balcony,  115 
feet  above  the  floor,  bounced  30  to  90  inches 
and  did  not  break,  nor  was  the  yolk  broken. 
This  was  a repetition,  with  improved  energy 
absorbing  material,  of  an  experiment  per- 


formed by  Mr.  Hugh  De  Haven  as  long  ago 
as  1946. 

If  all  the  forward  surfaces  of  the  car 
interior  were  made  as  flat  as  possible,  and 
covered  with  at  least  two  inches  of  this  ma- 
terial, clear  to  the  floor,  injuries  and  deaths 
would  be  much  reduced.  This  has  been 
called  to  the  attention  of  the  carmakers  as 
long  ago  as  1934  in  formal  recommendations 
by  medical  groups. 

In  no  car  made  in  America  at  the  present 
time  is  crash  padding  offered  as  standard 
equipment,  and  in  no  case  is  the  optional 
padding  adequate  either  in  area,  depth  or 
quality  for  the  task  it  may  be  called  upon 
to  perform. 

The  first  and  great  need  in  motorcar 
safety  is  for  a Federal  law  or  specification 
whereby  all  cars,  cheap  as  well  as  expensive, 
are  equipped  with  adequate  amounts  of 
good  padding  as  stipulated,  let  us  say,  by 
the  Bureau  of  Standards. 

At  this  point,  the  gentle  reader  (or  per- 
haps not  so  gentle)  is  sure  to  ask,  “But 
what  about  the  windshield?”  The  answer? 
The  best  of  padding  is  not  so  good  as  not 
hitting  these  structures  at  all. 

We  must  keep  on  trying  to  prevent  the 
accident.  But  accidents  will  happen,  and 
in  those  that  do  happen,  some  sort  of  per- 
sonnel restraint  must  be  arranged,  whether 
a suddenly  inflated  cushion,  an  instantly  po- 
sitioned barrier  of  some  sort,  or  a pre-posi- 
tioned  barrier.  Currently,  a lap  belt,  plus 
a chest  or  shoulder  strap,  is  the  most  feas- 
ible. 

We  saw  from  the  calculations  above  that 
the  car  receives  a blow  of  15  G.  Any- 
thing tied  to  the  car  sustains  a similar 
blow.  A person  fastened  to  the  car  struc- 
ture by  a seat  belt  takes  this  force  upon  an 
area  of  20  square  inches  over  the  strongest 
part  of  the  human  anatomy,  the  hips  and 
pelvis.  Three  or  four  times  this  much  force 
can  be  absorbed  without  serious  injury.  It 
is  postulated  that  blows  of  100  G are  sur- 
vivable ; and  in  Mr.  De  Haven’s  collection  of 
survivals  in  falls  from  high  buildings,  the 
forces  survived  were  209,  183,  162,  140, 
123,  106,  95,  33,  and  28.5  G,  respectively.1 

The  seat  belt,  however,  is  but  a partial 
solution;  the  head  and  chest  are  free  to 
swing  toward  the  direction  of  the  impact, 
and  can  be  damaged  by  blows  upon  the  in- 
strument panel,  the  corner  post,  and  the 
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steering  wheel.  As  already  pointed  out, 
these  areas  of  contact  should  be  made  ade- 
quately energy-absorbing.  But  better  than 
hitting  the  best  of  padding  is  not  to  hit  at 
all. 

The  logical  solution,  therefore,  is  to  ex- 
tend the  philosophy  of  the  seat  belt  to  the 
upper  torso  and  to  add  a shoulder  strap  or 
a chest  strap  to  the  seat  belt  (fig.  1).  This 
provides  remarkable  support  and  comfort 
on  long  drives,  and  more  than  doubles  the 
effectiveness  of  the  seat  belt  in  the  event 
of  a crash. 


Figure  1 


Body  properly  balanced  with  cross-over  strap. 


At  long  last,  the  carmakers  are  providing 
belt  attachment  points  for  the  front  seats 
in  their  1962  models.  Much  is  being  made 
of  this,  and  yet,  actually,  this  is  the  least 
that  can  be  done. 

Belts  should  be  worn  by  all  the  occupants 
of  the  car.  Three  belts  should  be  installed 
in  the  rear  seat,  and  these  spaces  should  all 
be  filled  before  any  one  else  besides  the 
driver  sits  in  front.  The  shoulder  strap  is 
not  so  necessary  for  the  rear  seat  pas- 
sengers, but  in  these  days  when  the  rear 
compartment  is  so  unnecessarily  short,  they 
should  have  built-in  shoulder-strap  attach- 
ment-points, too.  For  the  front  seat,  the 
carmakers  must,  in  1963,  provide  attach- 


ment points  for  shoulder  straps.  Several  of 
the  foreign  cars  have  done  this  already. 

In  computing  crash  forces  in  a 30  mph, 
two-foot  crash  earlier  in  this  paper,  it  was 
implied  that  two  feet  of  deceleration  dis- 
tance were  available  in  the  current  automo- 
bile. Actually,  in  carefully  instrumented 
experimental  crashes,  the  effective  decelera- 
tion distance  is  about  six  inches.  The  cur- 
rent bumper  and  the  fenders  and  grill  are 
so  flimsy  in  relation  to  the  forces  involved, 
that  they  simply  do  not  count. 

Inserting  in  our  formula  a stopping  dis- 
tance of  1/2  foot,  with  a speed  of  30  mph, 
a figure  of  60  G emerges.  In  two  well 
documented  crashes,  at  speeds  of  28  and  35 
mph,  the  deceleration  figures  were  59  G and 
58  G.  While  the  seat  belt  loads  were  much 
less  than  this,  in  the  neighborhood  of  35  G, 
a 200-pound  man  will  break  current  belts  at 
this  loading,  and  this  is  at  only  30-35  miles 
per  hour.7 

The  seat  belt  and  shoulder  strap  will  not 
reach  their  available  potential  until  the  car- 
makers  provide  a bumper  which  will  allow 
us  to  have  two  full  feet  of  uniform  decelera- 
tion. This  is  best  achieved  by  a hydraulic 
mechanism,  which  adapts  itself  to  all  speeds 
within  the  range  of  its  specifications.  Our 
current  bumper  is  merely  an  expensive  orna- 
ment, and  does  not  perform  well  as  a bump- 
er in  such  a small  crash  as  that  with  the 
telephone  pole  in  backing  from  the  drive- 
way. As  one  critic  puts  it,  “Our  current 
bumpers  are  a travesty.”  Having  accepted 
the  necessity  for  seat  belts,  the  carmakers 
must  now  furnish  us  with  a good  energy- 
absorbing bumper. 

The  carmakers  made  minimal  safety 
changes  in  their  1956  models.  They  prom- 
ised much  more,  but  nothing  came  of  these 
promises.  In  1962,  another  minimal  ad- 
vance is  proffered  by  a reluctant  industry, 
prodded  by  the  New  York  State  Legislature. 

How  did  we  get  decent  meat  in  this  coun- 
try? By  the  passage  of  the  Meat  Inspection 
Act  in  1905,  in  the  administration  of  Theo- 
dore Roosevelt.  How  did  we  get  pure  food 
and  drugs?  By  similar  Federal  legislation 
at  almost  the  same  time. 

Marine  safety,  mine  safety,  railroad  safe- 
ty, aviation  safety,  all  have  been  achieved 
by  Federal  legislation  of  the  most  detailed 
and  realistic  kind. 

The  motorcar  industry  has  had  plenty  of 


September,  1962 


513 


time  to  bring  forth  these  desperately  needed 
advances  on  a voluntary  basis.  A long  list 
of  physicians  beginning  with  the  late  Dr. 
Claire  Straith  of  Detroit  in  19342,  Dr. 
Fletcher  Woodward  of  Charlottesville  in 
1948, 3 Dr.  Don  Wenger4  and  Dr.  C.  Hunter 
Shelden5  in  1955,  Dr.  Murray  Gibbens  in 
1959, 6 together  with  official  recommenda- 
tions from  the  American  Medical  Associa- 
tion and  the  American  College  of  Surgeons, 
have  made  specific  suggestions  to  the  car- 
makers  for  increased  crash  safety. 

These  have  been  almost  completely  ig- 
nored, and  in  some  cases,  ridiculed,  by  the 
industry. 

The  Engineering  Department  of  the  Lib- 
erty Mutual  Insurance  Company  has  con- 
structed, at  great  cost,  prototypes  of  what 
the  safe  car  ought  to  be.  Several  engineers 
individually  have  done  the  same  thing;  but 
still  the  automobile  remains  inherently  de- 
fective in  design  and  construction. 

Careful  estimates  indicate  that  a half  of 
all  the  cars  made  are  involved  in  injury- 
producing  crashes  at  some  time  during  their 
useful  life.  It  has  been  suggested  again  and 
again  that  this  should  impel  the  car  design- 
ers to  give  more  thought  to  the  interior  de- 
sign of  the  car  and  its  crash  potential  than 
is  being  given  to  the  trivialities  of  fins 
and  tail-lights.  Present  cars  are  so  low 
that  a six  foot  man  has  literally  no  head 
room,  and  vision  is  greatly  restricted. 

Let  us  enact  promptly  a Motor  Vehicle 
Safety  Act  which  will  assure  us  of  very  de- 
tailed crash-safety  features  determined  by 
the  Bureau  of  Standards,  or  some  other  dis- 
interested scientific  body. 

The  following  are  an  indication  of  what 
the  provisions  should  be: 

Bumpers — 

1.  Twelve  inches  wide  from  top  to  bot- 
tom and  concave  in  vertical  section, 
(1)  to  assure  contact  with  other 
bumpers,  and  (2)  to  eliminate  over- 
riding. 

2.  These  are  to  be  provided  on  all  light 
and  heavy  trucks  and  trailers,  front 
and  rear,  and  all  flat-bed  trucks  and 
trailers  are  to  have  lateral  structures 
to  prevent  passenger  cars  from  under- 
running  these  vehicles. 

3.  The  standard  height  of  bumpers  is  to 


be  higher  than  at  present,  at  the  “im- 
pact center  of  gravity,”  to  eliminate 
the  current  tendency  of  the  rear  of  the 
the  car  to  fly  up.  The  chain-reaction 
type  of  collision  damage  in  which 
none  of  the  opposing  bumpers  comes 
into  contact  would  thus  be  eliminated. 
All  truck  bumpers  must  be  low  enough 
to  engage  the  standard  automobile. 

4.  All  bumpers  to  provide:  front,  two 
full  feet  of  deceleration  distance  with- 
out encroachment  on  basic  car  struc- 
ture; rear,  one  foot. 

Wheels — 

1.  Safety  type  rims  (now  standard  on 
Chrysler  products)  with  within-tire 
blow-out  rims. 

2.  Airplane  type  brakes. 

Car  Bodies — 

1.  Unitized  construction  with  the  top 
structure  as  strong  as  lateral  body 
structure,  both  designed  to  absorb 
energy  and  resist  deformation,  that  is, 
marine  double  bottom  construction. 

2.  Interior  height  realistically  related  to 
human  anatomy,  with  space  allotted 
for  two  inches  of  interior  roof  pad- 
ding. 

3.  All  forward  areas  and  structures  in 
the  interior  to  be  as  flat  as  possible, 
and  if  curved,  to  have  radii  of  curva- 
ture no  less  than  three  (3)  inches.  All 
these  areas  are  to  be  padded,  or  them- 
selves, by  inherent  structure  to  pro- 
vide energy  absorption  equivalent  to 
three  (3)  inches  of  polystyrene  foam. 

4.  Seat  belt  attachment  points  provided 
for  each  occupant. 

5.  Shoulder  strap  attachment  points  pro- 
vided for  all  front  seat  occupants,  and 
preferably  for  all  occupants. 

6.  Head  supports  or  seat  back  heights 
to  prevent  neck  injury  in  impacts 
from  the  rear. 

7.  Nonrigid  or  telescoping  steering  col- 
umn. 

8.  Elimination  of  the  long,  single-unit 
steering  shaft,  the  cause  of  more 
deaths  and  injuries  than  any  other 
feature  of  the  current  automobile. 
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9.  Padding  on  lateral  surfaces  at  head- 
shoulder  level  equivalent  to  one  inch 
of  polystyrene  foam. 

10.  Pressurized  interior  to  eliminate  en- 
trance of  carbon  monoxide  fumes. 

11.  Depression  of  the  rear  shelf,  to  trap 
objects  which  may  become  lethal  mis- 
siles in  a crash. 

Mechanical — 

1.  Automatic  fire  control. 

2.  Safety  brake  device  permitting  two- 
wheel  braking  at  all  times. 

3.  Anti-doze  alarm. 

4.  Built-in  jacks. 

References 

1.  De  Haven,  Hugh:  Mechanical  analysis  of 

survival  in  falls  from  heights  of  fifty  to  one  hun- 
dred and  fifty  feet.  War  Medicine  Vol.  2,  Julv 
1942,  pp.  586-596. 


2.  Straith,  C.  L.:  Management  of  facial  in- 

juries caused  by  motor  accidents.  J.A.M.A.  108: 
101-105  (Jan.  9)  1937. 

Automobile  Injuries:  J.A.M.A.  109:940  - 945, 
(Sept.  18)  1937. 

Guest  passenger  injuries:  J.A.M.A.  137:348- 

351  (May  22)  1948. 

3.  Woodward,  F.  D.:  Medical  criticism  of  mod- 

ern automobile  engineering.  J.A.M.A.  138:627-631 
(Oct.  30)  1948. 

4.  Wenger,  D.  S.:  Safer  cars.  Popular  Science, 
June,  1955,  pp.  126-ff. 

5.  Shelden,  C.  H. : Prevention:  the  only  cure 

for  head  injuries  resulting  from  automobile  acci- 
cidents.  J.A.M.A.  159:981-986  (Nov.  5)  1955. 

6.  Gibbens,  M.  E.,  et  al. : The  doctor  and  the 

automobile  accident.  J.A.M.A.  163:255-259  (Jan. 
26)  1957. 

Preventinon  of  automobile  casualties:  Police, 
July-Aug.,  1959,  12-16. 

7.  Severy,  D.M. ; Mathewson,  J.  H.,  and  Siegel, 

A.  W. : Auto  crash  studies.  University  of  Cali- 

fornia, Report  59-10,  January,  1959,  Section  III. 

8.  United  States  Safety  Appliances,  Association 
of  American  Railroads,  16th  Ed.,  1950. 


Question:  Dr.  Page,  please  comment  on  the  effect  of  cigarette 

smoking  on  cardiac  disorders. 

Dr.  Page  (Irvine  H.):  “I  don’t  think  anyone  would  recom- 

mend cigarettes  as  being  good  for  people.  On  the  other  hand, 
I think  for  those  who  like  to  smoke  — and  if  you  must,  be  moder- 
ate in  their  use  — cigarettes  can  give  a good  deal  of  pleasure. 
I use  cigarettes,  along  with  other  things,  as  a means  of  internal 
discipline.  I like  to  smoke,  so  therefore  I don’t  smoke  until  after 
lunch.  I don’t  want  to  get  lung  cancer,  so  I use  the  belt  and  sus- 
penders principle  — I use  a filter  and  another  filter  in  front  of 
the  filter.  I think  the  Lord  gave  us  a lot  of  things  to  use  and  if 
some  people  abuse  them,  I don’t  see  why  the  rest  of  us  shouldn’t 
use  them.”  (From  “Your  Physician  Looks  at  Health  and  Produc- 
tivity,” an  American  College  of  Physicians  production). 
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THE  MEDICAL  PROBLEM  of 


Hospital  Costs 


THE  Joint  Committee  to  Pro- 
mote and  Encourage  Proper 
Use  of  Medical-Surgical  Ser- 
vices and  Hospital  Facilities  and  Resources 
was  established  as  a result  of  a resolution 
passed  by  the  Nebraska  State  Medical  As- 
sociation at  its  annual  meeting  last  year. 
More  briefly  it  might  be  defined  as  a Com- 
mittee to  review  use  of  Hospital  facilities 
in  Nebraska.  This  action  was  prompted 
because  of  increasing  hospital  costs  and  the 
difficulty  of  both  patients  and  prepayment 
health  insurers  in  meeting  these  spiraling 
costs.  The  Joint  Committee  represents  the 
Nebraska  State  Medical  Association,  the 
Nebraska  State  Hospital  Association  and 
Nebraska  Blue  Cross  and  Blue  Shield,  with 
three  members  appointed  from  each. 

This  Committee  was  organized  to  antici- 
pate and  forestall  some  of  the  problems  that 
have  developed  in  other  States  regarding 
crticism  of  the  medical  profession  and  hos- 
pitals for  the  increased  costs,  and  of  Blue 
Cross-Blue  Shield  for  their  requested  raise 
in  subscriber  rates  to  cover  the  costs.  Pub- 
lic hearings  have  been  held  by  State  Insur- 
ance Commissioners  who  must  approve 
these  rate  increases.  Claims  have  been 
made  that  there  has  been  overuse  and  abuse 
of  hospitalization  by  the  medical  profession, 
and  a laxity  on  the  part  of  hospitals  and 
prepayment  carriers  to  check  these  abuses. 
Extensive  and  expensive  surveys,  particu- 
larly in  Pennsylvania,  New  York,  and  Mich- 
igan, indicate  some  justification  of  the  cri- 
ticism. 

While  not  denying  the  responsibilties  of 
the  medical  profession  and  hospitals  in  the 
rising  cost  of  hospitalization,  often  over- 
looked is  the  responsibility  of  other  factors, 
such  as  the  public  demand  for  more  tech- 
nical procedures,  sometimes  necessitating 
hospitalization;  cost  of  hospital  supplies 
and  equipment;  and  particularly  the  in- 
creased wages  of  labor  which  constitute 
from  65  per  cent  to  75  per  cent  of  hospital 
costs.  The  physician  has  very  little  power 
to  control  these  outside  factors  in  increased 
costs.  If  he  reverted  to  the  type  of  office 
and  home  practice  prevalent  a generation 
or  two  ago,  he  would  not  be  practicing  good 
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medicine.  The  hospitals  have  little  control 
over  the  increased  costs  of  supplies  except 
by  large-quantity  group-purchasing,  which 
is  being  done  more  and  more,  and  by  better 
cost  accounting  practices  which  are  under- 
standable to  the  public.  Labor  costs  have 
increased  much  more  in  hospitals  than  in 
any  other  industry.  Formerly,  many  devot- 
ed people  worked  in  hospitals  at  very  low 
wages  for  humanitarian  reasons,  whereas 
now,  minimum  wage  scales,  forty  hour 
week,  eight  hour  day  and  fringe  benefits 
are  required,  with  salaries  more  comparable 
to  those  in  industry.  Too  often  the  public 
compares  the  room  rates  in  hospitals  with 
hotels  or  motels,  not  considering  that  meals, 
nursing  and  technical  services  and  many 
other  additional  services  are  included  in  the 
hospital  room  rate. 

It  is  recognized  that  some  economies  can 
be  realized  in  the  cost  of  medical  care  and 
hospitalization,  but  extensive  studies  com- 
pleted elsewhere  do  not  show  that  overuse 
or  abuse  of  hospitalization  has  been  the 
chief  factor.  Further,  these  studies  have 
not  taken  into  consideration  the  large  num- 
ber of  persons  who  formerly  needed  medical 
care  and  hospitalization  but  did  not  ask  for 
it,  often  choosing  to  struggle  on  their  own 
until  disaster  forced  them  into  a hospital, 
sometimes  too  late  for  remedial  care.  Thanks 
to  the  educational  programs  of  the  Medical 
Profession,  and  the  availability  of  prepay- 
ment health  coverages,  many  of  these  peo- 
ple now  seek,  and  receive,  good  adequate 
preventive  medical  and  hospital  care.  Prop- 
er medical  care  of  more  of  these  people  will 
further  increase  utilization. 

Physicians  have  been  blamed  so  much 
for  increased  costs  of  medical  care  and  hos- 
pitalization that  it  was  necessary  to  take 
some  action  to  demonstrate  their  willing- 
ness and  effort  to  reduce  these  costs,  and 
to  explain  to  the  public  the  actual  reasons 
for  these  increased  costs.  It  was  for  these 
purposes  that  the  Joint  Committee  was 
formed  to  study  hospital  utilization  in  Ne- 
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brasKa  and  do  what  might  be  possible  to 
reduce  and  explain  costs. 

At  the  first  meeting  last  October  it  was 
recommended  that  an  attempt  be  made  to 
organize  Medical  Staff  Hospital  Utilization 
Committees  in  six  mapor  hospitals  in  Omaha 
and  Lincoln  for  pilot  studies  to  establish  a 
recommended  procedure  for  application  to 
other  hospitals  of  the  State.  The  organiza- 
tion of  these  committees  in  individual  hos- 
pitals seemed  the  best  procedure  as  it 
placed  the  responsibility  for  medical  records 
review  with  the  medical  staff  of  each  hos- 
pital, rather  than  on  some  outside  author- 
ity. It  seemed  further  indicated,  due  to  ac- 
tions taken  by  various  state  Insurance 
Commissioners,  medical  societies  and  hos- 
pital associations  that  such  Medical  Staff 
Utilization  Committees  would  soon  become 
a requirement  for  national  hospital  accredi- 
tation, comparable  to  tissue  review  commit- 
tees now  required  in  hospitals. 

If  the  medical  profession,  hospitals  and 
prepayment  carriers  in  Nebraska  were  to- 
day challenged  on  unnecessary  and  ineffi- 
cient use  of  hospital  and  medical  services, 
they  would  be  on  the  defensive,  because  of 
the  lack  of  any  organized  study  of  the  prob- 
lem. Nebraska  has  been  fortunate  in  not 
being  placed  in  this  defensive  position,  be- 
cause of  the  high  standards  of  medical 
practice  and  the  satisfactory  service  of 
Blue  Cross-Blue  Shield.  By  proper  action, 
the  initiative  in  this  program  can  be  estab- 
lished and  maintained. 

The  public  should  know  that  the  increased 
cost  of  medical  care  can  be  identified  main- 
ly with  the  better  care  and  services  that  have 
resulted  from  progress  in  medical  science, 
and  increased  costs  of  material  and  labor. 
The  public  is  getting  real  value  in  the  form 
of  better  health  for  each  dollar  spent  in 
this  area.  An  informed  public  will  accept 
this,  provided  they  have  assurance  that  the 
medical  profession  is  aware  of  possible 
wasteful  practices,  and  is  taking  proper 
steps  to  eliminate  them.  The  initiative  here 
rests  with  the  medical  profession. 

The  Hospitalization  Utilization  Commit- 
tee is  a fact-finding,  educational  instrument 
of  the  medical  staff  without  authority  di- 
rectly to  effect  changes  in  procedures  or 
lessen  the  responsibility  and  privileges  of 
other  medical  staff  committees  or  individu- 
al members  of  the  medical  staff.  It  oper- 
ates to  strengthen  the  responsibility  and 


authority  of  existing  medical  staff  and  ad- 
ministrative structure  by  making  practical 
recommendations  to  the  appropriate  body 
for  consideration  and  action.  It  is  a form 
of  preventive  medicine  in  the  field  of  medi- 
cal economics  which  will  assure  the  survival 
and  the  continued  healthy  growth  of  our 
voluntary  system  of  providing  and  financing 
medical  care.  It  is  recognized  that  there 
are  no  universally  applicable  criteria  by 
which  any  single  hospital  admission  can  be 
objectively  determined  as  necessary  or  un- 
necessary. However,  such  a committee  can 
be  helpful  in  creating  an  awareness  on  the 
part  of  physicians  and  patients  of  the  need 
for  preventing  indiscriminate  use  of  hospital 
facilities. 

Meetings  were  held  with  the  Chief  of 
Medical  Staff  of  the  six  pilot  hospitals,  in- 
cluding the  Hospital  Administrator  and 
representatives  from  the  Departments  of 
Pathology,  Radiology,  and  the  Tissue  Com- 
mittee, to  explain  the  present  need  for  es- 
tablishment of  a Utilization  Committee  in 
each  hospital  to  begin  study  of  selected 
problems  of  hospital  stay.  These  commit- 
tees have  now  been  appointed  in  all  six  of 
these  hospitals  and  their  review  work  be- 
gun. The  first  review  recommended  was  of 
the  records  of  dismissed  patients  hospital- 
ized longer  than  thirty  days,  to  determine 
if  they  wre  confined  longer  than  necessary 
for  strictly  defined  hospital  care.  Patients 
requiring  less  expensive  convalescent  or  in- 
stitutional care  emphasize  the  inadequacies 
of  facilities  for  this  type  of  care.  These  pa- 
tients cannot  be  dismissed  if  there  is  no 
place  for  them  to  go  for  their  limited  needs, 
hence  there  should  be  greater  effort  to  pro- 
vide less  expensive  facilities  such  as  well 
maintained  Skilled  Nursing  Homes  or  Home 
Visiting  Nurse  Service  to  shorten  the  neces- 
sity for  some  long  hospital  stays.  Modern 
hospital  construction  with  Progressive  Med- 
ical Care  Units  may  solve  part  of  this  prob- 
lem. Other  studies  by  Utilization  Commit- 
tees may  be  directed  to  help  establish  an 
average  length  of  hospital  stay  for  different 
diagnostic  classifications,  allowing  an  up- 
per time  limit  after  which  specially  compli- 
cated cases  could  be  certified  by  the  attend- 
ing physician  for  longer  stay.  Unification 
of  such  a Hospital  Duration  Guide  should 
be  considered  by  the  State  Medical  Associa- 
tion. Unnecessary  delays  in  diagnostic  tests, 
consultations  and  surgical  scheduling  can 
be  reviewed  and  corrected,  and  patients 
identified  who  have  been  admitted  primarily 
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for  diagnostic  tests  that  could  have  been 
done  as  an  outpatient  or  in  the  physician’s 
office.  Current  activities  of  committees 
in  the  Pilot  Hospitals  are  being  directed  to  a 
study  of  short  stay  cases. 

Perhaps  everything  desired  in  the  justifi- 
cation of  costs  and  utilization  cannot  be  ac- 
complished immediately,  but  the  recognized 
presence  of  a Hospital  Utilization  Review 
Committee  will  alert  the  medical  staff  to 
the  cost  problem  involved  when  they  admit 
and  discharge  patients,  and  corrective  action 
may  be  taken  on  their  own  initiative.  A 
further  influence  of  Hospital  Utilization 
Committees  will  be  toward  a broader  com- 
munity view  of  medical  facilities,  such  as 
the  need  for  future  hospital  beds,  expensive 


special  equipment,  and  unified  accounting 
and  supply  practices. 

Since  committees  in  the  Pilot  Hospitals 
have  now  been  established  and  the  needs 
defined,  it  seems  advisable  for  other  hos- 
pitals to  organize  committees.  Where  hos- 
pital-size makes  the  functioning  of  Medical 
Staff  Review  Committees  difficult,  it  is 
suggested  that  Review  Committees  be  or- 
ganized on  a Councilor  District  basis. 

All  of  this  effort  to  review  and  reduce 
hospital  costs,  prompted  by  the  medical  pro- 
fession, the  hospitals,  Blue  Cross  and  Blue 
Shield,  should  illustrate  the  interest  of 
these  organizations  in  helping  the  commun- 
ity to  provide  for  their  health  care  needs 
at  the  lowest  cost  possible. 


“And  we  must  not  take  down  the  bars  and  allow  a flood  of 
cheap  meat  to  be  imported  into  this  country  to  demoralize  our  Amer- 
ican market.  We  must  be  ever  alert  lest  the  socialistic  planners 
in  this  country  get  control  of  our  livestock  industry  and  wreck  it. 

“.  . . Let’s  ask  Congress  to  rescind  the  power  they  have  given 
the  executive  branch  of  our  government  to  make  trade  agreements 
with  other  countries,  and  reassert  the  right  of  Congress  to  act 
finally  on  all  trade  agreements.”  (Chester  Paxton  in  The  Ne- 
braska 18:4,  May,  1962). 
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SPECIAL  ARTICLE 


-3 

Community  Health  Problems 

I.  IDENTIFICATION  AND  TIME  FOR  APPRAISAL 


Introduction 

THERE  exists  today  in  Ameri- 
ca a rising  tide  of  feeling  verg- 
ing upon  resentment  and  even 
hostility  against  the  innumerable  drives  for 
funding  health  programs.  This  feeling  of 
reaction  is  shared  alike  by  both  the  general 
public  and  members  of  the  health  profes- 
sions, the  alleged  beneficiaries  of  the  public 
largesse. 

In  a country  characterized  by  its  gener- 
osity and  philanthropy,  one  may  justifiably 
ask  what  factors  are  operative  to  produce 
the  negativism  encountered.  Certainly  no 
one  is  seriously  challenging  the  ever  increas- 
ing general  need  for  funds,  for  this  is  ob- 
vious to  all.  Nor  do  the  motives  of  the  great 
majority  of  those  involved  in  fund  raising 
come  under  serious  question.  Their  sacri- 
fices made  to  a cause  in  which  they  believe 
and  to  which  they  are  firmly  dedicated  is 
commendable.  Perhaps  the  chief  cause  of 
negativism  is  the  simple  reaction  to  frequent 
requests  for  contributions  made  via  mail, 
telephone,  and  door-to-door  campaigns.  In 
the  resultant  interruptions  and  irritations, 
it  is  not  easy  to  retain  one’s  objectivity. 

It  also  must  be  pointed  out  that  there  may 
be  feelings  of  frustration  on  the  part  of  the 
person  confronted  by  these  requests,  in  that 
he  may  be  expected  to  have  no  real  basis  for 
evaluation  of  the  requests,  and  consequently 
must  be  forced  to  a decision  on  each  occasion 
that  may  carry  feelings  of  guilt,  hostility, 
and  other  emotional  responses. 

Four  possibilities  present  themselves  to 
the  prospective  donor:  (1)  He  may  refuse  to 
respond  to  any  appeal.  (2)  He  may,  with 
or  without  a pattern,  contribute  to  a variety 
of  organizations.  (3)  He  may  participate 
in  only  united  fund-raising  programs.  (4) 
He  may  follow  a middle  course  combining 
both  individual  and  united  giving.  Fevc 
persons  can  or  do  follow  any  one  plan  con- 
sistently for  any  appreciable  time,  and  prob- 
ably most  donors  through  choice  and  neces- 
sity find  themselves  in  the  last  category. 

The  recently  published  Hamlin  report  of 
the  Ad  Hoc  Citizens’  Committee  on  Volun- 
tary Health  and  Welfare  Agencies  in  the 
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United  States  reveals  that  there  are  more 
than  100,000  national,  regional,  and  local 
health  and  welfare  agencies  exclusive  of 
hospitals  and  churches  which  conduct  health 
and  welfare  programs.  From  1940  to  1958, 
contributions  increased  sevenfold  from  $188 
million  to  $1.5  billion,  and  by  1970  the  fig- 
ure is  estimated  to  be  at  $2.7  billion.  These 
are  astronomical  figures  and  can  best  be  ap- 
preciated if  compared  to  the  Gross  Natiopal 
Product  (GNP)  which,  in  1960,  approxi- 
mated $525  billion.  Thus  voluntary  health 
and  welfare  agencies  accounted  for  0.3  per 
cent  of  the  GNP.  The  financial  growth  of 
voluntary  agencies  finds  its  counterpart  in 
government.  For  example,  in  1940  the  Fed- 
eral Government  budgeted  $3  million  for 
medical  research;  in  1961,  an  estimated 
$496  million. 

Although  it  is  doubtful  that  the  health 
and  welfare  needs  of  the  country  require  the 
aid  of  100,000  voluntary  agencies,  their 
proliferation  in  a sense  is  a testimony  to  the 
scientific  and  technological  achievements  of 
the  past  25-50  years.  With  continued  prog- 
ress in  science,  there  is  every  reason  to  be- 
lieve that  governmental  and  voluntary  agen- 
cies will  increase  in  size  and  number  and 
their  expenditures  will  grow  accordingly. 

Knowledge  breeds  programs  and  services, 
and  success  breeds  success,  giving  the  gen- 
eral impression  that  nothing  is  impossible 
in  the  face  of  unlimited  funds.  Paradox- 
ically, with  the  development  of  solutions  to 
health  and  welfare  problems  and  the  meth- 
ods by  which  to  apply  them,  the  problems 
of  funding  grow  that  much  more  complex. 
Every  new  solution  to  an  old  or  newly  rec- 
ognized problem  requires  new  financing 
which  in  all  likelihood  will  prove  unending. 

Communities  have  not  been  able,  for  many 
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reasons,  to  attack  health  problems  in  a 
logical,  orderly  manner,  for  knowledge  and 
understanding  have  not  come  to  mankind  by 
regular  gradations.  And  even  though  it 
had,  economics,  prejudice,  ignorance,  poli- 
tics, and  cultural  differences  would  have 
prevented  its  systematic  application. 

Identification  — First  Step  to 
Solution 

As  problems  of  our  modern  communities 
have  increased  and  intensified,  the  possibil- 
ity of  their  concurrent  elimination  or  reduc- 
tion has  steadily  diminished.  Limitation  of 
personnel,  funds,  and  time  therefore  make 
mandatory  development  of  methods  where- 
by health  and  welfare  problems  may  be  iden- 
tified, placed  upon  priority  lists,  and  at- 
tacked according  to  plan.  Identification  is 
the  essential  first  step  to  securing  adequate 
financing  and  organization  for  the  solution 
of  any  community  health  problem.  Although 
this  paper  will  deal  only  with  the  identifica- 
tion phase,  it  may  be  well  to  illustrate  (dia- 
gram 1)  the  three  component  parts  of  this 
process  from  identification  to  development 
of  a plan  of  action  leading  to  solution. 

DIAGRAM  1 

Identification  and  Acceptance  of  a Public 
Health  Problem 

4 

Placement  on  Priority  List  in  An 
Acceptable  Position 

4 

Development  and  Execution  of  An 
Acceptable  Plan  of  Action 


Ideally  the  three  processes  should  involve 
all  members  of  the  community  or  their  rep- 
resentatives, both  nonprofessional  and  pro- 
fessional persons.  Just  as  important  as 
identification  is  the  acceptance  of  the  prob- 
lem as  one  that  concerns  health  and,  in 
turn,  the  public.  Failure  of  acceptance  by 
the  community  negates  the  value  of  identifi- 
cation. Likewise  placement  on  a priority 
list  must  meet  with  general  acceptance, 
otherwise  chance  of  success  is  greatly  re- 
duced. Placement  of  an  item  in  a particular 
position  on  a priority  list  is  determined  by 
several  considerations.  In  addition  to  the 
nature  and  magnitude  of  the  problem,  other 
factors  must  be  considered  such  as  avail- 
ability of  specific  solution,  public  recogni- 
tion and  support,  likelihood  of  success,  and 
availability  of  staff  and  funds.  After  de- 


velopment and  execution  of  an  acceptable 
plan  of  initial  action  is  the  final  phase  in  the 
attack  upon  a health  problem.  The  final 
phase  is  the  structuring  of  permanent  pat- 
terns of  service  to  manage  the  problem.  Re- 
peated use  of  the  words  “acceptance”  and 
“acceptable”  recognizes  rather  the  import- 
ance of  involving  the  community  in  planning 
and  programming  than  a state  of  over- 
caution. 

Three  illustrations  from  local  experience 
can  be  cited  tracing  this  development  from 
identification  to  solution.  Two  have  re- 
sulted in  a satisfactory  termination.  The 
third  is  an  example  of  aimless  wandering 
due  chiefly  to  the  failure  of  proper  and  com- 
plete identification  at  the  very  beginning. 

The  problem  of  accidental  poisoning  (dia- 
gram 2)  has  steadily  increased  as  a result 
of  the  rising  exposure  of  the  public  to  drugs 
and  chemicals  as  cleaners,  polishes,  cos- 
metics, fuels,  and  solvents.  Increased  mor- 
bidity and  mortality  have  been  a natural  con- 
sequence to  increased  exposure,  and  the 
medical  profession  has  found  itself  con- 
fronted with  a growing  problem.  In  1955, 
pediatricians  in  Omaha  requested  the  health 
officer  to  take  the  leadership  in  establish- 
ing a poison  control  center  providing  treat- 
ment and  information  on  products  contain- 
ing toxic  agents. 


DIAGRAM  2 

Problem:  Accidental  Poisoning 

Increasing  exposure  of  public  to  drugs  and 
chemicals 

I 

Increasing  number  of  accidental  poisoning 

4 

Increasing  problem  to  medical  profession 
Identified  by:  Practicing  Pediatricians 
Solution : 

Medical  profession  requested  Health  Depart- 
ment to  establish  Poison  Control  Center 

4 

Health  Department  conducted  epidemiological 
study  of  accidental  poisonings  treated  in  hos- 
pitals — issued  report  recommending  estab- 
lishment of  Center 

4 

Children’s  Memorial  Hospital  establishes  Cen- 
ter 


An  epidemiological  survey  of  accidental 
poisoning  cases  treated  in  Omaha  hospitals 
provided  data  justifying  implementing  the 
request  of  the  physicians.  Two  years  after 
the  original  request,  Children’s  Memorial 
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Hospital  had  established  such  a center  which 
serves  all  Nebraska  and  much  of  Iowa.  An 
important  aspect  of  this  program  has  been 
the  home  visit  of  the  Public  Health  Nurse 
made  on  each  child  treated  at  the  Hospital. 
On  not  infrequent  occasions  accidental  poi- 
soning has  been  found  to  be  merely  symp- 
tomatic of  underlying  problems  of  a far 
more  serious  nature.  Many  of  these  would 
have  gone  undiscovered  had  not  the  follow- 
up visit  in  turn  led  to  their  being  identified. 

The  problem  of  sanitation  in  retail  food 
stores  (diagram  3)  came  to  a head  in  1955 
as  a result  of  the  gradual  increase  in  num- 
ber of  complaints  received  by  the  Health 
Department  and  also  because  of  an  exten- 
sive outbreak  of  food  poisoning  due  to  nico- 
tinic acid  added  to  hamburger. 

Six  years  later  the  Omaha  City  Council 
passed  a sanitation  ordinance  after  three 
surveys  of  such  stores  revealed  little  im- 
provement in  the  prevailing  deplorable  in- 
sanitary conditions.  Had  not  the  local  medi- 
cal society  incidentally  created  an  ad  hoc 
committee  to  investigate  the  problem,  it  is 
likely  no  ordinance  would  have  been  passed. 

Of  the  two  cases  cited,  solutions  followed 
problem  identification  in  two  and  six  years, 
respectively.  In  public  endeavor  one  learns 


DIAGRAM  3 

Problem:  Retail  Food  Store  Sanitation 

Complaints  plus  outbreak  of  food  poisoning 
traceable  to  a grocery  store,  1955 

4 

Health  Department  receives  complaints  and 
reports  of  illness 

Identified  by:  Health  Department 
Solution: 

Health  Department  recommended  and  Board 
of  Health  approved  survey  of  all  stores 

4 

Report  revealed  deplorable  conditions  in  53 
stores  and  contained  recommendations 

1 

Board  of  Health  directed  preparation  of  san- 
itation ordinance 

4 

Industry  refused  to  cooperate 

First  survey  made  of  all  364  stores  revealed 

same  insanitary  conditions,  1957 

4 

Medical  Society  formed  special  investigative 
committee,  1957 

4 

Industry  recognized  ordinance  inevitable 

4 

City  Council  passed  ordinance,  1961 


not  to  be  discouraged  by  failure  to  effect 
correction  immediately.  The  time  interven- 
ing offers  excellent  opportunity  for  general 
public  education. 

The  problem  of  substandard  housing  (dia- 
gram 4)  as  it  relates  to  health,  welfare, 
crime,  and  a host  of  social  ills  is  one  which 
is  so  formidable  and  complex  as  to  defy 
ready  identification  and  solution.  Examin- 
ation of  the  steps  outlined  in  diagram  4 are 
significant  in  two  respects.  First  is  the 
elapse  of  time,  1949  to  1961  in  which  no 
effective  corrective  measures  had  been  in- 
stituted ; and  second,  the  absence  of  involve- 
ment of  a health  or  welfare  agency  until 
1961.  Certainly  individuals  and  organiza- 
tions devoted  to  programs  concerned  with 
accidents,  tuberculosis,  alcoholism,  and  oth- 
er previously  delineated  problems  should  be 
concerned  with  the  slum  and  blighted  hous- 
ing productive  of,  or  contributive  to,  these 
illnesses.  Any  problem  management  or  con- 
trol program  should  be  cognizant  of  the  en- 
vironmental factors  associated  with  the 
problem  and  strive  to  effect  improvement 
therein. 

Procedure  for  Identification 

Extensive  review  of  how  health  problems 
were  first  identified  in  Omaha  discloses  ab- 
sence of  a pattern.  Parents,  physicians, 
dentists,  teachers,  citizens,  individuals  or 
organizations,  personnel  of  official  and  vol- 
untary health  agencies  have  been  involved 
variously  in  identification  practices.  It  is 
further  evident  in  our  society  that  any  one 
or  any  group  is  free  to  identify  problems 
at  any  time,  employing  various  criteria. 

By  such  haphazard  procedure,  major  prob- 
lems may  go  unidentified  and  minor  ones 
may  be  magnified  beyond  their  true  propor- 
tions. 

A reasonable  analysis  of  the  history  of 
agency  activity  will  show  that  there  has  been 
a tendency  for  large  agencies  to  grow  larg- 
er, and  for  small  agencies  to  experience  a 
high  proportion  of  dissolution. 

Size  or  financial  success  of  agencies  may 
or  may  not  be  a true  measure  of  the  relative 
importance  of  problems  for  which  service 
programs  have  been  established  within  any 
given  agency. 

For  example:  Some  years  ago,  officials 

of  a major  school  district  were  prompted 
by  a parent  whose  child  suffered  from  a 
somewhat  rare  disease  to  consult  the  Health 
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Department  about  establishing  a case  detec- 
tion service  for  all  new  enrollees.  Using 
presently  known  incidence  rates,  computa- 
tion revealed  that  possibly  one  case  would 
be  found  every  40  years  and  then  there  was 
no  assurance  that  the  detected  case  was  not 
already  known.  By  this  process  of  evalua- 
tion. a logical  step  in  the  evaluation  of  a 
problem,  the  growth  of  another  “service” 
or  “agency”  was  avoided.  Needless  to  say, 
the  school  officials  turned  to  more  fruitful 
fields. 

On  the  other  hand,  generally  unrecog- 
nized is  one  major  health  problem  of  any 
community  — the  problem  of  burns.  A re- 
cent epidemiological  study  of  burns  resulting 
in  hospitalization  or  death  of  Omaha  resi- 
dents was  made  for  the  year  1960  by  the 
Health  Department.  In  that  year  the  study 
revealed  154  persons  were  hospitalized  for 
an  accumulative  total  of  1919  days,  and  an 
additional  36  persons  died  of  burns.  Com- 
pare to  this  mortality  rate  of  36  persons, 
the  29  who  perished  from  automobile  acci- 
dents in  that  year.  Nevertheless,  burns  have 
not  been  identified  as  a problem  of  any  real 
consequence ! 

Absence  of  a pattern  may  indicate  lack  of 
an  effective  community  mechanism  essential 
to  systematic  problem  identification.  Before 
the  process  can  become  operative  the  com- 
munity must  have  the  organization  which 
can  bring  problems  under  scrutiny  and,  with 
an  established  set  of  criteria,  ascertain  their 
actual  status.  Two  organizations  exist 
which  must  provide  leadership  in  problem 
identification.  The  first  is  the  local  depart- 
ment of  health  which,  through  its  official 
responsibilities,  must  gather,  analyze,  and 
interpret  data  on  matters  relating  to  health. 
Birth  and  death  records,  morbidity  reports, 
school  health  records,  and  inspection  reports 
can  provide  the  community  with  a vast 
amount  of  data  needed  for  intelligent  health 
planning.  Likewise,  the  many  health  pro- 
grams conducted  by  the  staff  permit  the  de- 
partment to  act  as  a listening  post  for  health 
problems.  The  other  organization  is  a vol- 
untary one,  the  Health  Council  of  United 
Community  Services  (U.C.S.). 

The  Health  Council  is  the  health  planning 
division  of  the  social  planning  structure  of 
U.C.S.  Within  the  constituency  of  the  dele- 
gate body  of  the  Health  Council  are  prac- 
tically all  of  the  health-related  agencies  in 
the  community.  Additionally,  most  all  other 
social  and  welfare  agencies  are  associated 
in  other  related  planning  divisions  of  U.C.S. 


The  fact  that  an  official  health  depart- 
ment and  a voluntary  planning  council  with 
a membership  of  health  agencies  exists  with- 
in the  community  is  not  in  itself  sufficient 
guarantee  that  a mechanism  for  identifica- 
tion is  operative.  The  structure  may  be  well 
developed,  yet  the  mechanism  for  a number 
of  reasons  may  not  function.  Agencies,  for 
example,  may  be  primarily  concerned  with 
fund  raising  or  with  administrative  tasks 
in  carrying  out  previously  established  pro- 
grams, or  with  the  mere  tabulation  of  data. 
All  too  often  the  day-by-day  operational  pat- 
terns of  these  entities  do  not  lend  them- 
selves to  identification  of  new  problems.  In 
addition,  official  and  voluntary  agencies 
may  not  seek  additional  problem  identifica- 
tion in  the  presence  of  a squeezed  philan- 
thropic or  charity  dollar. 

The  structure,  however,  does  exist  and 
there  is  a definite  interest  in  identifying 
health  problems,  but  there  still  remains  the 
difficult  task  of  developing  suitable  criteria 
for  the  purpose.  One  can  easily  be  torn  be- 
tween the  logic  of  overwhelming  statistical 
data  and  the  emotion  surrounding  a single 
statistic  when  embodied  in  the  being  of  a 
physically  crippled  child.  Nevertheless,  epi- 
demiological studies  must  answer,  “How 
many  persons  are  involved?  What  is  the 
death  rate?  What  and  how  extensive  are 
the  residual  effects?  What  age  groups  are 
particularly  prone  to  attack?”  These  are 
questions  which  can  be  of  real  concern  to 
the  entire  community,  not  merely  to  the  in- 
dividual researcher  or  health  agency. 

Resources  Available  for  Identification 

The  resources  for  identification  of  health 
problems  are  almost  limitless  in  a metro- 
politan medical  center  such  as  Omaha.  Some 
of  these  resources  have  never  been  de- 
veloped and  are  ready  to  make  extensive 
contributions.  To  be  instantly  included  on 
any  list  would  be  the  members  of  the  medi- 
cal, nursing,  and  dental  professions  and 
their  respective  societies;  the  United  Com- 
munity Services,  particularly  its  planning 
divisions,  and  its  member  agencies,  both  vol- 
untary and  official ; and  the  official  health 
service  or  health  department. 

What  additionally  must  also  be  included 
is  the  public.  Identification  must  involve 
the  citizens  as  well  as  the  professional,  for 
unless  the  public  is  a part  of  the  process, 
success  in  identification  and  solution  will  not 
likely  result. 
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Recently  the  Health  Department  and  staff 
of  the  Health  Council,  in  cooperation  with 
the  medical,  dental,  and  nursing  professions, 
conducted  an  investigation  into  the  identifi- 
cation of  public  health  problems  by  various 
professional  and  nonprofessional  groups. 
This  study  (to  be  published)  had  been  con- 
ceived several  years  ago  when  health  work- 
ers recognized  the  need  for  finding  out  not 
only  what  the  public  was  thinking,  but  also 
what  members  of  the  health  professions 
themselves  were  thinking  concerning  public 
health  problems  confronting  Omaha. 

In  sounding  out  the  professional  and  citi- 
zen groups,  extremely  simple  devices  were 
employed  because  of  limitation  on  time. 
Members  of  the  three  health  professions  and 
members  of  six  citizen  groups  representa- 
tive of  all  levels  of  the  socio-economic  scale 
were  requested  to  record  on  a post  card  the 
3-5  major  public  health  problems  as  viewed 
by  them. 

It  was  hoped  to  obtain  an  “off-the-top-of- 
the-head”  response  and  not  a carefully 
thought-out  answer.  No  personal  contact 
was  made  with  members  of  the  health  pro- 
fessions, but  the  researchers  did  have  oppor- 
tunity to  meet  those  participating  in  the 
study.  In  neither  instance,  however,  were 
problems  discussed  individually  or  in  a 
group  until  all  replies  were  gathered  in. 

Replies  were  received  and  tabulated  ac- 
cording to  the  designated  groups.  The  re- 
sults of  this  survey  are  reported  in  detail  in 
Part  II  of  this  presentation.  Briefly,  how- 
ever, the  10  leading  items  mentioned  were: 

1 . Substandard  housing. 

2.  Grocery  store  and  restaurant  sanita- 
tion. 

3.  Communicable  diseases. 

4.  Tooth  decay. 

5.  Aged  care  in  nursing  homes. 

6.  Rats,  flies,  and  mosquitoes. 

7.  Sewage  disposal. 

8.  Garbage  collection  and  disposal. 

9.  Mental  health. 

10.  Cancer. 

Although  substandard  housing  was  identi- 
fied by  this  study  as  the  outstanding  public 
health  problem  confronting  Omaha,  it  is 
surprising  what  an  insignificant  role  has 
been  played  by  health  and  welfare  agencies 
in  providing  any  leadership  in  programs 
aimed  at  improvement  of  such  housing. 
(See  diagram  4). 


DIAGRAM  4 

Problem : Substandard  Housing 

Rapid  gi-owth  of  Omaha  coupled  with  (1)  in- 
adequate laws  or  enforcement  relating  to  (a) 
construction,  (b)  zoning,  /and  (c)  occu- 
pancy; (2)  inadequate  city  planning,  and  (3) 
changes  in  living  patterns.  These  factors 
have  produced  a city  characterized  by  a large 
downtown  commercial-industrial  area  sur- 
rounded with  a fringe  of  overcrowded  deteri- 
orating, dilapidated  and  slum  housing. 

i 

Inadequate  housing  is  productive  of,  or  con- 
tributive  to  innumerable  health,  welfare,  and 
social  ills. 

Identified  by:  Health  Department  as  health 

problem 

Solution : 

Federal  government  passed  legislation  prov- 
viding  Federal  aid  for  slum  clearance  and 
Urban  Renewal,  1949  — revised  in  1954 

i 

Real  Estate  Board  and  Chamber  of  Com- 
merce supported  creation  of  Housing  Pro- 
gram for  Omaha  needed  to  secure  Federal 
Support 

i 

City  Council  passed  ordinance  creating  Neigh- 
borhood Conservation  Board,  1954 

i 

Citizens  Committee  appointed  by  Public 
Property  Commissioner  who  was  responsible 
for  staff  of  Neighborhood  Conservation 
Board  to  develop  minimum  housing  code 

i 

City  Council  passed  minimum  housing  code 
but  code  challenged  by  Small  Property  Own- 
ers Association  and  held  up  in  court  for  2 
years,  1956 

i 

Neighborhood  Conservation  Board  abolished 
when  New  City  Charter  took  effect  in  1956, 
but  Charter  established  Office  of  Urban  Re- 
newal Administration 

4 

Environmental  Health  Study  by  United  States 
Public  Health  Service,  State  Health  Depart- 
ment, Omaha-Douglas  County  Health  Depart- 
ment recommends  enforcement  be  responsi- 
bility of  Health  Department,  1961 

4 

Ford  Report  identifies  Substandard  Housing 
as  leading  public  health  problem  in  minds  of 
professional  and  nonprofessional  public,  1961 

i 

Omaha-Douglas  County  Board  of  Health 
passed  resolution  requesting  responsibility  be 
enforced  by  the  Health  Department,  1961 

1 

Plan  for  Enforcement  of  Ordinance  submit- 
ted to  Board  cf  Health,  City  Council,  and 
Mayor 

i 

Joint  program  of  enforcement  by  Office  of 
Urban  Renewal  and  Health  Department  es- 
tablished by  Mayor  and  approved  by  Board 
of  Health  and  City  Council,  November,  1961 

i 

Subsequent  events  to  be  reported. 
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It  becomes  obvious  from  the  study  that 
the  public  attitude  was  far  ahead  of  the 
conception  of  that  attitude  by  the  profes- 
sional persons  and  organizations.  Exposed 
by  the  study  was  the  latent  demand  for  ac- 
tion which  demand  was  unknown  to  the  pro- 
fessional and  service  mechanisms  engaged  in 
problem  solving  in  the  community.  The  tor- 
toise had,  indeed,  outstripped  the  hare. 

The  public  had,  in  effect,  correctly  iden- 
tified the  core  of  a health  situation  in  the 
community  which  is  producing  disease  symp- 
toms. A peripheral  attack  upon  disease  on  a 
community  basis  is  comparable  to  sympto- 
matic treatment  of  the  patient  and  is  no 
more  satisfying.  The  tuberculous  patient 
coming  from  substandard  housing  cannot, 
after  hospitalization,  be  returned  callous- 
ly to  the  environment  already  proved  dele- 
terious to  his  health.  We  in  the  health 
field  must  reach  out  from  the  office,  from 
the  clinic,  and  the  hospital  in  an  attempt  to 
improve  man’s  environment.  It  is  well  to 
identify  tuberculosis,  venereal  disease,  in- 
fectious hepatitis,  accidents,  alcoholism,  and 
mental  illness  as  public  health  problems,  but 
it  is  equally  important  to  identify  the  true 
underlying  factors. 

Not  discounting  the  value  of  the  informa- 
tion secured  during  the  course  of  the  study, 
the  real  significance  of  the  study  lay  in  its 
disclosure  of  a goodly  number  of  persons 
who  appeared  able  and  anxious  to  discuss 
health  problems  of  community  concern.  The 
problem  presented  now  is  how  can  regular 
pathways  of  communication  be  established 
between  the  public,  professional  and  non- 
professional, and  the  health  worker  engaged 
in  planning  and  programming.  Means  must 
be  developed  and  refined  so  that  individuals 
have  adequate  opportunity  to  exert  influence 
in  problem  identification  and  program  de- 
velopment. By  this  technique,  opportunities 
for  showing  professional  concern  for  the 
knowledge  of  the  public  and  for  opening  an 
avenue  to  give  the  public  a voice  in  gov- 
ernment are  afforded. 

The  Role  of  the  Professional  in 
Problem  Identification 

The  role  of  the  professional  person  in 
problem  identification  is  one  which  requires 
clarification.  Every  professional  person  is 
a part  of  a community  whose  health  prob- 
lems are  his  just  as  they  are  of  every  other 
citizen.  First,  then,  as  a plain  citizen  he 
carries  his  share  of  responsibility  for  iden- 


tifying these  problems  and  for  working  out 
their  solutions.  His  professional  training, 
however,  involves  him  more  deeply,  for  citi- 
zens expect  him  to  be  more  knowledgeable 
in  health  matters  and  turn  to  him  for  lead- 
ership. Certainly  the  professional  person 
should  be  characterized  by  an  alertness  to 
problems  within  his  community  and  by  a 
driving  desire  to  alter  conditions  for  the  bet- 
ter. 

Perceptive  ability  and  ability  to  function 
effectively  in  community  endeavor  are  skills 
acquired  only  through  long  experience.  Too 
often  an  initial  defeat  disillusions  and  dis- 
heartens the  professional  person  to  the  point 
he  retreats  from  community  activity.  Fail- 
ure to  understand  community  organization 
and  processes  robs  the  community  of  invalu- 
able talent  and  deprives  the  professional  per- 
son from  entering  upon  some  of  the  most 
challenging  opportunities  life  has  to  offer. 

One  of  the  major  reasons  for  withdrawal 
is  the  human  tendency  to  disparage  the  value 
and  effectiveness  of  one’s  self.  The  influ- 
ence one  wields  depends  solely  upon  how  able 
and  willing  one  is  to  cultivate  those  capa- 
cities for  leadership  inherent  in  every  hu- 
man being.  Leadership  requires  that  the 
leader  become  familiar  with  problems  and 
all  possible  solutions  thereto.  The  time- 
tested  methods  of  observation,  reading,  and 
discussion  by  which  this  is  accomplished 
must  be  followed  if  one  is  to  make  maximum 
contributions.  Any  individual  properly  pre- 
pared and  motivated  can  have  great  influ- 
ence regardless  of  his  socio-economic  level. 

An  excerpt  from  an  editorial  in  the  Sep- 
tember, 1961  issue  of  Nebraska  Nurse  suc- 
cinctly puts  the  challenge  to  members  of  the 
health  profession: 

“We  have  been  bountifully  blessed  with 
knowledge;  with  opportunity;  with  leader- 
ship skills.  We  must  use  them  for  the  bene- 
fit of  all  mankind  — our  own  communities 
— not  for  ourselves  alone.  If  nurses  and 
nursing  — each  of  us  — can  and  will  rise 
to  meet  this  challenge,  the  future  belongs 
to  us. 

“Do  we  care  enough!  It  is  past  time  to 
stand  up  and  be  counted  as  an  influence  for 
good  in  your  community.” 

These  words  are  as  true  for  all  others  on 
the  health  team  as  they  are  for  members 
of  the  nursing  profession. 


524 


Nebraska  S.  M.  J. 


Summary 

1.  Scientific  and  technological  advances 
have  discovered  unlimited  means  of  controll- 
ing disease  and  promoting  health.  Limited 
resources  in  terms  of  finances  and  person- 
nel require  man  to  channel  his  efforts  into 
those  programs  from  which  the  greatest 
benefit  may  be  derived. 

2.  Accurate  identification  of  a health 
problem  is  the  first  step  to  adequate  organ- 
ization of  services,  financing,  and  solution. 

3.  The  organizational  structure  and  re- 
sources essential  to  a functioning  mechanism 
of  identification  are  available. 

4.  The  role  of  the  professional  person  in 


identification  of  health  problems  is  dis- 
cussed. 
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“In  virtually  every  home,  in  1992  you  may  find  a control  center 
of  electronic  computation,  for  keeping  budgets,  planning  menus, 
figuring  income  taxes,  reminding  the  family  of  appointments,  and 
even  helping  the  family  to  arrive  at  policy  decisions.  Perhaps  a 
computer  will  help  you  decide  whether  or  not  to  attend  your  thir- 
tieth class  reunion  . . .”  (Seaborg,  in  commencement  address  to 
graduating  class  at  Northern  Michigan  College,  June  3,  1962,  and 
quoted  in  Editorial  Comment,  New  York  State  J.  Med  , August  1, 
1962). 
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This  Is  WHAT'S  NEW  in 


Surgery* 

THERE  are  many  important  re- 
cent contributions  to  surgery 
but  this  discussion  will  be 
confined  to  the  two  fields  in  which  especial- 
ly important  advances  have  been  made. 
Probably  the  most  important  developments 
have  taken  place  in  the  fields  of  cardiovas- 
cular surgery  and  cancer.  The  present  ac- 
complishments in  surgery  of  the  heart  are 
no  less  than  miraculous,  but,  even  so,  are 
tokens  of  much  improvement  to  come  in  the 
future.  However,  this  subject  is  too  large 
and  specialized  to  discuss  at  this  time. 

Although  degenerative  disease  of  the  ar- 
teries is  usually  more  or  less  generalized  it 
is  often  much  more  advanced  in  certain  re- 
gional vessels  and,  for  clinical  purposes, 
often  may  be  considered  a relatively  local- 
ized disease  giving  rise  to  specific  regional 
clinical  entities.  With  increasing  aware- 
ness of  this  fact,  surgical  attack  has  been 
applied  in  recent  years  to  several  regional 
lesions  with  very  gratifying  results. 

In  addition  to  resection  of  aneurysms  of 
the  thoracic  and  abdominal  aorta  and  other 
arteries  with  or  without  replacement  with 
prostheses,  obstructing  lesions  of  certain  ar- 
teries are  now  amendable  to  surgical  treat- 
ment. Impaired  circulation  of  the  extrem- 
ities from  artheromatous  degeneration  often 
with  associated  thrombosis  of  the  vessels 
supplying  them,  such  as  the  iliac  and  femoral 
arteries  can  be  relieved  by  such  operations 
as  endarterectomy  or  the  use  of  grafts 
either  for  replacement  or  by-pass  around 
the  obstruction.  Only  cases  in  which  the 
arteries  are  patent  with  adequate  lumens 
distal  to  the  obstruction  are  suitable  sub- 
jects for  these  operations.  The  condition  of 
the  distal  vessels  is  determined  by  arterio- 
grams. Similarly,  the  arteries  arising  from 
the  arch  of  the  aorta  and  their  branches, 
particularly  the  internal  carotid,  on  occasion 
become  obstructed.  Many  cases  relegated  in 
the  past  to  the  category  of  central  cerebral 
vascular  accidents  are  now  known  to  be 
extracranial,  the  majority,  obstructions  of 
the  internal  carotid  at  the  bifurcation  of 
the  common  carotid.  In  this  group  the 
symptoms  of  cerebral  ischemia,  such  as 
paralysis  and  aphasia  are  often  relieved  with 
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re-establishment  of  circulation  by  endarter- 
ectomy, graft  replacement,  or  by-pass. 

Following  the  experimental  work  of  Gold- 
blatt,  renal  ischemia  has  been  recognized 
as  one  of  the  causes  of  hypertension,  and 
with  the  development  of  aortography  it  has 
been  possible  to  visualize  the  renal  arteries 
and  recognize  the  cases  in  which  an  ob- 
structing lesion  is  responsible  for  the 
ischemia.  Whereas  in  the  past  the  ischemic 
kidney  was  removed,  today  the  kidney, 
which  is  usually  otherwise  normal,  is  not 
sacrificed.  Normal  circulation  is  reestab- 
lished by  removing  or  by-passing  the  ob- 
struction in  the  renal  artery  by  endarterec- 
tomy or  a graft.  In  the  literature  are  the 
reports  of  many  cured  cases. 

Quite  recently  a technique  has  been  de- 
veloped for  visualizing  lymph  vessels  and 
nodes.  The  lymph  vessels  are  identified  by 
staining  and  are  then  cannulated  and  inject- 
ed with  a radio-opaque  solution  and  visual- 
ized in  lymphograms.  Aside  from  its  ex- 
perimental value,  it  is  helpful  as  a diagnostic 
procedure  in  demonstrating  involvement  of 
the  lymph  nodes  with  neoplastic  diseases 
and  in  differentiating  the  cause  of  chronic 
lymphedema  of  the  extremities ; that  is, 
differentiating  lymphatic  from  venous  ob- 
struction. Further  uses  may  develop  in  the 
future. 

In  recent  years,  splenoportograms  have 
become  standard  diagnostic  procedures.  At- 
tention should  be  directed  to  their  use  as  a 
valuable  emergency  diagnostic  procedure  in 
cases  with  active  copious  gastric  hemor- 
rhage in  which  there  is  an  immediate  need 
to  determine  whether  the  source  of  the 
bleeding  is  from  esophageal  varices  or  from 
such  lesions  of  the  stomach  as  tumor  or 
peptic  ulcer.  This  differentiation  is  very 
important  in  directing  proper  treatment. 

There  have  been  some  significant  develop- 
ments in  the  surgical  management  of  can- 
cer. Although  the  presence  of  tumor  cells 
in  the  blood  of  patients  with  carcinoma  was 

*Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  session.  Xsovember,  1961. 
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demonstrated  many  years  ago,  the  signifi- 
cance of  this  fact  became  adequately  appre- 
ciated only  recently.  It  has  been  demon- 
strated that  tumor  cells  can  be  recovered 
from  the  peripheral  blood  of  many  patients 
with  malignant  tumors  and  that  following 
manipulation  of  organs  containing  cancer 
large  numbers  of  cancer  cells  can  be  recov- 
ered, not  only  from  the  veins  draining  the 
organ,  but  also  from  the  peripheral  blood. 
It  has  been  shown,  for  instance,  that  curet- 
tage of  a uterus  containing  carcinoma,  or 
handling  a carcinoma  of  the  bowel  showers 
the  blood  stream  with  malignant  cells.  It 
is  obvious  that  most  of  these  cells  do  not 
survive  to  establish  metastatic  foci  but  it  is 
equally  obvious  that  occasionally  some  do. 
Recently  this  knowledge  has  directed  much 
attention  to  methods  that  may  minimize  the 
dissemination  of  viable  cells  into  the  blood 
and  lymph  streams  and  avoid  implantation 
of  cells  in  the  pleural  and  abdominal  cav- 
ities and  in  surgical  wounds  at  the  time  of 


operation.  It  is  obvious  that  palpation, 
traction  and  other  forms  of  trauma  should 
be  avoided  as  far  as  possible  until  the  tumor 
has  been  isolated  by  interruption  of  its 
blood  supply  and  lymph  vessels.  The  bowel 
can  be  further  isolated  by  occluding  the 
lumen  proximal  and  distal  to  the  tumor  with 
encircling  ligatures  and  using  cytotoxic 
agents  and  other  means  to  avoid  implanting 
viable  cells  during  transection  of  the  bowel 
or  stomach  or  the  taking  of  a biopsy.  In  an 
effort  to  devitalize  the  cells  entering  the 
blood  stream,  cytotoxins  such  as  nitrogen 
mustard  are  administered  either  a few  hours 
prior  to  or  during  and  following  operation, 
or  both,  and  are  also  used  topically  in  the 
field  of  operation.  Cytotoxins  are  also  used 
for  localized  perfusion  of  primary  or  recur- 
rent nonresectable  tumors  as  a palliative 
procedure.  By  this  method  it  is  possible  to 
deliver  much  larger  doses  of  these  drugs 
into  the  tumor  than  by  the  general  systemic 
route. 


“Does  it  not  seem  rather  a pity  that  the  organ  which  in  pre- 
Freudian  days,  in  unconscious  reverberation,  the  Psalmist  almost 
certainly  had  in  mind,  when  he  wrote  those  words  ‘I  lift  up  mine 
eyes  unto  those  hills  . . . From  whence  floweth  my  help,’  should 
today  be  increasingly  abandoned  for  a cold  impersonal  bottle  with 
a rubber  tire  at  the  end  of  it,  as  a substitute  for  the  genuine 
article?”  (Montagu,  Ashley:  Natural  selection  and  the  form 

of  the  breast  in  the  human  female.  J.A.M.A.  180:826,  June  9,  1962). 
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SPECIAL  CONTRIBUTION  1 


NEUROLOGIC  MANIFESTATIONS  of 

Protozoan  Infections 


THE  protozoan  infections  of 
man  include  seven  or  eight 
diseases  of  which  the  follow- 
ing disclose  neurologic  implication: 

Trypanosomiasis 

Malaria 

Toxoplasmosis 

Amebiasis 

These  diseases  occur  particularly  in  un- 
derdeveloped parts  of  the  world  where  many 
infections  and  infestations  are  rampant. 
It  is  not  uncommon  to  discover  severe  mal- 
nutrition, advanced  stages  of  disease  and 
multiple  diseases  all  in  one  patient.  Avita- 
minosis, cachexia,  hypoproteinemia,  chronic 
infection  and  concomitance  of  several  “trop- 
ical” diseases  must  often  be  considered  and 
treated. 

Trypanosomiasis 

Trypanosoma  gambiense  causes  the  typi- 
cal African  “sleeping  sickness.”  It  appears 
irregularly  distributed  through  tropical 
Africa,  particularly  in  western  and  central 
portions.  The  human  is  inoculated  by  an 
infected  Glossina  palpalis  or  tsetse  fly,  less 
commonly  transplacentally,  by  contaminated 
needles,  instruments  or  transfusions.  The 
clinical  picture  is  that  of  a chronic  blood- 
borne,  infectious  disease  which  may  reveal 
sudden,  more  acute  and  toxic  exacerbations. 
Cerebral  involvement  is  common.  Recently 
infected  individuals  may  give  the  history  of 
a local  lesion  (nodule,  ulcer),  fever,  ery- 
thema and  lymphadenopathy  (at  draining 
site  of  lesion  and  often,  diagnostically,  in 
the  posterior  cervical  chain.)  The  fever 
then  becomes  irregular,  abates  and  the  in- 
fection may  run  along  in  surprisingly 
asymptomatic  form  for  weeks,  occasionally 
months.  Diffuse  neurologic  features  are 
common  as  the  infection  progresses,  with 
pains,  paresthesias  and  cerebral  symptoms 
predominant.  Tremors,  ataxia,  extrapyra- 
miclal  syndromes,  convulsive  seizures,  de- 
lirium, dementia,  somnolence,  occasionally 
pareses  and  plegias  occur.  Untreated,  some 
die  within  a year,  others  run  a chronic  in- 
termittent course  over  many  years,  at  times 
with  amazingly  little  progression. 

Tests  include  examination  for  trypano- 
somes of: 
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Centrifuged  blood  serum 
Exudate  of  enlarged  lymph  nodes 
Animal  innoculation 
Bone  marrow 
Spinal  fluid 

Spinal  fluid  findings  are  more  prominent 
with  progression  of  the  disease.  If  there  is 
a pleocytosis  of  over  1000  cells,  trypano- 
somes are  certain  to  appear  in  spinal  fluid. 
Commonly,  a pleocytosis  of  15-500  cells  is 
seen,  lymphocytes  predominanting.  Protein 
usually  ranges  in  100  mg.  levels.  Macro- 
globulinemia  may  appear  in  some  cases. 

Pathologic  study  reveals  diffuse  hemato- 
genous invasion  of  the  brain  by  the  proto- 
zoan. Cerebral  changes  are  more  marked  in 
those  long  ill.  Meninges  are  often  edemat- 
ous, adherent,  with  maximal  changes  over 
the  convexity.  Cerebral  edema,  disseminat- 
ed perivascular  infiltration  with  lympho- 
cytes and  plasma  cells,  small  hemorrhages 
and  areas  of  softening  are  common. 

Treatment  consists  of  arsenicals  such  as 
tryparsamide,  Mel-B  (Arsobal)  and  antry- 
pol. 

T rypanosoma  rhodesiense  occurs  in  east- 
ern tropical  Africa.  It  differs  from  the 
gambiense  form  in  the  following  ways : 

More  acute  illness,  more  toxic,  more  rapid 
course. 

Untreated,  many  die  in  3-9  months. 

Cardiac  involvement  usually  predominates 
(pancarditis;  myocarditis  outstanding). 

Less  lymphadenopathy. 

Rash  may  be  marked. 

Trypanosomes  seldom  found  in  spinal  fluid. 

With  inadequate  treatment,  however,  this 
disease  may  run  a more  subacute  course, 
whereupon  neurologic  features  appear.  De- 
lirium and  convulsions  are  then  particularly 
common. 

Treatment  consists  of  Suramin  and  Mel- 
B. 
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Trypanosoma  cruzi  causes  the  infection 
known  as  Chaga’s  disease  or  American 
trypanosomiasis.  It  is  common  in  South 
America,  especially  in  the  countries  north  of 
Uruguay.  It  extends  into  Central  America, 
Mexico  and,  rarely,  into  Southwestern 
United  States.  A rural  disease,  it  has  a 
reservoir  in  a considerable  variety  of  ani- 
mals. Animal  infections  are  better  known 
in  the  United  States  than  human  involve- 
ment. Infection  comes  to  man  by  excreta 
of  a house  bug  which  is  infected.  The  in- 
fection is  most  frequent  in  children  between 
ages  of  three  months  and  two  years.  Neuro- 
logic features  are  outstanding  in  infants  and 
those  with  the  chronic  form.  Pancarditis 
(particularly  myocarditis)  is  usually  a 
prominent  feature. 

A primary  lesion  often  occurs  (skin,  con- 
junctiva), followed  by  local  inflammatory 
reaction  and  lymphadenopathy,  rash  and 
general  symptoms  of  an  acute  infectious 
disease.  Edema  of  the  face  may  be  marked; 
occasionally  this  is  generalized.  Cardiac  en- 
largement and  electrocardiographic  (EKG) 
changes  may  appear  in  the  acute  stage. 
Among  infants,  meningoencephalitis  and 
high  mortality  are  common  in  the  acute 
stage.  Convulsions  are  outstanding  then. 
After  20-30  days,  if  the  individual  survives, 
the  chronic  stage  appears,  now  with  promi- 
nent cardiac  changes  (myocardial  hyper- 
trophy, insufficiency),  destruction  of  vis- 
ceral plexuses  (resulting  in  mega-esopha- 
gus, megacolon)  and  diffuse  encephalomyel- 
itis. Direct  examination,  culture  and  ani- 
mal inoculation  of  blood,  bone  marrow,  skel- 
etal muscle,  or  spinal  fluid  usually  reveals 
the  pathogen. 

Neuropathologic  study  discloses  a dissem- 
inated encephalomylitis  with  multiple  in- 
flammatory foci  containing  protozoa,  out- 
standing in  cerebellum,  brain  stem  and 
spinal  cord. 

Therapy  is  conducted  with  primaquine 
and  pentaquine. 

Malaria 

The  estivo-autumnal  (also  called  malig- 
nant tertian,  subtertian,  tropical,  “cerebral” 
or  pernicious)  form,  caused  by  Plasmodium 
falciparum  is  commonly  and  directly  respon- 
sible for  neurologic  features  in  malaria.  In 
heavily  infested,  tropical  areas  this  is  a 
well-known  problem.  In  a chronically  ex- 
posed population,  most  acute  and  severe 
cases  appear  in  children  (or  nonnatives)  as 


the  surviving  adult  population  develops  a 
relative  immunity  to  Plasmodium  falcipar- 
um. 

Malaria  is  usually  transmitted  by  inocu- 
lation from  an  anopheline'  mosquito,  com- 
mon to  tropical  and  subtropical  countries. 
Transmission  may  also  occur  among  drug 
addicts  (using  contaminated  needles  or  syr- 
inges) or  by  transfusion.  Plasmodium,  fal- 
cipa'rum  appears  to  differ  from  the  other 
malarial  protozoa  in  that: 

1.  There  is  no  eventual  inhibition  in  multipli- 
cation of  blood  - inhabiting  parasites.  A 
greater  per  cent  of  erythrocytic  invasion 
occurs. 

2.  Host  erythrocytes  tend  to  adhere  to  walls 
of  capillaries  and  each  other,  thus  becom- 
ing embolic  and  occlusive. 

With  cerebral  involvement,  the  basic  le- 
sion consists  of  widespread  capillary  ob- 
struction. Actually  almost  any  cerebral  syn- 
drome may  appear  then  and  the  older  litera- 
ture often  described  the  whole  spectrum  of 
cerebral  syndromes,  depending  on  which 
clinical  feature  was  outstanding: 

Stuporous 

Delirious,  including  Korsakoff’s  psychosis 

Meningitic  (without  spinal  fluid  findings) 

Tetanic.  Convulsions,  trismus,  opisthotonos, 
decerebrate  rigidity. 

Focal  cerebral  (hemipharesis,  hemiplegia,  apha- 
sia) 

Cerebellar 

Bulbar 

Occasionally,  spinal  cord  syndromes  are 
seen,  alone  or  with  cerebral  features,  par- 
ticularly paraplegia  and  sphincter  disturb- 
ances. 

Estivo-autumnal  malaria  may  be  acute, 
become  chronic  or  light  up  with  acute  ex- 
acerbations. Irregular  or  sustained  hyper- 
pyrexia (even  107-110°F.)  is  common  in 
acute  cases.  Hemoglobinuria  may  accompa- 
ny the  fever.  In  chronic  cases,  with  dehy- 
dration, prostation  and  anemia,  temperature 
rise  may  be  minimal. 

Chronic  forms  may  demonstrate  papille- 
dema. Neurologic  residuals  or  sequelae 
(e.g.  convulsive  disorder)  may  occur  al- 
though usually  recovery  is  remarkable  with 
treatment. 

A blood  smear,  particularly  within  six 
hours  after  a chill,  is  diagnostic  with  para- 
sitic forms.  Spinal  fluid  reveals  only  in- 
creased pressure.  In  chronic  forms,  bone 
marrow  studies  are  helpful. 
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Microscopically  the  brain  demonstrates 
heavily  infected  erythrocytes  blocking  cere- 
bral capillaries.  Petechial  hemorrhage  and 
focal  necrosis  may  be  seen  throughout  brain 
and  meninges. 

Quinine,  chloroquine,  mepacrine  and  amo- 
diaquine  are  effective  in  therapy  and  are 
even  employed  in  therapeutic-diagnostic 
fashion. 

Toxoplasmosis 

This  infection  appears  in  two  forms,  ac- 
quired and  congenital.  It  is  worldwide  in 
distribution,  more  evident  in  warm,  moist 
climates.  A wide  variety  of  animals  and 
birds  are  more  often  affected  than  humans 
and  apparently  serve  as  a reservoir.  Epi- 
demiologic features  are  uncertain.  Fecal, 
carcass,  and  arthropod  transmission  are 
suspected.  Transplacental  infection  has 
been  established  in  the  congenital  form.  In 
some  areas,  up  to  25  per  cent  of  human  pop- 
ulation appears  to  have  been  infected  at 
some  time  according  to  skin  tests  and  sero- 
logic studies.  The  incidence  rises  with  age. 
Laboratory  infections  are  also  known. 

Acquired  form.  This  cannot  always  be 
distinguished  from  congenital  forms  except- 
ing that  symptoms  appear  after  neonatal 
period  and  a number  of  months  (at  least) 
of  good  health.  The  acquired  form  may  ap- 
pear in  any  age  group,  but  is  more  likely 
to  be  severe  (and  hence  identified)  in  young- 
er age  groups. 

Like  tuberculosis,  coccidioidosis  and  his- 
toplasmosis, toxoplasmosis  infects  many,  but 
is  often  asymptomatic  or  passed  off  as  in- 
fluenzal or  viral.  In  a few  cases,  a more 
severe  acute  or  chronic  infection  appears. 
Fever,  rash  and  lymphodenopathy  are  the 
common  clinical  manifestations  along  with 
nonspecific  symptoms  of  an  acute  infec- 
tious illness.  The  complete  clinical  spec- 
trum reveals  one  or  more  of  the  following 
symptoms  predominating  in  the  acute  stage: 

Pneumonitis 
Exanthem 
Lymphadenopathy 
Encephalitis,  Myelitis 
Chorioretinitis,  uveitis 
Hepatitis 
Myocarditis 
Polymyositis 

Although  occasionally  mistaken  for  infec- 
tious mononucleosis,  toxoplasmosis  does  not 
show  the  typical  white  blood  picture  and 
heterophile  titres  of  this  viral  infection. 


Encephalitis  or  myelitis  may  occur  in  the 
acute  stage  or  in  the  chronic  stage.  Careful 
examination  of  postmortem  material  sug- 
gests that  subclinical  involvement  of  brain 
and  cord  may  occur  in  some  cases.  The 
clinical  neurologic  features  are  usually  dif- 
fuse, either  encephalitic  or  encephalomyel- 
itic.  In  some  cases  these  symptoms  appear 
initially  or  early  in  the  acute  infection.  In 
chronic  infections,  the  nervous  system  is 
commonly  involved,  with  symptoms  reach- 
ing a peak  in  6-8  months  after  onset  of  ill- 
ness, relentlessly  or  in  recurrent  exacerba- 
tions. The  chronic  stage  may  linger  over 
12-18  months  before  burning  itself  out. 
Cranial  nerve  paralysis  and  a radioculopoly- 
neuritis  syndrome  have  also  been  described. 
Toxoplasmic  polymyositis  has  also  been  de- 
scribed and  may  be  more  common  than  here- 
tofore recognized. 

With  neurologic  symptoms,  a moderate 
rise  in  spinal  fluid  protein  and  cells  may 
occur  and  the  centrifuged  specimen  often 
discloses  the  protozoan.  If  direct  examina- 
tion is  not  diagnostic,  animal  (mouse)  in- 
oculation is  recommended. 

Other  laboratory  tests  are  helpful.  Micro- 
biologic and  biopsy  study  of  muscle  and 
lymph  node,  serologic  titres  and  the  dye  test 
of  Sabin  and  Feldman  are  useful.  The 
skin  test  indicates  past  infection. 

Pathologic  study  demonstrates  small  mi- 
crospic  foci  of  softening  in  brain  and  cord. 
Microscopic  examination  discloses  dissem- 
inated foci  of  necrosis  with  surrounding 
chronic  cellular  reaction,  perivascular  mono- 
cytic cuffing,  small  embolic  lesions  and 
cysts  containing  organisms.  Skeletal  muscle 
appears  involved  with  more  acute  and  in- 
tense inflammatory  reaction  about  necrotic 
muscle  fibres.  Parasites  are  often  seen  in 
intact  cells. 

Chemotherapy  depends  on  sulfa  drugs  and 
pyrimethamine. 

Congenital  form.  This  may  occur  when  a 
nonimmune  female  ac  q u i r e s infection 
(usually  subclinical)  with  parasitemia  after 
the  first  trimester  of  pregnancy.  The  in- 
fant then  is  born: 

Stillbirth  with  apparent  involvement 
With  apparent  involvement  at  term,  viable 
Apparently  normal  with  clinical  features  ap- 
pearing early  in  neonatal  period 

Cerebral  involvement  is  outstanding  and 
frequent  in  these  cases.  A chronic  diffuse 
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encephalomyelitis  is  usually  present.  Mani- 
festations include: 

Hydrocephalus 

Microcephaly 

Microgyria 

Intracerebral  calcification 

Convulsions,  tremors,  twitching,  opisthotonos, 
plegia,  nystagmus 

Microphthalmia,  endophthalmia,  chorioretinitis 

Myocarditis 

Interstitial  pneumonia 

Polymyositis 

Adrenal  damage 

Icterus 

Hepatosplenomegoly 

Thrombocytopenia 

Rash 

This  condition  may  be  confused  with  cyto- 
megalic inclusion  disease  or  erythroblastosis. 
Many  infants  die.  In  those  surviving,  re- 
gression and  healing  occur  in  all  sites  al- 
though significant  damage  often  remains  in 
the  central  nervous  system  and  eyes.  Se- 
quelae are  several: 

Epilepsy 

Mental  retardation 

Paraplegia 

Aphasia 

Blindness  (chorioretinitis,  optic  atrophy) 

In  several  institutions  for  mentally  retard- 
ed, 6-7  per  1000  admissions  appear  due  to 
this  disease. 

There  is  no  record  of  a mother  giving 
birth  to  more  than  one  child  with  toxo- 
plasmosis. She  becomes  immune. 

Spinal  fluid  changes  are  common  in  these 
infants.  The  protein  rise  is  higher  propor- 
tionately than  the  pleocytosis.  Lympho- 
cytic cells  predominate.  The  fluid  may  be 
xanthochromic.  Other  laboratory  data  are 
similar  to  acquired  form. 

Pathologic  study  discloses  widespread  dis- 
semination, brain  and  cord  included.  Gran- 
ulomatous and  necrotic  foci  are  common, 
some  miliary  and  microscopic,  others  larger. 
Diffuse,  chronic  inflammatory  reaction  is 
present. 

Amebic  Dysentery 

This  infection  has  a worldwide  distribu- 
tion. It  is  more  prevalent  and  severe  in 
warm  climates.  Man  to  man  spread  occurs 
through  fecal  contamination.  Flies  may  also 
assist  in  dissemination.  The  incidence  of 
infection  in  the  United  States  averages  un- 


der 5 per  cent.  The  incidence  in  one  group 
of  college  students  was  1.4  per  cent;  in  a 
group  of  foreign  university  students,  22  per 
cent;  in  patients  of  several  mental  institu- 
tions, nearly  50  per  cent.  It  appears  that 
incidence  in  the  United  States  is  less  now 
than  it  was  in  the  1930’s  and  1940’s. 

The  clinical  picture  of  amebic  dysentery 
is  variable.  Some  patients  demonstrate 
dysentery  at  one  time  or  another.  Approx- 
imately one-third  give  no  history  of  dysen- 
tery. The  disease  is  chronic,  with  or  with- 
out acute  exacerbations.  Some  patients 
have  few  symptoms.  Some  have  been  passed 
off  as  neurotic.  Without  complications,  con- 
stitutional symptoms  are  lowgrade  or  ab- 
sent. 

Diagnosis  may  be  made  by  X rays  of  the 
colon,  sigmoidoscopy,  and  finally  by  find- 
ing Endamoeba  histolytica  in  stools  or  sig- 
moidoscopic  specimens. 

The  most  common  complication  is  ame- 
bic liver  abscess.  From  here,  perforation 
may  occur  into  subphrenic  space,  right  pleu- 
ral space  or  right  lung. 

Amebic  brain  abscess  is  uncommon.  It 
usually  follows  liver  abscess,  with  a low 
incidence  of  0.7-4  per  cent  in  cases  of  liver 
abscess.  A few  cases  are  reported  where 
there  were  no  demonstrable  abscesses  of  the 
liver  or  lung. 

Amebic  liver  abscess  is  usually  single. 
Men  are  more  commonly  affected.  It  is 
manifested  by  pain,  tenderness,  hepatome- 
galy and  fever.  X ray  may  disclose  an  ele- 
vated right  diaphragm.  Stool  specimens 
are  not  invariably  positive.  Complement 
fixation  tests  are  reported  positive  in  nearly 
all  cases  with  liver  abscess. 

Amebic  brain  abscess  is  the  most  highly 
fatal  complication  of  amebic  dysentery.  It 
occurs  particularly  in  the  chronic,  untreat- 
ed, advanced  and  neglected  case.  The  clin- 
ical evolution  of  amebic  brain  abscess  is 
usually  rapid,  at  times  fulminating,  often 
terminating  fatally  within  7-10  days.  Head- 
ache, organic  mental  changes  and  fever  are 
outstanding,  and  focal  cerebral  signs  often 
appear. 

The  abscess  is  usually  solitary,  in  a cere- 
bral hemisphere.  Cerebellar  involvement 
appears  in  less  than  10  per  cent.  Filled 
with  reddish  brown  or  pink  creamy  fluid, 
the  abscess  is  not  encapsulated.  The  ab- 
scess fluid  is  usually  devoid  of  amebae  but 
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they  may  be  demonstrated  in  the  abscess 
wall.  Secondary  infection  may  occur. 

Treatment  is  neurosurgical.  A consid- 
erable number  of  chemotherapies  are  in 
vogue,  consisting  of : 

Emetine  HC1 
Chloroquine 
Sulfa 
Penicillin 

Di-iodo-hydroxy-quinoline 

Carbarsone 

Fumagillin 


Endolimax  ivilliamsi  is  another  ameba 
which  may  rarely  assume  a pathogenic  rela- 
tionship with  man,  and  even  more  rarely 
demonstrate  neurologic  implication.  In  one 
reported  case,  granuloma  of  the  brain  was 
disclosed.  In  another,  amebae  were  found 
diffusely  spread  throughout  the  pia,  massed 
about  arterioles  with  the  latter  disintegrat- 
ing. Brain  substance  appeared  to  dissolve 
away  before  the  protozoan,  without  much 
cellular  response. 


“We  have  seen  emerge  a belief  that  business  in  general  is 
irresponsible,  that  the  professions  and  those  who  are  scientifically 
trained  are  naive,  and  that  only  the  paternalism  of  growing  armies 
of  government  agencies  can  lead  us  safely  along  the  path  with  one 
hand  while  with  the  other  hand  they  extract  cash  from  our  pockets 
to  pay  for  the  expedition.”  (Austin  Smith  in  speech  to  Idaho  State 
Medical  Association,  June,  1962). 
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I ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  8,  McCook,  St.  Catherine’s 
Hospital 

September  22,  Scottsbluff,  St.  Mary’s 
Hospital 

October  6,  Ogallala,  Elks  Club 
October  20,  Lexington,  High  School 
Building 

WORLD  FORUM  ON  SYPHILIS  AND 
OTHER  TREPONEMATOSES  — Sep- 
tember 4 to  8,  1962,  in  Washington,  D.C. 
Sponsored  by  American  Venereal  Disease 
Association,  the  American  Social  Health 
Association,  and  the  U.  S.  Public  Health 
Association. 

INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS — 13th  Annual  Congress,  Wal- 
dorf-Astoria Hotel,  New  York,  Septem- 
ber 9-13,  1962. 

XII  INTERNATIONAL  CONGRESS  OF 
DERMATOLOGY  — Washington,  D.C., 
September  9 to  15,  1962;  Shoreham  and 
Sheraton  Park  Hotels.  For  further  in- 
formation, write  Stephen  T.  Donohue,  Di- 
rector of  Public  Relations,  420  Lexington 
Avenue,  New  York  17,  N.Y. 

1962  ANNUAL  SESSION  — Of  the  Colo- 
rado Medical  Society.  September  16-19, 
Colorado  Springs;  Broadmoor  Hotel. 

THIRTEENTH  ANNUAL  SCIENTIFIC 
CONFERENCE,  Nebraska  Heart  Asso- 
ciation — October  4th,  1962,  Grand  Is- 
land, Nebraska,  Hotel  Yancey. 

THE  A.M.A.  — Will  hold  its  first  National 
Congress  on  Mental  Illness  and  Health  on 
October  4-6,  1962,  in  Chicago.  For  more 
detailed  information,  write  Council  on 
Mental  Health,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  St.,  Chicago  10. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 47th  scientific 
assembly;  Palmer  House,  Chicago,  Octo- 
ber 1-4,  1962. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Annual  Clinical  Congress  — October  15- 
19,  1962;  Atlantic  City,  New  Jersey.  Con- 


tact Dr.  William  E.  Adams,  Secretary, 
American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 

AMERICAN  CANCER  SOCIETY,  1962 
Scientific  Session — October  22-23;  Bilt- 
more  Hotel,  New  York  City,  N.Y.  For 
further  information  write  Director  of 
Professional  Education,  American  Cancer 
Society,  521  West  57th  Street,  New  York 
19,  N.Y. 

OMAHA  MID-WEST  CLINICAL  SOCI- 
ETY — 30th  Annual  Scientific  Assembly, 
Civic  Auditorium,  Omaha,  October  29 
through  November  1,  1962. 

THE  AMERICAN  RHINOLOGIC  SOCI- 
ETY — Will  hold  its  eighth  annual  meet- 
ing in  the  Statler  Hilton  Hotel,  Los  An- 
geles, November  1-2,  1962.  For  informa- 
tion, write  Dr.  Robert  M.  Hansen,  Amer- 
ican Rhinologic  Society,  2210  Lloyd  Cen- 
ter, Portland  12,  Oregon. 

NEBRASKA  CHAPTER  — American  Col- 
lege of  Surgeons;  Annual  Clinical  Ses- 
sion; Sunday,  November  11,  Hastings, 
Nebraska. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  — Annual  interim  session; 
Ambassador  Hotel,  Los  Angeles;  Novem- 
ber 24-25,  1962. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 

EIGHTH  HAHNEMANN  SYMPOSIUM  — 
Sheraton  Hotel,  Philadelphia;  December 
12-14,  1962.  For  further  information, 
write  Wilbur  W.  Oaks,  M.D.,  Director, 
Hahnemann  Medical  College  and  Hospital, 
230  N.  Broad  St.,  Philadelphia  2,  Pennsyl- 
vania. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif. ; February 
27  to  March  3,  1963. 
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DELEGATES  REPORT 
of  the  Action  of  the 
HOUSE  OF  DELEGATES 
of  the 

AMERICAN  MEDICAL  ASOCIATION 
June,  1962 

The  11th  annual  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion was  held  in  the  Palmer  House,  in  Chi- 
cago, from  June  24  to  28,  1962. 

I shall  summarize  the  important  points  of 
this  meeting  and  make  comments  on  the 
impact,  both  local  and  National. 

On  Sunday  evening,  June  24th,  1962,  I 
attended  a fund  raising  dinner  organized 
by  the  American  Medical  Political  Action 
Committee.  They  had  an  excellent  program 
and  accomplishments  of  this  committee 
were  discussed  briefly.  Let  me  state  at  this 
point  that  it  is  most  essential  that  every 
physician  in  Nebraska  become  a member  of 
A.M.P.A.C.  This  committee  is  looking  aft- 
er our  political  interests  so  far  as  medicine 
is  concerned  and  they  need  the  support  of 
every  physician. 

The  first  session  of  the  House  of  Dele- 
gates was  called  to  order  on  Monday,  June 
25th,  1962,  in  the  usual  manner.  The  sec- 
ond session  was  on  Wednesday,  June  27th 
and  the  third  session  on  Thursday,  June 
28th,  1962. 

Health  Care  for  the  aged,  Medical  dis- 
cipline, Composition  of  the  A.M.A.  Board 
of  Trustees,  a study  of  the  American  Board 
of  Abdominal  Surgery,  relations  with  the 
American  College  of  Surgeons,  and  Volun- 
tary Health  Insurance,  were  among  the  ma- 
jor subjects  acted  upon  by  the  House  of 
Delegates. 

Health  Care  for  the  Aged 

The  House  received  seventeen  resolutions 
expressing  full  support  of  the  Kerr-Mills 
program  and  firm  opposition  to  the  King- 
Anderson  type  of  legislation.  In  reaffirm- 
ing the  position  of  the  active  opposition  to 
the  King-Anderson  Bill,  the  House  cited  the 
following  reasons: 

1.  The  lack  of  need  for  such  a plan; 

2.  that  it  would  provide  inadequate  care 
for  all  aged  rather  than  complete  care 
for  those  who  need  help; 

3.  the  fact  that  inherent  in  the  use  of 
the  Social  Security  mechanism  are 


governmental  controls  of  medical 
practice  which  would  increase  with 
the  expansion  of  the  program; 

4.  deterioration  of  the  quality  of  medi- 
cal care  not  only  for  the  aged  but  for 
the  population  as  a whole. 

In  reaffirming  strong  support  for  the 
Kerr-Mills  act,  the  House  declared  that, 
“The  Kerr-Mills  method  should  be  given  a 
fair  and  reasonable  chance  to  meet  the 
need  and  thus  remove  the  demand  for  fur- 
ther Federal  legislation.” 

It  urged  that  in  states  where  existing  pro- 
grams indicate  a need  for  a Kerr-Mills  im- 
plementing law,  each  state  association  should 
actively  sponsor  and  promote,  with  other 
responsible  citizens,  the  enactment  of  such  a 
law.  It  also  urged  that  state  associations 
to  “work  actively  with  other  responsible 
ctizens  in  reviewing  the  functions  of  the 
law,  evaluating  its  effectiveness  and  ag- 
gressively supporting  improvements  in  pro- 
grams to  aid  those  who  need  help  so  as  to 
achieve  the  provision  of  quality  medical 
care  and  services.” 

The  House  took  no  action  on  one  resolu- 
tion which  called  for  nonparticipation  in 
the  implementation  of  the  King-Anderson 
Bill  but  it  urged  individual  physicians  to 
give  particular  consideration  to  the  follow- 
ing sections  of  the  Principles  of  Medical 
Ethics : 

“Section  1.  The  principal  objective  of 
the  medical  profession  is  to  render  service 
to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  con- 
fidence of  patients  entrusted  to  their  care, 
rendering  each  a full  measure  of  service  and 
devotion. 

“Section  5.  A physician  may  choose 
whom  he  will  serve.  In  an  emergency,  how- 
ever, he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care 
of  a patient,  he  may  not  neglect  him ; and 
unless  he  has  been  discharged  he  may  dis- 
continue his  services  only  after  giving  ade- 
quate notice.  He  should  not  solicit  patients. 

“Section  6.  A physician  should  not  dis- 
pose of  his  services  under  terms  or  condi- 
tions which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a de- 
terioration of  the  quality  of  medical  care.” 

Commenting  on  the  association’s  fight 
against  the  King-Anderson  Bill,  Dr.  Leonard 
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W.  Larson,  retiring  president,  told  the  open- 
ing session  of  the  House  that,  “this  great 
struggle  has  been  testing  again  whether  the 
science  and  art  of  medicine  will  be  permit- 
ted to  grow  and  flourish  in  freedom,  or 
whether  progress  in  medicine  will  be  stunt- 
ed and  shriveled  by  excesses  of  government 
control.” 

He  declared  that  the  steadfast  refusal  of 
the  A.M.A.  to  compromise  on  the  basic  prin- 
ciples “has  been  a source  of  strength  for 
us  and  our  friends.”  Dr.  Larson  expressed 
confidence  in  ultimate  victory,  but  he  added 
that  victory  will  impose  a solemn  obligation 
of  responsible  leadership  for  all  physicians. 

Also  commenting  on  the  question  of  com- 
promise, Dr.  Fister  in  his  inaugural  address 
said,  “we  will  not  compromise  with  those 
who  regard  medical  care  problems  as  sim- 
ply playthings  in  the  game  of  politics  — 
gimicks  to  attract  the  votes  of  the  gullible.” 

Medical  Discipline 

To  implement  one  of  the  major  recommen- 
dations made  by  the  Medical  Disciplinary 
Committee  at  the  June  1961,  meeting  in  New 
York  the  House  approved  a change  in  the 
Bylaws  under  which  a proposed  Section  I 
(B)  of  Chapter  IV  will  now  read: 

“In  addition  to  such  disciplinary  action 
as  may  be  taken  under  the  Constitution  and 
Bylaws  of  the  component  society  and  con- 
stituent association  to  which  the  members 
belong,  or  when  a state  medical  association 
to  which  a member  belongs  requests  the 
A.M.A.  to  take  disciplinary  action  or  when 
at  the  request  of  the  American  Medical  As- 
sociation the  state  association  to  which  the 
member  belongs  consents  to  disciplinary 
proceedings  by  A.M.A.,  the  Judicial  Council, 
after  due  notice  and  hearings,  may  censure 
him,  or  may  suspend  or  expel  any  member 
of  the  American  Medical  Association  from 
A.M.A.  membership  only  for  an  infraction 
of  the  Constitution  or  these  Bylaws  or  for 
violation  of  the  Principles  of  Medical 
Ethics.” 

A.M.A.  Board  of  Trustees 

The  House  approved  a report  of  the  Ad 
Hoc  Committee  on  the  Board  of  Trustees 
which  recommended  that  the  size  of  the 
board  be  increased  from  eleven  members 
to  fifteen  members.  This  will  be  accom- 
plished by  adding  three  elected  members 
and  by  including  the  immediate  past  presi- 


dent of  the  association  for  a one-year  term. 
The  House  also  accepted  a committee  recom- 
mendation that  set  the  term  of  office  for 
elected  board  members  at  three  years  and 
limited  the  number  of  terms  to  three,  for  a 
maximum  total  of  nine  years  of  service. 
To  implement  the  House  action,  the  council 
on  Constitution  and  Bylaws  submitted 
changes  in  the  Bylaws  for  consideration  at 
the  1962-Clinical  Meeting. 

American  Board  of  Abdominal 
Surgery 

At  the  1961-Clinical  Meeting  in  Denver, 
the  House  of  Delegates  instructed  the  Coun- 
cil on  Medical  Education  and  Hospitals  to: 

“1.  Undertake  a study  of  the  present 
and  potential  contribution  of  the  American 
Board  of  Abdominal  Surgery  to  the  ad- 
vancement of  the  art  and  science  of  surgery 
and  the  betterment  of  public  health. 

“2.  To  present  a report  of  its  findings 
and  recommendations  to  the  House  of  Dele- 
gates at  the  next  annual  meeting.” 

The  American  Board  of  Abdominal  Sur- 
gery defined  abdominal  surgery  as  “surgery 
pertaining  to  the  contents  of  the  abdominal 
cavity,  its  walls  and  orifices;”  it  is  intended 
to  encompass  gynecology,  genitourinary 
surgery,  and  surgery  of  the  anus,  rectum, 
and  colon. 

In  definition,  the  totality  of  abdominal 
surgery  inevitability  will  be  a component  of 
one  or  more  of  the  specialties  represented 
by  the  approved  American  Boards  of  Sur- 
gery, Obstetrics,  and  Gynecology,  and  Colon 
and  Rectal  surgery. 

The  Council  on  Medical  Education  and 
Hospitals  recommended  that  the  House  of 
Delegates  not  grant  recognization  to  the 
American  Board  of  Abdominal  Surgery  as  a 
specialty  board.  The  council  further  rec- 
ommended that  the  House  declare  its  dis- 
approval in  principle  of  establishing  spe- 
cialties which  are  based  largely  or  wholly 
on  an  arbitrarily  defined  anatomical  re- 
gion of  the  body. 

In  accepting  the  council  report,  the 
House  also  declared  its  disapproval  in  prin- 
ciple of  establishing  specialties  which  are 
based  largely  or  wholly  on  an  arbitrarily 
defined  anatomical  region  of  the  body. 

It  also  concluded  that  the  American  Board 
of  Abdominal  Surgery  does  not  offer  sig- 
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nificant  potential  for  the  advancement  of 
surgery  and  the  betterment  of  public  health. 

It  is  noteworthy  that  this  group  pushing 
for  a Board  in  Abdominal  Surgery  spear- 
headed by  Blaise  F.  Alfano,  M.D.,  of  Massa- 
chusetts is  a minority  pressure  group. 

They  requested  by  letter  that  as  many  of 
their  members  as  possible  be  present  and 
register  in  the  Section  on  Surgery  which 
was  held  on  June  24th,  1962,  in  the  theater 
at  McCormack  Place. 

When  you  registered  at  the  A.M.A.  if  you 
marked  surgery  as  your  specialty  you  got 
a ballot  and  this  was  your  ticket  to  get  on 
the  main  floor  for  the  business  meeting. 
There  were  numerous  cases  of  physicians 
registering  in  the  Section  on  Surgery  who 
were  not  surgeons,  so  they  could  vote.  When 
the  election  was  over  they  had  taken  over  the 
offices  in  the  Section  on  Surgery.  I would 
estimate  that  there  were  approximately 
1800  votes  cast.  This  demonstrates  what 
could  happen  in  any  of  the  sections  by  a 
well  organized  minority  group. 

American  College  of  Surgeons 

In  considering  a Board  report  and  four 
resolutions  involving  surgical  assistants 
and  relations  between  the  A.M.A.  and  the 
adoption  and  interpretation  of  the  Principles 
of  Medical  Ethics  is  the  prerogative  and 
duty  of  the  American  Medical  Association. 
It  also  restated  the  association’s  June, 
1961  policy  statement  in  the  following  man- 
ner: 

“1.  Each  member  of  the  A.M.A.  is  ex- 
pected to  observe  the  Principles  of  Medical 
Ethics  in  every  aspect  of  his  professional 
practice. 

“2.  Each  doctor  engaged  in  the  care  of 
the  patient  is  entitled  to  compensation  com- 
mensurate with  the  value  of  the  services  he 
has  personally  rendered. 

“3.  No  doctor  should  bill  or  be  paid  for 
a service  which  he  does  not  perform;  mere 
referral  does  not  constitute  a professional 
service  for  which  a professional  charge 
should  be  made  or  for  which  a fee  may  be 
ethically  paid  or  received. 

“4.  When  services  are  rendered  by  more 
than  one  physician  each  physician  should 
submit  his  own  bill  to  the  patient  and  be 
compensated  separately  whenever  possible. 

“5.  It  is  ethically  permissible  in  certain 


circumstances  however,  for  a surgeon  to 
engage  other  physicians  to  assist  him  in  the 
performance  of  a surgical  procedure  and  to 
pay  a reasonable  amount  for  such  assist- 
ance. This  principle  applies  whether  or  not 
an  assisting  physician  is  the  referring  doc- 
tor.” 

Voluntary  Health  Insurance 

In  accepting  a Council  on  Medical  Service 
report  on  the  utilization  of  state  and  fed- 
eral tax  funds  to  provide  voluntary  pre- 
payment health  insurance  protection  to  as- 
sist the  aged  in  meeting  the  costs  of  health 
care  services  the  House  approved  the  fol- 
lowing policy  statement: 

“1.  The  need  for  application  of  the  pre- 
payment or  insurance  principle  to  protect 
our  people  against  the  costs  of  medical  care 
is  fully  recognized  and  applies  to  all  ages 
rather  than  to  the  aged  alone. 

“2.  Persons  financially  able  to  prepay 
their  own  expenses  are  expected  to  do  so 
and  must  be  encouraged  rather  than  com- 
pelled to  do  so. 

“3.  Persons  financially  unable  to  prepay 
adequately  their  expenses  may  properly  be 
assisted  to  the  degree  necessary  by  their 
families,  their  communities,  their  states,  and 
if  these  fail,  by  the  Federal  Government  — 
but  only  in  conjunction  with  other  levels  of 
government. 

“4.  The  prepayment  system  should  be  de- 
void of  governmental  controls. 

“5.  Dignity  and  self-sufficiency  for  the 
individual  should  be  upheld. 

”6.  The  protection  offered  must  be  rea- 
sonably comprehensive  rather  than  token  in 
character.” 

The  House  recommended  that  the  Board 
of  Trustees  and  the  Council  on  Medical 
Service  explore  all  possibilities,  using  these 
principles  as  a basis. 

Miscellaneous  Actions 

In  considering  reports  and  resolutions  on 
a wide  variety  of  subjects,  the  House  also: 

Learned  that  the  Board  of  Trustees  has 
instructed  the  Council  on  Drugs  to  conduct 
a study  on  the  relationship  between  tobacco 
and  disease. 

Disapprove  a suggestion  that  the  Council 
on  Medical  Education  and  Hospitals  be  re- 
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placed  by  two  separate  councils  on  under- 
graduate and  graduate  medical  education. 

Referred  to  the  Board  of  Trustees  a pro- 
posal that  at  least  six  members  of  the  Coun- 
cil on  Medical  Education  and  Hospitals 
shall  be  engaged  primarily  in  the  private 
practice  of  medicine  in  hospitals  without  a 
medical  school  affiliation  and  that  no  more 
than  four  members  may  be  salaried  person- 
nel of  a medical  school  or  university. 

Approved  a resolution  that  honorariums 
be  provided  for  the  Association’s  elected  of- 
ficers in  amounts  to  be  determined  by  the 
Board  of  Turstees. 

Adopted  an  A.M.A.  Statement  of  Prin- 
ciples on  Mental  Health  and  urged  all  con- 
stituent associations  to  lend  active  support 
to  the  First  National  Congress  for  Mental 
Illness  and  Health,  to  be  held  in  Chicago 
in  October. 

Endorsed  a resolution  on  employment  of 
the  handicapped,  stating  that  each  individu- 
al candidate  for  employment  should  be 
evaluated  in  light  of  his  ability  to  perform 
useful  work. 

Approved  a Guide  to  the  Organization 
and  Operation  of  Airport  Medical  Services 
submitted  by  the  Council  on  Occupational 
Health. 

Endorsed  the  joint  statement  on  nar- 
cotic addiction  by  the  A.M.A.  and  the  Na- 
tional Research  Council  of  the  National 
Academy  of  Sciences. 

Urged  automobile  manufacturers  to  make 
seat  belts,  approved  by  the  Society  of  Auto- 
motive Engineers,  standard  equipment  on  all 
automobiles. 

Approved  a recommendation  that  A.M.A. 
meetings  be  scheduled  as  follows:  Annual 

Meetings — 1966,  Chicago;  1967,  Atlantic 
City;  and  1968,  San  Francisco;  and  Clinical 
Meetings — 1965,  Philadelphia;  and  1966, 
Las  Vegas. 

Recommended  that  the  Council  on  Medical 
Education  and  Hospitals  conduct  a study 
of  specialty  residencies. 

Reaffirmed  its  opposition  to  compulsory 
coverage  of  physicians  under  the  Social  Se- 
curity Act,  after  receiving  11  resolutions 
opposing  coverage  and  only  two  favoring 
the  inclusion  of  physicians. 

Accepted  the  report  of  the  Committee  on 
Communications  as  information,  and,  in 


considering  the  committee  recommendations, 
suggested  that  the  Executive  Vice  President 
present  a report  of  Association  activities 
to  the  House  at  each  meeting. 

Opening  Session 

At  the  Monday  morning  session,  the 
A.M.A.  presented  a special  citation  to  Jackie 
Cooper,  star  of  television,  stage,  and  movie, 
for  his  portrayal  of  a Navy  doctor  in  the 
“Hennessey”  television  program.  The 
1962  Joseph  Goldberger  Award  in  clinical 
nutrition  was  presented  to  Dr.  Edwards  Al- 
bert Park  of  Baltimore  for  his  investiga- 
tions of  rickets  and  scurvy  in  children.  Dr. 
Larson  received  a plaque  for  his  work  on 
the  medical  advisory  board  of  the  Sears- 
Roebuck  Foundation.  The  American  Medi- 
cal Association  was  given  awards  of  appre- 
ciation from  the  Cuban  Medical  Association 
in  Exile  and  the  Girl  Scouts  of  America. 

Inaugural  Ceremony 

Doctor  Fister,  in  his  inaugural  address, 
declared  that  “we  will  cooperate,  to  our  ut- 
most, with  government  officials,  legislators 
and  all  Americans  who  are  sincerely  inter- 
ested in  finding  sound  practical  solutions  to 
medical  care  problems  — solutions  which 
include  both  a respect  for  medical  stand- 
ards and  a respect  for  the  taxpayers.”  The 
Distinguished  Service  Award  was  presented 
to  Dr.  Cecil,  and  Donald  D.  Van  Slyke, 
Ph.D.,  research  chemist  at  Brookhaven  Na- 
tional Laboratories,  received  the  first 
A.M.A.  Scientific  Achievement  Award  hon- 
oring outstanding  contribuptions  to  medi- 
cine by  nonphysician  scientists.  Mrs.  George 
Papanicolaou  was  given  a special  award  hon- 
oring her  late  husband’s  service  to  mankind. 

Wednesday  Session 

Doctor  Fister,  in  his  Wednesday  address, 
assured  the  House  of  Delegates,  all  A.M.A. 
members  and  the  citizens  of  this  countiy 
that  “during  the  next  year  there  will  be  no 
letup  in  our  campaign  to  preserve  the  high 
standards  of  our  voluntary,  free  choice, 
medical  care  system.”  He  said  that  no  or- 
ganization, especially  one  which  thrives  on 
challenge  and  opportunity  to  serve  the  pub- 
lic, can  be  static. 

Election  of  Officers 

Dr.  Edward  R.  Annis,  of  Miami,  Florida 
was  chosen  president-elect  of  the  American 
Medical  Association. 
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Dr.  J.  P.  Culpepper,  Jr.,  Hattiesburg, 
Miss,  vice  president;  Dr.  Norman  A.  Welch, 
Boston,  re-elected  speaker  of  the  House,  and 
Dr.  Milford  0.  Rouse,  Dallas,  Tex.,  re-elect- 
ed vice  speaker. 

Dr.  Charles  L.  Hudson,  Cleveland,  Ohio, 
and  Dr.  Wesley  W.  Hall,  Reno,  Nev.,  were 
re-elected  to  five-year  terms  on  the  Board  of 
Trustees.  Dr.  Elmer  G.  Shelley,  North 
East,  Pa.,  was  renamed  to  the  Judicial 
Council. 

Re-elected  to  the  Council  on  Medical  Edu- 
cation and  Hospitals  were  Dr.  Warde  B.  Al- 
lan, Baltimore,  and  Dr.  W.  Clarke  Wescoe, 
Lawrence,  Kansas. 

Dr.  George  W.  Slagle,  Battle  Creek,  Mich., 
was  elected  to  the  Council  on  Medical  Serv- 
ice, succeeding  Dr.  Robert  L.  Novy,  Detroit, 
who  was  ineligible  for  re-lection. 

For  the  Council  on  Constitution  and  By- 
laws, Dr.  Walter  E.  Bornemeier,  Chicago, 
was  re-elected,  and  Dr.  James  Monroe  Kolb, 
Sr.,  Clarksville,  Ark.,  was  named  to  fill  the 
unexpired  term  of  the  late  Dr.  Walter  E. 
Vest,  Huntington,  W.  Va. 

I consider  it  to  be  a privilege,  to  be  a 
member  of  the  House  of  Delegates  of  the 
American  Medical  Association,  and  I want 
to  thank  the  members  of  the  Nebraska  State 
Medical  Association  for  making  it  possible 
for  me  to  be  your  delegate.  I assure  you 
that  I will  do  my  best  to  see  that  Nebraska 
is  properly  represented. 

E.  F.  LEININGER,  M.D., 
Delegate. 

Medicare  in  Operation 

Medicare  Payments  Made  by  the  Nebraska 
Blue  Shield 

The  payment,  as  the  fiscal  agent,  of  over 
two  million  dollars  for  over  30,000  cases 
in  five  and  one-half  years  under  the  Medi- 
care Program  is  another  facet  of  Blue 
Shield.  All  payments  are  made  from  an  ad- 
vance of  funds  from  the  Government;  no 
Blue  Shield  funds  are  used.  Reimbursement 
is  received  for  administrative  expense  on 
an  actual  justified  cost  basis. 

Following  is  a breakdown  of  payments 
made  by  Nebraska  Blue  Shield  under  Medi- 
care since  its  inception  on  December  7, 
1956. 


Period  Covered 

Cases  Paid 

Amount  Paid 

12-7-56  thru 
12-31-57  . 

4,787 

$316,324.74 

1958  

6,883 

489,886.12 

1959  

4,987 

353,687.66 

1960  

5,049 

368,912.51 

1961  

5,162 

426,525.90 

1-1-62  thru 
6-30-62  

3,525 

267,571.52 

30,393 

$2,222,900.34 

Certain  cases,  by  necessity,  have  been  re- 
ferred to  the  Policy  Committee  of  the  Ne- 
braska State  Medical  Association,  the  Con- 
tractor, for  recommendation  regarding  cov- 
erage on  payments.  The  Office  for  Depend- 
ents’ Medical  Care,  Washington,  has  never 
questioned  or  rejected  a recommendation  of 
the  Policy  Committee. 


IN-HOSPITAL  TEACHING: 

A NEW  APPRAISAL 

The  completion  of  the  first  phase  of  a pi- 
oneer experiment  in  medical  education,  de- 
signed to  serve  as  a national  model  for  the 
improvement  of  clinical  training  in  hos- 
pitals, was  announced  recently  by  Dr.  Abra- 
ham G.  White,  Director  of  Medical  Educa- 
tion at  The  Brooklyn  Hospital.  The  pro- 
gram, called  “Education  for  Men  in  White,” 
is  being  supported,  this  year,  by  a $10,- 
000.00  grant  from  Merck,  Sharp  and  Dohme. 
Conducting  the  program  are  Dr.  White  and 
Dr.  Harry  L.  Miller,  Associate  Professor  of 
Education  at  Hunter  College. 

“The  tendency  of  a significant  percentage 
of  physicians  to  slow  down  their  learning, 
once  they  have  received  their  medical  school 
diplomas  and  completed  internship,”  stated 
Dr.  White,  “may  be  related  in  part,  to  the 
methods  of  postgraduate  teaching  prevailing 
in  most  hospitals.  Since  Hippocrates,  the 
traditional  method  of  teaching  and  learning 
has  been  through  ‘making  the  rounds.’ 
Here  the  department  chief  or  a senior  physi- 
cian accompanied  by  physicians,  residents 
and  interns,  visits  patienst  both  in  bed  and 
in  clinic,  for  the  purpose  of  reviewing  their 
respective  diagnoses  and  treatments. 

“While  most  physicians  conducting  rounds 
are  skilled,  experienced  and  dedicated  to 
healing,”  continued  Dr.  White,  “practically 
all  have  no  formal  training  in  the  teaching 
techniques  so  necessary  to  promote  maxi- 
mum learning  and  motivation  for  continued 
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learning.  The  natural  - born  teacher,  in 
Medicine  as  in  other  fields,  is  a rarity. 
Thus,  a prime  purpose  of  good  teaching,  the 
stimulation  and  active  participation  by 
those  being  taught,  may  be  subordinated.” 

Lack  of  formal  training  in  methods  of 
teaching,  observed  Dr.  White,  may  dimin- 
ish the  maximal  teaching  effectiveness  of 
those  who  conduct  the  rounds,  seminars  and 
conferences  in  a hospital.  Almost  60  per 
cent  of  internships  and  residencies  in  this 
country  are  offered  by  non-university  hos- 
pitals, leaving  the  teaching  in  the  hands  of 
physicians  who  lack  formal  teaching  tech- 
niques. When  one  considers  that  they  train 
interns  and  residents  for  periods  up  to  four 
and  five  years,  time  equal  and  often  exceed- 
ing that  spent  in  medical  school,  the  prob- 
lem of  “teaching  doctors  to  teach”  becomes 
of  paramount  importance. 

The  initial  sessions  of  the  program  were 
unique  in  that  they  were  attended  regularly 
by  The  Brooklyn  Hospital’s  department 
heads  and  senior  physicians.  There  was 
notetaking,  classroom  discussion,  quizzes 
and  home-work.  The  sessions  were  almost 
exclusively  devoted  by  the  department  chiefs 
to  self-assessment  as  teachers.  ‘Do  we  take 
time  to  prepare  for  the  rounds?’  ‘Are  the 
written  records  on  patients  by  the  attending 
physicians,  residents  and  interns  compre- 
hensive enough?’  ‘Does  our  manner  of  con- 
ducting rounds  exclude  or  stimulate  partici- 
pation by  attending  physicians,  residents 
and  interns?’  ‘Do  we,  by  our  manner,  di- 
rect the  house  staff  to  the  proper  profes- 
sional approach  to  medical  problems?’  ‘How 
can  we  improve  our  own  techniques  of  teach- 
ing?’ 

Several  departments  have  at  this  early 
date  already  prepared  new  training  sched- 
ules, scheduled  more  seminars  and  confer- 
ences and  more  intensive  rounds,  according 
to  Dr.  White.  This  he  feels  is  an  immediate 
and  concrete  evidence  of  the  interest  in  the 
program.  Greater  participation  by  all  lev- 
els of  the  Hospital  staff  is  in  growing  evi- 
dence and  plans  are  being  readied  for  par- 
ticipation by  all  groups.  It  is  hoped  that 
improved  teaching  techniques  will  help  in- 
terns and  residents  to  become  self-teaching 
students  the  rest  of  their  lives. 

The  summer  and  fall  months  will  be  spent 
in  evaluating  the  taped  recordings  of  the 
initial  sessions,  the  written  observations  and 
recommendations  of  the  participating  de- 
partment chiefs  and  continuing  studies  of 


the  training  techniques  inaugurated  and 
applied  in  the  private,  semi-private,  ward 
and  out-patient  facilities. 


Medicine  in  the  News 

From  the  Star-Herald,  Scottsbluff, 

July  10,  1962— 

The  Madison  Six  County  Medical  Society 
adopted  and  sent  a resolution  to  the  doctors 
of  Saskatchewan  Province  encouraging  them 
in  their  strike  against  the  compulsory  med- 
ical care  program  instituted  by  the  govern- 
ment on  July  1. 

The  resolution  stated  in  part:  “The 

moral,  legal,  and  medical  principles  prompt- 
ing the  Saskatchewan  doctors  to  endorse  an 
ethically  distasteful  ‘strike’  are  sincerely 
and  enthusiastically  approved  by  this  so- 
ciety.” 

From  the  Lincoln  Star,  July  13,  1962 — 

Doctor  Carruth  J.  Wagner,  45,  a native 
of  Omaha  and  a graduate  of  the  University 
of  Nebraska  College  of  Medicine,  will  be- 
come chief  of  the  Division  of  Indian  Health, 
Public  Health  Service,  with  the  rank  of  As- 
sistant Surgeon  General  on  August  1,  1962. 
Doctor  Wagner  has  been  in  the  service  since 
1941,  and  for  the  past  two  years,  chief  of 
the  Division  of  Health  Mobilization  in  the 
office  of  the  Surgeon  General. 

From  Evening  World-Herald,  Omaha, 

July  12,  1962— 

A cobalt-60  therapy  machine  has  been  in- 
stalled at  the  Immanuel  Hospital,  Omaha, 
and  is  now  in  use  for  the  deep  therapy  of 
cancer.  This  can  deliver  the  amount  of 
radiation  that  could  be  obtained  from  a two- 
million-volt  X-ray  machine. 

From  the  World-Herald,  Omaha, 

June  29,  1962- 

Dean  Richard  Egan  notes  that  about  14 
per  cent  of  Creighton  medical  students  re- 
main to  practice  in  Nebraska  after  gradua- 
tion. Creighton,  being  a private  medical 
school,  draws  its  students  from  the  nation- 
at-large,  and  the  14  per  cent  about  equals  the 
average  number  who  enter  Creighton  from 
Nebraska.  It  is  interesting  that,  in  face  of 
the  above  statistics,  329  of  Nebraska’s  1300 
practicing  physicians  are  Creighton  gradu- 
ates — about  25  per  cent. 
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Doctor  Egan  also  notes  that  Creighton 
ranks  among  the  top  five  schools  in  the  U.S. 
in  percentage  of  graduates  who  enter  gen- 
eral practice. 

Unusual  Praise  for  Nebraska  Doctors — 

An  unusual  expression  of  praise  for  the 
medical  profession  of  Nebraska  appeared  as 
an  editorial  in  The  Norfolk  Daily  Netvs  on 
July  19,  1962.  Rather  than  summarize  and 
lose  the  sense  of  the  editorial,  we  will  quote 
it  in  full,  as  follows: 

UNPRECEDENTED  MEDICAL 
EFFORT 

Throughout  Northeast  Nebraska,  doctors 
and  community  workers  have  joined  in  an 
unprecedented  effort  in  the  medical  field. 
The  administration  of  the  Sabin  vaccine  for 
polio  has  been  outstanding  in  each  town. 

The  sponsoring  medical  groups  have  re- 
ceived whole-hearted  cooperation  and  the 
public  response  has  been  surprising.  The 
work  is  not  complete  for  the  program  calls 
for  two  more  doses  after  the  administra- 
tion of  the  first. 

In  each  of  the  towns  in  the  area,  the 
projects  were  organized  so  effectively  and 
efficinetly  there  was  almost  no  waiting.  To 
those  fearing  the  long  lines  customary 
whenever  there  are  mass  inoculations,  this 
was  complete  surprise. 

Doctors  more  often  capture  the  headlines 
only  by  a Saskatchewan-type  incident,  or  by 
publicly  expressing  their  displeasure  at  U.S. 
moves  to  get  the  government  further  into 
the  practice  of  medicine.  A spectacular 
medical  discovery  will  do  it,  too,  but  the  rou- 
tine, well-administered  job  typified  by  the 
Sabin  program  attracts  little  recognition. 

We  suspect  that  few  hav  e stopped  to 
thank  the  doctors  for  the  Sabin  program. 
Yet  it  is  they  who  were  responsible  for  it, 
not  the  government  as  the  most  casual 
among  U.S.  citizens  would  have  expected. 

There  may  even  be  some  who  find  it  sur- 
prising that  the  doctors  could  have  carried 
out  the  program  without  the  benefit  of  any 
national  legislation  on  the  subject.  They 
did. 

So  far  as  being  able  to  perform  other 
aspects  of  medical  cai'e  for  the  aged,  the 
young,  the  middle-aged  and  the  infant, 
they  could  do  this,  too,  without  benefit  of 
legislation. 


From  the  Lincoln  Evening  Journal — 

“Nebraska  and  Missouri  . . . are  the  only 
states  in  the  Union  with  doctors  in  all 
communities  of  1,000  residents  or  more.” 

“The  Senator  (Diers  of  Gresham)  . . . 
also  failed  to  mention  his  town  (300  popula- 
tion) is  Art  thin  15  miles  of  a modern,  ade- 
quately staffed  clinic  (Stromsburg)  20 
miles  from  one  modern  hospital  and  28  miles 
from  a second  in  another  direction  — all 
on  all-weather  roads  . . .” 

Comment:  Favorable  comment  about 

medicine  and  doctors  in  news  media  of  to- 
day is  uncommon  enough  to  draw  attention 
whenever  it  happens. 

Pickin’s  from  the  Papers — 

The  Nebraska  Chapters  of  M arch  of 
Dimes  have  committed  more  than  $20,000 
toward  establishing  a diagnostic  and  treat- 
ment center  for  arthritics.  Research  is  to 
be  combined  with  study  and  treatment.  The 
center  is  located  at  St.  Joseph’s  Hospital, 
Omaha,  and  Doctor  Harold  Neu  is  in  charge. 
F rom  II  Torld-He  raid . 

Nebraskans  covered  by  insurance  enter 
hospitals  more  frequently  but  stay  fewer 
days  than  the  national  average,  according 
to  the  Joint  Committee  on  Hospital  Utiliza- 
tion. World-Herald. 

Doctor  John  Worthman,  who  began  his 
practice  in  Louisville,  Nebraska,  this  sum- 
mer, represents  the  third  generation  of  this 
family  to  practice  medicine  in  this  town. 
His  father,  Dr.  Herbert,  began  here  in  1929, 
and  his  grandfather,  Dr.  E.  H.,  in  1900. 
Plattsmouth  Journal. 

The  Nebraska  Psychiatric  Institute  will 
be  one  of  three  medical  installations  in  the 
nation  used  for  pilot  programs  to  train  coun- 
selors in  vocational  rehabilitation  of  the 
mentally  ill.  World-Herald. 


Doctors  in  the  News 

Doctor  Homan  Moves  from  Crete — 

Doctor  R.  W.  Homan  who  has  practiced 
medicine  in  Crete  for  the  past  16  years 
will  leave  his  private  practice  to  take  a po- 
sition with  the  staff  of  the  Omaha  Veterans 
Hospital,  some  time  this  summer.  Besides 
carrying  on  a successful  private  practice, 
Doctor  Homan  has  been  the  editor  of  the 
Nebi-aska  G.P.  for  the  past  seven  or  eight 
years. 
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Graduate  Students  in  Medicine  Moving  In — 

Lincoln  is  probably  a fair  example  of  the 
nation  as  measured  by  the  influx  of  gradu- 
ate medical  students  that  annually  marks 
June  and  July.  According  to  the  Lincoln 
State  Journal,  July  3,  1962,  13  new  doc- 
tors in  this  category  have  arrived.  Five 
of  the  13  are  beginning  resident  training, 
and  eight  are  recent  graduates  entering 
their  internships  in  the  various  Lincoln  hos- 
pitals. 

Human  Interest  Tales 

Dr.  Charles  J.  Vlach,  formerly  of  Oma- 
ha, has  started  a practice  in  Hartington. 

Dr.  Gordon  Frederickson,  Wakefield,  left 
July  1st  to  report  for  armed  service  duty. 

Dr.  Howard  F.  Yost  has  resumed  practice 
in  Fremont  following  a residency  in  Oma- 
ha. 

Mrs.  Lyman  J.  Cook,  the  wife  of  an  Oma- 
ha physician,  died  June  27,  in  an  Omaha 
hospital. 

Dr.  A.  Dean  Gilg  has  located  in  Overton 
where  he  is  practicing  in  the  Overton 
Health  Clinic. 

Dr.  Robert  L.  Howe,  Lincoln,  is  moving 
to  Nelson  and  will  begin  practice  there  early 
in  September. 

Dr.  Lawrence  Rudolph  has  joined  with 
Drs.  L.  J.  Ekeler  and  W.  C.  Niehaus  in  the 
Medical  Clinic  in  David  City. 

Dr.  Frank  Kreitler,  Los  Angeles,  is  locat- 
ing in  Crete  where  he  will  take  over  the 
practice  of  Dr.  R.  W.  Homan. 

Dr.  Denham  Harman,  Omaha,  has  re- 
ceived a U.S.  Public  Health  Service  grant 
which  he  will  use  in  a project. 

Arthur  L.  Smith,  Sr.,  Lincoln,  has  re- 
cently been  elected  to  a fellowship  in  the 
American  College  of  Angiology. 

Dr.  John  Worthman  has  moved  from 
Omaha  to  Louisville  to  become  associated 
with  his  father,  Dr.  Herbert  Worthman. 

Dr.  Stanley  T.  Mountford  has  begun 
practice  in  Millard.  Dr.  Mountford  is  the 
son  of  Dr.  F.  A.  Mountford  of  Davenport. 

Dr.  Brian  Main,  from  England,  began  a 
five-month  research  fellowship  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
July. 


Dr.  R.  Thomas  Hunt,  Omaha,  has  moved 
to  Lafayette,  California,  where  he  will  join 
the  staff  of  the  Samuel  Merritt  Hospital 
in  Oakland. 

Dr.  Robert  G.  Pelley,  formerly  of  Fre- 
mont, has  moved  to  Scottsbluff  where  he  is 
associated  with  Dr.  Ted  E.  Riddell  in  the 
Scottsbluff  Clinic. 

Dr.  Henry  M.  Lemon,  Omaha,  director  of 
the  Eppley  Cancer  Institute,  attended  a 
course  in  medical  genetics  during  August  in 
Bar  Harbor,  Maine. 

Dr.  George  D.  Cooper,  formerly  of  Spok- 
ane, Washington,  has  entered  the  general 
practice  of  medicine  with  Dr.  G.  F.  Walte- 
math  in  North  Platte. 

Open  house  is  scheduled  for  the  new 
medical  clinic  at  Geneva.  The  clinic,  owned 
by  Dr.  Vincent  Lynn,  has  facilities  for  two 
physicians  and  a dentist. 

Dr.  W.  C.  Harvey,  Sr.,  Gering,  conducted 
an  informal  discussion  on  new  concepts  of 
injection  sites  at  a West  Nebraska  General 
Hospital  nursing  staff  meeting  in  July. 

Dr.  Jack  L.  Pulec,  who  has  been  a resident 
in  ear,  nose  and  throat  in  the  Mayo  Founda- 
tion in  Rochester,  Minnesota,  has  left  that 
city  and  will  be  located  in  Omaha,  Nebraska. 

Dr.  K.  J.  Kenney  of  Fairbury  is  the  new 
editor  of  the  Cornhusker  GP.  He  assumed 
the  position  upon  resignation  of  Dr.  R.  W. 
Homan  who  has  discontinued  private  prac- 
tice. 

Dr.  Robert  K.  Jones  has  assumed  his 
psychiatrist  - director  duties  at  the  new 
Southeastern  Nebraska  Mental  Outpatient 
Clinic  at  Bryan  Memorial  Hospital  in  Lin- 
coln. 

Dr.  R.  L.  Burghart,  Falls  City,  attended 
a medical  service  school  at  Gunther  Air 
Force  Base,  Alabama,  where  he  underwent 
a three-week  orientation  course  in  military 
medicine. 

Dr.  0.  M.  Troester,  Hampton,  has  been 
honored  by  the  formation  of  the  “Dr.  0.  M. 
Troester  Community  Service  Award”  which 
will  be  presented  to  a citizen  of  the  com- 
munity each  year. 

Dr.  Donald  T.  Waggener,  Omaha,  is 
scheduled  to  present  a paper  at  the  Inter- 
national Cancer  Congress  in  Moscow.  Drs. 
Donald  Pace  and  Norman  Cromwell,  Oma- 
ha, will  also  attend. 
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Drs.  William  H.  Schmitz,  Sr.,  and  Wil- 
liam H.  Schmitz,  Jr.,  Omaha,  recently  ad- 
dressed the  Cass  County  physicians  at  At- 
lantic, Iowa  on  the  subject  of  common  uro- 
logical conditions  encountered  in  general 
practice. 

Dr.  R.  W.  Homan  of  Crete,  Nebraska  has 
discontinued  his  practice  to  accept  employ- 
ment in  the  out-patient  department  of  the 
Veterans  Administration  Hospital  in  Oma- 
ha. Dr.  Frank  Kreitler  has  taken  over  Dr. 
Homan’s  practice  in  Crete. 


Announcements 

OMAHA  MID-WEST  CLINICAL  SOCIETY, 
30th  ANNUAL  CLINICAL 
ASSEMBLY 

October  20  thru  November  1,  1962 
Monday  Morning,  October  29th 
Civic  Auditorium 

EXHIBITION  HALL 

8:00  Registration  Desks  Open 

ASSEMBLY  HALL 

8:50  Session  Convenes 

Address  of  Welcome,  W.  Joseph  McMar- 
tin,  M.D.,  President 

9:00  “Clinical  Tests  of  Thyroid  Function  and 
Their  Use  in  Diagnosis  and  Treatment,” 
William  M.  McConahey,  M.D. 

9:30  “Hysterectomy,  When  and  Why,”  Isadore 
Dyer,  M.D. 

10:00  Intermission 

10:30  Member  Lectures  in  Assembly  Hall  and 
Little  Theater 

11:40  Intermission  — Scientific  Exhibitors  Present 
in  Display  Zone  for  Discussion  of  Exhibits 

12:15  Buffet  Luncheon 

Guest  — Isadore  Dyer,  M.D. 

Discussion  — “Vaginitis,  Diagnosis  and 
Treatment” 

Chairman  — Colin  B.  Schack,  M.D. 

LITTLE  THEATER 

12:15  Buffet  Luncheon 

Guest  — William  M.  McConahey,  M.D. 
Discussion  — “The  Use  and  Abuse  of  Thy- 
roid Hormones” 

Chairman  — Stephen  L.  Magiera,  M.D. 

Monday  Afternoon 

ASSEMBLY  HALL 

1:45  Panel  Discussion  — Subject:  “Healing” 
Moderator  — James  J.  O’Neil,  M.D. 
Introduction 

— brief  discussion  of  various  aspects  of 
hearing  and  particularly  recent  advance- 
ments in  diagnosis  and  treatment 
—the  types  of  hearing  impairment 
— their  treatment  and  diagnosis 


John  A.  McGee,  M.D.,  Instructor  in  Otolar- 
yngology, Creighton  University  College  of 
Medicine;  Chief  of  Speech  and  Hearing 
Therapy  at  the  Rehabilitation  Center  of 
of  St.  Joseph’s  Hospital  (by  invitation) 
Mrs.  Dorothy  Beal,  M S.,  Director,  Omaha 
Hearing  School,  Children’s  Therapy  Cen- 
ter, Omaha  (by  invitation) 

Oscar  Carp,  M.D.,  Associate  Professor  of 
Otolaryngology,  University  of  Nebraska 
College  of  Medicine  (Member  of  Society) 

2:45  “X-ray  Diagnosis  of  the  Breast  Disease,” 
(Mannogrophy),  J.  Gershon-Cohen,  M.D. 

3:15  Intermission 

3:45  “Lesions  of  the  Back  and  Lower  Extremi- 
ties Simulating  a Ruptured  Intervertebral 
Disc,”  J.  Leonard  Goldner,  M.D. 

4:15  “Accidental  Trauma  Complicating  Pregnancy 
and  Delivery,”  Isador  Dyer,  M.D. 

4:45  “Some  Important  Eye  Conditions  Occurring 
in  General  Practice,”  I.  S.  Tassman,  M.D. 

EXHIBITION  HALL 

5:15  Exhibits  Open  and  Staffed  until  6:00  p.m. 

LITTLE  THEATER 

6:00  Dinner 

Guest  — Edwin  H.  Ellison,  M.D. 

Discussion  — “Diagnosis  and  Management 
of  the  Zollinger-Ellison  Syndrome” 
Chairman  — John  W.  Gatewood,  M.D. 

Monday  Evening 

ASSEMBLY  HALL 

7:45  “Selection  of  Treatment  in  Hyperthyroid- 
ism,” William  M.  McConahey,  M.D. 

8:15  “The  Ocular  Changes  Occurring  in  Diabetes 
and  Their  Recognition,”  I.  S.  Tassman, 
M.D. 

8:45  “Adrenalectomy  for  Endocrine  Disease,”  Ed- 
win H.  Ellison,  M.D. 

Tuesday  Morning,  October  30th 
Civic  Auditorium 

EXHIBITION  HALL 

8:00  Registration  and  Inspection  of  Exhibits 

ASSEMBLY  HALL 

9:00  Session  Convenes 

“Adolescent  Gynecology,”  Isadore  Dyer, 
M.D. 

9:30  “Fractures  and  Fracture  Dislocations  of  the 
Cervical  Spine,  Clinical  Findings,  X-ray 
Details  and  Treatment,”  J.  Leonard  Gold- 
ner, M.D. 

10:00  Intermission 

10:30  Member  Lectures  in  Assembly  Hall  and 
Little  Theater 

11:40  Intermission  — Scientific  Exhibitors  Pres- 
ent in  Display  Zone  for  Discussion  of  Ex- 
hibits 

12:15  Buffet  Luncheon 

Guest  — Benjamin  Boshes,  M.D. 

Discussion  — “Studies  of  the  Abnormal 
Physiology  of  the  Nervous  System  in  Man 
After  Spinal  Cord  Lesions” 

Chairman  — Harold  A.  Ladwig,  M.D. 
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12:15 

1:45 


2:45 

3:15 

3:45 

4:15 

4:45 

5:15 

6:00 

7:45 

8:15 

8:45 


LITTLE  THEATER 

Buffet  Luncheon 

Guest  — I.  S.  Tassman,  M.D. 

Discussion  — “The  Eye  Changes  in  the  Vas- 
cular System  Diseases” 

Chairman  — George  T.  Alliband,  M.D. 

Tuesday  Afternoon 
ASSEMBLY  HALL 

“Common  Fractures”  . . . This  is  a clinic, 
designed  for  audience  participation.  Physi- 
cians are  urged  to  submit  X rays  and 
other  data  on  fracture  cases  — or  give 
brief  outline  of  cases  for  discussion  and 
review  to  insure  a lively,  interesting  and 
informative  discusion  period. 

Moderator  — Joseph  F.  Gross,  M.D. 

Participants  — 

L.  Thomas  Hood,  M D. 

Dwight  W.  Burney,  Jr.,  M.D. 

Richard  D.  Smith,  M.D. 

“Primary  Hyperparathyroidism,  a Common 
and  Pleomorphic  Disease,”  William  M.  Mc- 
Conahey,  M.D. 

Intermission 

“Unusual  and  Difficult  Clinical  Problems  of 
the  Gastrointestinal  Tract,”  Edwin  H El- 
lison, M.D. 

“Gynecomastia  and  Male  Breast  Cancel's,” 
J.  Gershon-Cohen,  M.D. 

“Experimental  Studies  in  Parkinsonian 
States  in  the  Human,”  Benjamin  Boshes, 

M. D. 

Exhibits  Will  Be  Open  and  Fully  Staffed 
until  6:00  p.m. 

LITTLE  THEATER 

Dinner 

Guest  — J.  Gershon-Cohen,  M.D. 

Discusion  — “Osteoporosis” 

Presiding  — William  W.  Jurgensen,  M.D. 

Tuesday  Evening 
ASSEMBLY  HALL 

“Early  and  Late  Management  of  Acute 
Trauma  of  the  Hand,”  J.  Leonard  Goldner, 
M.D. 

“Psychiatry  Behind  the  Iron  Curtain,”  Ben- 
jamin Boshes,  M.D. 

Clinical  Pathological  Conference 

Note — Dr.  Horace  K.  Giffen  has  been  ap- 
pointed general  program  chairman  for 
Tuesday  evening. 

Director  of  Clinics  has  requested  him  to 
assist  guests  in  setting  up  this  CPC. 

At  this  date  (July  10),  Dr.  Giffen  is  com- 
municating with  Dr.  Schulz,  direct. 

Direct  any  inquiries  on  CPC,  to  Dr.  Giffen. 

Protocol  submitted  by  Dale  M.  Schulz,  M.D. 

Guest  Participants — 

Charles  G.  Child,  3rd,  M.D. — Surgery 
J.  Gershon-Cohen,  M.D. — Radiology 
David  A.  Kamofsky,  M.D.— Medicine 


Wednesday  Morning,  October  31st 
Civic  Auditorium 

EXHIBITION  HALL 

8:C0  Registration  and  Inspection  of  Exhibits 

ASSEMBLY  HALL 

9:00  Session  Convenes 

“Dermatitis  of  the  Hands,”  Richard  L.  Sut- 
ton, M.D. 

9:30  “Application  of  Zone  Electrophoresis,”  Dale 
M Schulz,  M.D. 

10:00  Intermission 

EXHIBITION  HALL 

10:05  Scientific  Exhibit  Zone;  Presentation  of 
“Scientific  Exhibit  Awards” 

“Premier  Awards” 

“Merit  Awards” 

“Honorable  Mention  Awards” 

— for  Individual  Investigation  and  Excel- 
lence of  Presentation 

— exhibits  judged  by  selected  committee,  in- 
cluding certain  distinguished  guest  speak- 
ers 

— registrants  are  invited  to  be  present 
Award  Announcemtns  by  Harry  W.  McFad- 
den,  Jr.,  M.  D.,  Director  of  Clinics;  As- 
sisted by  Scientific  Exhibit  Committee: 
Robert  L.  Grissom,  M.D.,  and  Jerome  P. 
Murphy,  M.D. 

Presentation  of  Awards  by  W.  Joseph  Mc- 
Martin,  M.D.,  President,  Omaha  Mid-West 
Clinical  Society 

10:30  Member  Lectures  in  Assembly  Hall  and  Lit- 
tle Theater 

11:40  30  Minute  Intermission 

12:15  Buffet  Luncheon 

Guest  — Richard  L.  Sutton,  M.D. 

Discussion  — “Common  Diseases  of  the 
Skin”  — Q and  A 

Chairman  — William  E.  Kelley,  M.D. 

LITTLE  THEATER 

12:15  Buffet  Luncheon 

Guest  — Dale  M.  Schulz,  M.D. 

Discussion  — “Pulmonary  Granulomas” 
Chairman  — Vincent  Moragues,  M.D. 

Wednesday  Afternoon 

ASSEMBLY  HALL 

1 :45  Member  Panel  Discussion  — Subject:  “Ob- 
stetrics” 

Moderator  — John  J.  Grier,  M.D. 
Participants  and  Topic  of  Discussion — 
Robert  M.  Langdon,  M.D.,  “Analgesia  and 
Anesthesia  in  Labor  and  Delivery” 

W.  Riley  Kovar,  M.D.,  “Obstetric  Diffi- 
culties in  the  First  and  Second  Stages 
of  Labor” 

Walter  J.  Holden,  M.D.,  “Breech  Presen- 
tation and  Complications” 

Willis  H.  Taylor,  Jr.,  M.D.,  “Maternal 
Birth  Injuries:  Recognition  and  Treat- 
ment” 

2:45  “Down’s  Syndrome  (Mongolism),”  Arthur 
Robinson 

3:15  Intermission 
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3:45 

4:15 

4:45 


8:00 

9:00 

9:30 

10:00 

10:30 

11:40 

12:15 

12:15 


2:15 

2:45 

3:15 

3:45 


“Bleeding  Esophagogastric  Varices,”  Charles 
G.  Child,  3rd,  M.D. 

“The  Management  of  Hodgkin’s  Disease,” 
David  A.  Karnofsky,  M.D. 

“Acne  Management  in  General  Practice,” 
Richard  L.  Sutton,  M.D. 

No  Evening  Session 
ALUMNI  NIGHT 

University  of  Nebraska  College  of  Medicine, 
Sheraton-Fontenelle  Hotel 
Creighton  University  School  of  Medicine, 
Athletic  Club 

Thursday  Morning,  November  1st 
Civic  Auditorium 

EXHIBITION  HALL 
Inspection  of  Exhibits 

ASSEMBLY  HALL 

Session  Convenes 

“Tuberculosis  in  Childhood,”  Arthur  Robin- 
son, M.D. 

“Portal  Decompression  for  Intractable  As- 
cites,” Charles  G.  Child,  3rd,  M.D. 
Intermission 

Member  Lectures  in  Assembly  Hall  and  Lit- 
tle Theater 
Intermission 

ASSEMBLY  HALL 
Buffet  Luncheon 
Guest  — Arthur  Robinson,  M.D. 

Discussion  — “Genetic  Counseling” 
Chairman  — F.  Marshall  Zahller,  M.D. 

LITTLE  THEATER 
Buffet  Luncheon 

Guest  — David  A.  Karnofsky,  M.D. 
Discussion  — “Agents  and  Procedures  of 
Current  Interest  in  the  Management  of 
Advanced  Cancer” 

Chairman  — Raymond  J.  Wyrens,  M.D. 

Thursday  Afternoon 
ASSEMBLY  HALL 

Presiding  — Payson  Adams,  M.D.,  President- 
Elect  of  Omaha  Mid-West  Clinical  So- 
ciety 

“Some  Aspects  of  Abnormal  Sexual  Develop- 
ment,” Arthur  Robinson,  M.D. 

“Indications  for  the  Use  of  Chemotherapy 
in  Cancer,”  David  A.  Karnofsky,  M.D. 
“Changes  in  Medical  Education,”  Charles  G. 

Child,  3rd,  M.D. 

“This  Is  What’s  New!” 

Moderator  — Payson  Adams,  M.D.,  Presi- 
dent-Elect 
Participants — 

Pathology  — C.  A.  McWhorter,  M.D. 
Medicine  — Harold  A.  Neu,  M.D. 
Pediatrics  — Byron  B.  Oberst,  M.D. 
Surgeiy  — Edward  K.  Connors,  M.D. 
Orthopedic  Surgery  — Werner  P.  Jensen, 
M.D. 

Urology  — Henry  Kammandel,  M.D. 

— 30th  Annual  Assembly  Adjourns  — 


Some  Coming  Conferences  at  University  of 
Iowa  College  of  Medicine — 

Conferences  in  pediatrics  and  urology  to 
be  held  in  September  will  open  the  1962-63 
series  of  18  Medical  Postgraduate  Confer- 
ences at  the  State  University  of  Iowa  Col- 
lege of  Medicine.  The  program  for  the 
Pediatrics  Conference  on  September  19-20 
will  focus  on  malignant  disease  in  children ; 
the  problems  of  mental  retardation,  includ- 
ing management;  chronic  disease  in  chil- 
dren; ulcerative  colitis;  and  a group  of  in- 
teresting pediatric  cases.  Among  the  speak- 
ers will  be  Dr.  Donald  Pinkel,  Medical  Di- 
rector of  St.  Jude  Hospital  at  the  University 
of  Tennessee,  and  Dr.  Milton  Rapoport, 
Professor  of  Pediatrics  at  the  Childrens 
Hospital  of  Philadelphia.  The  Urology 
Conference  on  September  28-29  will  deal 
with  problems  of  pediatric  urology.  One 
area  of  discussion  will  be  infections  of  the 
urinary  tract  in  children  and  management 
of  the  infections.  Physicians  who  desire 
programs  and  registration  materials  should 
write  to  John  A.  Gius,  M.D.,  Director  of 
Postgraduate  Medical  Studies,  Office  of  the 
Dean,  College  of  Medicine,  Iowa  City,  Iowa. 


Nation’s  Oldest  Essay  Contest — 

The  Trustees  of  America’s  oldest  medical 
essay  competition  — the  Caleb  Fiske  Prize 
of  the  Rhode  Island  Medical  Society  — have 
announced  two  subjects  for  this  year’s  dis- 
sertation, open  to  any  Doctor  of  Medicine 
in  the  nation,  for  which  a cash  prize  of 
$500  will  be  awarded. 

The  subjects  chosen  are  “Etiological  Fac- 
tors in  the  Development  of  Congenital  Ano- 
malies,” and  “Progress  in  the  Relief  of 
Hearing  Defects.” 

An  entry  on  either  subject  must  be  type- 
written, double-spaced,  and  should  not  ex- 
ceed 10,000  words.  Essays  must  be  submit- 
ted by  December  11,  1962,  to  the  Secretary, 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence  3,  Rhode  Is- 
land. 

Coming:  Timely  Meeting  American  Medical 
Writers  Association — 

“The  Information  Explosion  — Its  Chal- 
lenge and  Problems”  will  be  the  theme  of  the 
19th  annual  meeting  of  the  American  Med- 
ical Writers  Association  at  the  Sheraton 
Park  Hotel  in  Washington,  D.C.,  October 
12-13,  1962.  The  first  day  will  be  devoted 
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to  what  medical  journal  editors,  authors, 
educators,  pharmaceutical  companies,  and 
medical  writers  can  do  to  meet  the  chal- 
lenge of  the  flood  of  new  medical  informa- 
tion. On  the  second  day,  the  meeting  will 
consider  the  promise  of  recent  advances  in 
information  storage  and  retrieval,  in  utiliza- 
tion of  the  “newer”  communication  media 
(films,  radio,  television,  recordings,  and 
programmed  instruction),  and  in  profes- 
sionalism among  medical  communication 
personnel.  For  details  and  registration 
forms  contact  John  Sargeant,  Chairman  of 
the  Local  Arrangements  Committee,  Medical 
and  Chirurgical  Faculty  of  Maryland,  1211 
Cathedral  Street,  Baltimore  1,  Maryland. 


American  College  of  Chest  Physicians, 

1963  Meeting  Schedule — 

The  following  meetings  are  planned  by 
the  American  College  of  Chest  Physicians 
during  1963 : 

Seventh  International  Congress  on  Dis- 
eases of  the  Chest  sponsored  by  the  Ameri- 
can College  of  Chest  Physicians,  New  Delhi, 
India,  February  20-24,  1963. 

29th  Annual  Meeting  of  American  College 
of  Chest  Physicians,  Atlantic  City,  June  13- 
17,  1963. 

Interim  Session,  American  College  of 
Chest  Physicians,  Portland,  Oregon,  Novem- 
ber 30-December  1,  1963. 


News  and  Views 

Society  of  Nuclear  Medicine  Meeting — 

The  Society  of  Nuclear  Medicine  recently 
concluded  its  9th  Annual  Meeting  in  Dallas, 
Texas.  A record  attendance  of  750  includ- 
ed more  than  500  physicians  and  other  scien- 
tists from  the  United  States  of  America  and 
other  countries.  More  than  100  scientific 
papers  and  21  scientific  exhibits  were  pre- 
sented covering  every  facet  of  research  and 
clinical  nuclear  medicine.  Many  of  these 
presentations  will  appear  in  the  Society’s 
bi-monthly  publication,  The  Journal  of 
Nuclear  Medicine.  Dr.  Glenn  T.  Seaborg, 
Chairman  of  the  United  States  Atomic  En- 
ergy Commission,  presented  the  Third  An- 
nual Nuclear  Pioneer  Lecture  — a series  of 
lectures  dedicated  to  pioneers  in  nuclear 
medicine  — in  honor  of  Dr.  Joseph  G. 
Hamilton  and  Dr.  Bertram  V.  A.  Low-Beer. 


Thalidomide  Congenital  Abnormalities 
To  Be  Studied — 

This  country’s  outstanding  expert  in  the 
treatment  of  children  with  congenital  ab- 
normalities or  deformities  of  limbs  will  go 
to  Germany  to  help  in  solving  the  critical 
problem  created  by  the  recent  births  of  3,- 
500  to  5,000  children  as  a result  of  the  drug 
thalidomide. 

A travel  grant  has  been  made  by  the  East- 
er Seal  Research  Foundation  to  Charles  H. 
Frantz,  M.D.,  orthopedic  consultant  to  the 
Area  Child  Amputee  Center  of  the  Michigan 
Crippled  Children  Commission,  Grand  Rap- 
ids, Mich.,  it  was  announced  recently  by 
Dean  W.  Roberts,  M.D.,  executive  director 
of  the  National  Society  for  Crippled  Chil- 
dren and  Adults. 

Dr.  Frantz  will  go  to  Germany  in  August 
for  a month  to  investigate  both  the  deform- 
ities caused  by  thalidomide,  a sedative,  and 
the  methods  being  devised  by  German  sci- 
entists in  fitting  these  infants  with  pros- 
thetic devices.  Dr.  Frantz  has  seen  and 
treated  hundreds  of  children  with  missing 
limbs  and  other  deformities  in  his  work 
with  the  Michigan  Crippled  Children  Com- 
mission, and  will  both  study  and  advise  on 
methods  of  treatment. 

The  recent  sudden  alarming  increase  of 
births  in  West  Germany  and  other  Euro- 
pean countries  of  children  without  limbs 
or  with  rudimentary  ones  — a condition 
known  as  phocomelia  — attracted  world- 
wide attention  and  concern.  Investigation 
by  German  and  United  States  doctors  as 
well,  shows  that  mothers  of  these  children 
had  taken  thalidomide  in  the  first  three 
months  of  pregnancy. 

As  a result  of  research  of  the  drug  con- 
ducted by  the  Federal  Food  and  Drug  Ad- 
ministration, the  use  of  thalidomide  was 
never  released  in  this  country.  Dr.  Frances 
Oldham  Kelsey,  a food  and  drug  administra- 
tion medical  officer,  blocked  a marketing 
license  for  the  drug  because  she  wanted  def- 
inite proof  that  it  was  absolutely  safe. 

Dr.  Helen  Tausig,  another  research  in- 
vestigator, recently  returned  from  Germany 
where  she  discovered  many  different  types 
of  extreme  deformity,  ranging  from  mild  to 
complete  absence  of  limbs,  apparently  re- 
sulting from  use  of  thalidomide. 

The  grant  to  Dr.  Frantz  is  one  more  of 
nearly  100  studies  sponsored  by  the  Easter 
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Seal  Research  Foundation  at  universities, 
medical  schools  and  hospitals  throughout 
the  United  States  seeking  the  causes,  means 
of  alleviation  and  ways  of  preventing  crip- 
pling. 

The  Cost  in  American  Hospitals — 

It  cost  American  hospitals  nearly  1 billion 
dollars  more  to  operate  in  1961  than  in 

1960,  the  American  Hospital  Association  re- 
ported recently. 

The  cost  was  $9,387,242,000  in  1961, 
compared  w i t h $8,420,986,000  in  1960. 
Nearly  two-thirds  of  the  costs  in  both  years 
went  for  payroll;  $6.2  billion  in  1961;  $5.6 
billion  in  1960. 

Hospitals  also  cared  for  a record  number 
of  patients  — 25,474,370  — an  increase  of 
nearly  half  a million  over  1960,  according  to 
statistics  which  appeared  recently  in  the  an- 
nual Guide  Issue  of  Hospitals,  Journal  of 
the  American  Hospital  Association. 

The  information  was  compiled  from  ques- 
tionnaires sent  to  the  6,923  hospitals  listed 
by  the  A.H.A. 

Average  cost  to  the  hospital  per  patient 
day  rose  in  all  categories  of  hospitals  in 

1961.  In  the  nonfederal  short-term  general 
hospitals  (which  admit  91.7  per  cent  of  all 
patients),  the  cost  was  $34.98,  an  increase 
of  $2.75  over  the  $32.23  of  1960.  This  av- 
erage included  voluntary  hospitals,  $36.04; 
proprietary,  $33.29  and  state  and  local  gov- 
ernmental, $32.27.  In  the  long-term  non- 
federal hospitals  the  average  cost  in  the  psy- 
chiatric institutions  was  $5.53;  tuberculosis, 
$14.72;  long-term  general,  $14.49.  The  fed- 
eral hospital  average  was  $23.34.  (From  a 
press  release  by  American  Hospital  Associa- 
tion, August  1,  1962). 

Major  Antibiotics  Price-Drop  Announced 
By  Lederle  Labs — 

The  sixth  major  price  reduction  for  Led- 
erle’s  broad  spectrum  antibiotics  since  the 
introduction  of  this  important  class  of  drugs 
in  1948  was  announced  recently  by  Dr. 
Robert  P.  Parker,  General  Manager,  Led- 
erle Laboratories,  Division  of  American 
Cyanamid  Company. 

“This  latest  decrease  of  about  15% 
brings  the  current  price  down  to  less  than 
one-fourth  the  original  price  level  for  this 
important  class  of  drugs,”  the  pharmaceu- 
tical company  executive  stated.  The  anti- 


biotics affected  by  the  price  reduction  are 
the  principal  forms  of  Declomycin  (de- 
methylchlortetracycline),  Achromycin  ( tet- 
racycline) and  Aureomycin  (chlortetracy- 
cline). 

A pioneer  discoverer  and  developer  of 
broad  spectrum  antibiotics,  the  company 
has  made  it  a practice  of  reinvesting  major 
sums  in  the  development  of  improved  pro- 
duction techniques  with  resultant  increased 
efficiency.  “As  a result,”  Dr.  Parker  stat- 
ed, “Our  process  development  knowledge  has 
become  one  of  Lederle’s  most  valuable  as- 
sets, helping  maintain  world  leadership  for 
our  nation  in  this  field. 

“It  should  be  pointed  out,”  he  said,  “That 
this  76%  reduction  in  our  antibiotics  prices 
over  the  past  14  years  has  occurred  during 
a period  of  steadily-rising  prices  for  almost 
all  other  commodities.  Between  1949  and 
1960  the  Wholesale  Price  Index  exclusive  of 
farm  and  food  products  rose  26.7%.  Con- 
sumer prices  rose  24.3%  during  this  same 
period  acording  to  U.S.  Bureau  of  Labor 
statistics.” 

A New  Record — 

A record  $245.3  million,  eight  per  cent  of 
sales,  was  spent  by  the  Prescription  Drug 
Industry  on  research  and  development  in 
1961.  The  figure  represents  a 13  per  cent 
increase  over  the  previous  year  and  five 
times  as  much  as  was  spent  in  1951.  Re- 
ported net  investment  in  research  and  de- 
velopment facilities  and  equipment  reached 
$131  million,  250  per  cent  more  than  the  like 
1951  figure,  and  capital  investment  in  such 
facilities  during  the  year  rose  $25  million. 
The  drug  firms’  investment  in  research  is 
about  triple  that  of  the  average  industry. 

Pathology  Tests  at  A.M.A.  Meeting — 

About  one-seventh  of  the  14,000  physi- 
cians who  attended  the  annual  meeting  of 
the  American  Medical  Association  in  Chi- 
cago this  June  had  clinical  pathology  tests 
made  at  the  exhibit  laboratory  conducted  in 
connection  with  the  “Annual  P.  E.  for 
Every  M.D.” 

Seventeen  separate  tests,  selected  for 
their  applicability  to  health  evaluation  of 
males  between  30  and  65  years  old,  were 
performed  on  2,000  visitors  in  five  days. 

Dr.  Thomas  M.  Perry,  George  Washing- 
ton University  School  of  Medicine  and  Hos- 
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pital,  Washington,  D.C.,  was  chief  of  the 
planning  committee  and  in  charge  of  14  su- 
pervisors and  a technical  staff  of  30,  mostly 
Registered  Medical  Technologists.  The 
technologists,  though  aided  by  the  most  ad- 
vanced instruments  and  products  available, 
had  to  work  a few  12-hour  days  to  turn 
out  the  approximately  34,000  answers  re- 
ported to  physicians  on  the  mornings  fol- 
lowing collection  of  their  specimens. 

Twenty-five  pathologists  from  Chicago 
and  nearby  were  on  hand  in  relays  to  con- 
sult with  physicians  on  results  of  their  tests. 

The  laboratory  was  sponsored  by  the 
A.M.A.  Section  on  Pathology  and  Physiol- 
ogy. Cooperating  in  the  staffing  and  fi- 
nancing were  the  American  Society  of  Clin- 
ical Pathologists,  College  of  American  Path- 
ologists, American  Society  of  Medical  Tech- 
nologists, Heart  Disease  Control  Program  of 
the  Public  Health  Service,  and  manufactur- 
ers of  equipment  and  products  used. 

214  Pathologists  Pass  Boards  for 
Diplomate  Certification — 

A total  of  214  Pathologists  passed  the 
semi-annual  examinations  held  this  spring 
for  certification  as  Diplomas  in  pathology, 
the  American  Board  of  Pathology  an- 
nounces. 

This  brings  to  approximately  4,000  the 
number  of  physicians  certified  in  one  or 
more  of  the  seven  classifications  of  path- 
ology since  founding  of  the  Board  in  1936. 
Although  certifications  are  increasing 
steadily,  and  pathology  now  ranks  among 
the  top  two  or  three  medical  specialties  in 
number  of  annual  certifications,  many 
more  pathologists  are  needed  to  keep  pace 
with  the  demands  of  laboratory  medicine  in 
health  care. 

It  is  estimated  that  by  1970,  the  number 
must  be  increased  to  10,000  to  fill  the  re- 
quirement of  one  pathologist  for  every  3,- 
500  hospital  admissions  per  year,  not  count- 
ing the  1,000  or  more  pathologists  engaged 
solely  in  teaching  and  research. 

Automobile  Seatbelts — 

For  the  15-35  age  group,  the  automobile 
is  the  leading  cause  of  death.  The  number 
of  fatalities  resulting  from  the  use  of  the 
automobile  constitutes  an  epidemic.  Al- 
though the  public  has  been  alerted  to  these 
facts  by  campaigns  of  various  kinds,  an 
editorial  in  the  Texas  State  Journal  of 


Medicine  doubts  that  the  medical  profession 
has  realized  the  epidemic  proportions  of  the 
situation. 

Although  admitting  that  speed  and  drink- 
ing are  well-known  contributing  causes,  it 
is  not  so  well-known  that  the  most  important 
single  “curative”  factor  is  the  use  of  seat- 
belts. 

The  cause  of  resistance  to  the  use  of  seat- 
belts  is  said  to  be  the  disinclination  of  the 
average  person  to  believe  he  personally  will 
become  a statistic  in  an  automobile  acci- 
dent. 

It  is  important  to  make  the  public,  and 
particularly  youngsters  aware  of  the  dan- 
gers involved  and  of  the  need  of  the  type 
of  protection  afforded  by  seatbelts.  Seat- 
belts  can  be  given  an  aura  of  glamor  since 
they  are  used  routinely  by  race  and  test 
drivers  and  by  aviators. 

After  seatbelts  have  been  installed,  a 
problem  remains  to  encourage  their  use. 
Statistics  have  indicated  that  75  per  cent 
of  automobile  collisions  occur  within  .25 
miles  of  the  person’s  home.  It  is  as  im- 
portant to  fasten  a seatbelt  in  town  as  it 
is  out  of  town. 

As  doctors,  we  owe  it  to  the  American 
public  to  do  everything  possible  to  stop  an 
epidemic  of  automobile  deaths.  The  sim- 
plest and  most  effective  thing  we  can  do  is 
to  urge  that  seatbelts  be  used  in  as  many 
cars  as  possible.  This  task  becomes  easier 
as  American  automobile  manufacturers 
make  seatbelts  readily  available  or  provide 
them  as  standard  equipment.  A driver’s 
seatbelt  serves  as  a constant  reminder  to 
him  that  his  life  is  in  jeopardy  and  that  he 
should  drive  defensively. 

Over  Utilization  of  Insurance — 

The  free  enterprise  system  of  medical 
care  can  be  threatened  by  the  over  utiliza- 
tion of  hospitalization  insurance.  Hospital 
admissions  and  length  of  hospitalization 
have  both  increased  during  the  past  few 
years.  An  editorial  in  the  Texas  State 
Jownal  of  Medicine  urges  concern  for  this 
problem  which  will  require  the  effort  and 
cooperation  of  the  doctor,  patient,  hospital, 
and  insurance  industry. 

Annual  hospital  admissions  per  1,000 
Blue  Cross  members  have  increased  from 
123  ten  years  ago  to  135  five  years  ago,  and 
to  140  this  past  year.  In  Texas  the  average 
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length  of  hospitalization  has  increased  15 
per  cent  in  the  past  nine  years. 

Neither  epidemics  or  poor  hospital  or 
poor  medical  care  have  been  factors  to 
lengthen  the  hospital  stay.  Some  of  this 
increased  usage  of  hospitalization  insurance 
is  a direct  result  of  the  American  way  of 
life.  The  use  of  insurance  to  pay  for  hos- 
pital service  has  made  it  easier  for  the  pa- 
tient to  accept  hospitalization,  sometimes 
beyond  the  actual  needs  of  his  illness. 

Multiple  coverage  is  another  responsible 
factor.  If  a patient  has  a sense  of  fear 
and  insecurity,  he  may  consider  that  he 
needs  more  hospital  insurance  and  may  buy 
two  or  more  policies.  The  patient  cannot 
be  kept  from  buying  this  coverage  and  an 
insurance  salesman  cannot  be  prevented 
from  selling  it  to  him.  Multiple  policies  are 
not  profitable  contracts  and  encourage  over 
utilization.  It  is  suggested  that  the  insur- 
ance industry  survey  their  experience  with 
patients  having  multiple  coverage,  suspect- 
ing that  these  individuals  will  have  greater 
utilization  than  the  patient  with  one  policy. 
If  this  is  true,  the  multiple  holder  will  be 
found  to  be  an  undesirable  risk. 

The  danger  of  greater  than  necessary 
utilization  of  hospital  insurance  results 
from  the  increasing  premiums  which  result, 
and  which  may  reach  a point  where  the  hon- 
est individual  cannot  buy  necessary  insur- 
ance. Ultimately  the  coverage  that  leaves  a 
fraction  of  the  bill  for  the  patient  to  pay 
may  be  the  best  influence  to  reduce  usage 
of  hospital  insurance  to  the  desired  level, 
both  from  the  standpoint  of  admission 
rates  and  length  of  hospitalization. 

Foreign  Trained  Physicians — 

The  number  of  foreign  trained  physicians 
issued  licenses  for  the  first  time  to  practice 
medicine  in  this  country  has  increased 
markedly  in  recent  years.  Also,  the  propor- 
tion of  foreign  trained  newly  licensed  physi- 
cians relative  to  the  total  number  of  new 
additions  to  the  medical  profession  has 
shown  a striking  increase  in  recent  times. 

An  editorial  in  the  Pennsylvania  Medical 
Journal , based  on  reports  of  the  Association 
of  American  Medical  Colleges  notes  that  in 
1950,  5 per  cent  of  approximately  6,000 
newly  licensed  physicians  in  this  country 
were  graduated  from  foreign  medical 
schools.  In  1960,  8,000  new  medical  licen- 
tiates were  added  to  the  profession  and  1,- 


400  or  almost  18  per  cent  were  foreign 
trained. 

In  1960,  the  number  of  foreign  trained 
new  licentiates  was  equal  approximately  to 
the  output  of  14  or  16  average  sized  medi- 
cal schools.  The  opening  of  new  American 
medical  schools  and  the  expanded  enrollment 
of  existing  schools  has  also  contributed  to  a 
gradual  annual  increase  in  the  number  of 
physicians  added  to  the  profession.  The 
increase  in  foreign  trained  new  additions  to 
the  profession  has  been  at  a much  faster 
rate  than  the  increase  of  their  American 
trained  counterparts. 

Also  noted  is  the  estimate  that  since  1957 
somewhat  more  than  2,000  American  stu- 
dents per  year  have  been  enrolled  in  for- 
eign medical  schools  rather  than  Canadian 
ones. 

This  indicated  trend  is  considered  a good 
reason  for  several  important  questions.  Is 
it  wise  for  the  United  States  at  a time  of 
grave  international  insecurity  to  become 
more  dependent  for  the  provision  of  medical 
care  upon  graduates  of  foreign  countries  and 
institutions?  Also,  should  the  United  States 
with  its  wealth  of  medical  resources  im- 
port physicians  in  increasing  numbers  from 
countries  that  have  an  unfavorable  physi- 
cian-population ratio  and  a lack  of  educa- 
tional resources? 

An  inconsistency  is  noted  in  the  provi- 
sion of  our  government  of  technical  assist- 
ants and  visiting  staff  to  foreign  schools 
while  depriving  them  of  their  own  profes- 
sional competence  in  order  to  maintain  our 
own  physician-population  ratio. 

The  subject  of  foreign  trained  licentiates 
relates  to  the  fundamental  problem  of  the 
expansion  of  our  own  medical  facilities  and 
of  obtaining  increased  enrollments  of  medi- 
cal students  and  therefore  should  be  viewed 
in  careful  perspective. 

Decisions  Based  Upon  Emotions — 

Appeals  to  the  emotions  of  people  through 
the  generalized  cliches  have  always  been  ef- 
fective means  of  selling  a point.  An  edi- 
torial in  the  Texas  State  Joui-nal  of  Medi- 
cine points  to  this  technique  as  one  frequent- 
ly used  by  radio  and  television  advertisers, 
often  through  the  medium  of  a catchy  tune. 
The  casual  listener  seldom  learns  the 
whole  verse,  but  picks  up  the  first  phrase 
and  hums  the  rest. 
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Applying  this  technique  to  the  question 
of  medical  care  for  the  aged,  there  is  af- 
forded a good  tune  which  makes  an  appeal- 
ing commercial. 

The  casual  listener  notes  only  concern 
for  the  health  of  older  people  and  is  often 
so  confused  that  he  cannot  even  hum  the 
rest  of  the  tune.  He  truly  wonders  why 
doctors  could  be  against  such  a humane 
purpose. 

The  rest  of  the  tune  states  that  while  doc- 
tors are  not  against  the  old  people  and  in 
fact  are  for  them,  they  stand  against  gov- 
ernment control  which  would  interfere  with 
the  best  treatment  for  their  elderly  patients. 
It  is  important  that  the  public  understands 
and  learns  to  sing  this  part  of  the  song  with 
or  without  an  emotional  reason. 

In  the  mind  of  the  public,  confusion  still 
exists  about  the  differences  between  the 
King-Anderson  Bill  and  the  Kerr-Mills  Law. 
It  is  important  that  the  public  learn  about 
the  Kerr-Mills  Law  and  realize  that  it  is  a 
positive  program  not  often  mentioned  by 
those  who  are  in  favor  of  the  King-Ander- 
son Bill. 

The  positive  points  of  Kerr-Mills  must  be 
emphasized.  The  public  must  learn  that  it 
helps  the  needy  aged  who  need  assistance 
and  preserves  the  quality  of  medical  care 
by  maintaining  the  patient’s  freedom  of 
choice  and  the  doctor’s  freedom  to  treat  his 
patients  in  an  individual  way.  It  avoids 
a waste  of  tax  dollars  by  helping  only  those 
who  need  help. 


News  From  Our  Medical  Schools 

Two  New  Department  Chairmen  Named  at 
University  of  Nebraska  College  of  Medicine — 

Two  new  department  chairmen  have  been 
announced  at  the  University  of  Nebraska 
College  of  Medicine  effective  August  1,  1962. 

Warren  H.  Pearse,  M.D.,  will  be  chair- 
man of  the  department  of  Obstetrics  and 
Gynecology.  The  34-year-old  physician  has 
been  with  the  College  of  Medicine  since  June, 

1959,  when  he  joined  the  institution  as  an 
instructor  in  Obstetrics  and  Gynecology. 
He  became  an  associate  in  July,  1960,  and 
an  assistant  professor  in  July,  1961. 

Dr.  Pearse  received  his  Doctor  of  Medi- 
cine degree  from  Northwestern  University 
in  1951  and  was  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  in 

1960. 


He  holds  memberships  in  the  Central  As- 
sociation of  Obstetrics  and  Gynecology, 
Douglas  County  Medical  Society,  Nebraska 
State  Medical  Association,  American  Medi- 
cal Association,  the  Omaha  Obstetrics  and 
Gynecology  Society,  in  addition  to  many 
others.  He  is  a fellow  in  the  American  Col- 
lege of  Obstetrics  and  Gynecology. 

Some  current  investigations  of  his  in- 
clude “Electronic  Recording  of  Forceps  De- 
livery;” “A  Multidisciplined  Study  of  Pro- 
longed Pregnancy;”  “ABO  Incompatibility 
in  Reproduction;”  and  “Neutralization  of 
Rh  Antibodies  in  Human  Serum.”  He  is 
currently  working  on  “Fetal  EKG’s  During 
Labor  and  Delivery,”  a project  which  is  be- 
ing done  through  a grant  from  the  Ne- 
braska Heart  Association. 

Dr.  Pearse  succeeds  Roy  G.  Holly,  M.D., 
who  is  presently  Dean  of  the  Graduate  Col- 
lege and  University  Research  Administra- 
tor, in  addition  to  professor  of  obstetrics 
and  gynecology. 

Named  chairman  of  the  department  of 
Orthopedic  Surgery  is  Chester  H.  Waters, 
Jr.,  M.D.,  an  associate  professor. 

Dr.  Waters,  who  was  graduated  from  the 
University  of  Nebraska  College  of  Medi- 
cine in  1936,  joined  the  College  of  Medicine 
staff  in  1941  as  an  instructor.  Following 
his  tour  of  active  duty  with  the  U.S.  Medi- 
cal Corps  (1942-46),  Dr.  Waters  was  made 
an  assistant  in  orthopedic  surgery;  July  1, 
1955  he  became  an  associate  professor.  He 
was  certified  by  the  American  Board  of 
Orthopedic  Surgeons,  1948.  Dr.  Waters 
holds  membership  in  the  American  Academy 
of  Orthopedic  Surgeons,  the  Clinical  Ortho- 
paedic Society,  Twentieth  Century  Ortho- 
paedic Association,  Omaha-Douglas  County 
Medical  Society,  Omaha  Mid-West  Clinical 
Society,  Nebraska  Orthopaedic  Society  and 
the  Mid-Central  Orthopaedic  Society. 

Dr.  Waters  succeeds  William  R.  Hamsa, 
M.D.,  who  resigned  in  July.  He  will  retain 
his  present  rank  as  professor  of  orthopedic 
surgery  on  an  academic  basis.  He  has  been 
with  the  U.  of  N.  College  of  Medicine  since 
1937. 

Grant  to  Eppley  Institute  for  Research 
In  Cancer — 

The  United  States  Public  Health  Service 
has  approved  a $48,895  health  research  fa- 
cilities grant  for  moveable  research  equip- 
ment for  the  Eugene  C.  Eppley  Institute  for 
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Research  in  Cancer  and  Allied  Diseases  at 
the  University  of  Nebraska  College  of  Medi- 
cine in  Omaha. 

A previous  grant  was  made  from  fiscal 
1961  funds  to  help  pay  for  building  and 
fixed  equipment  at  the  Institute,  Dr.  J. 
Perry  Tollman,  dean  of  the  College  of  Medi- 
cine, said. 

Cappiello  Elected  Chairman  of  American 
College  of  Public  Relations  Association — 

Lawrence  A.  Cappiello,  H.S.D.,  adminis- 
trative assistant  in  charge  of  public  rela- 
tions and  postgraduate  affairs  at  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
has  been  elected  chairman  of  the  medical 
section  of  the  American  College  of  Public 
Relations  Association. 

Dr.  Cappiello  received  the  chairmanship 
at  the  recent  46th  annual  conference  of  the 
A.C.P.R.A.  The  association  met  at  the 
Greenbrier,  White  Sulphur  Springs,  W.  Va., 
July  1-5. 

P.H.S.  Grant  for  Research  on  Dietary  Fats — 

The  United  States  Public  Health  Service 
has  awarded  a research  grant  in  the'  amount 
of  $18,326.00  to  a University  of  Nebraska 
College  of  Medicine  professor. 

Dr.  Denham  Harman,  professor  of  bio- 
chemistry and  assistant  professor  of  in- 
ternal medicine,  will  use  the  research  grant 
in  his  project  “High  Fat  Diets:  Effect  on 
Longevity.” 

The  professor,  who  holds  the  Nebraska 
Heart  Association’s  endowed  chair  of  car- 
diovascular research  at  the  College  of  Medi- 
cine says  that  in  the  concern  over  high  fat 
diets  possibly  focus  has  been  placed  only  on 
the  more  obvious  ill  effects  of  high  fat  diets 
— such  as  heart  attacks  and  strokes,  which 
for  most  part  are  due  to  underlying  ather- 
osclerosis. 

Dr.  Harman  feels  that  it  is  possible  in 
man  that  the  real  adverse  effect  of  high  fat 
diets,  in  terms  of  lost  effective  man  years, 
is  a shortening  of  the  life  span  with  ather- 
osclerosis, but  one  of  a number  of  means  by 
which  this  is  achieved. 

In  previous  experiments  the  researcher 
has  worked  with  two  groups  of  mice  and  one 
group  of  rats  on  two  separate  diets.  One- 
third  of  each  group  was  fed  its  normal  diet 
in  which  14%  of  the  total  calories  were  de- 


rived from  fat  while  the  remainder  of  each 
group  had  either  corn  oil  or  olive  oil  added 
in  such  an  amount  that  37%  of  the  avail- 
able calories  were  from  fat.  (The  normal 
American  diet  derives  between  40  and  50% 
of  its  calories  from  fat).  The  animals  on 
the  olive  oil  diet  lived  about  5%  longer 
than  those  on  corn  oil,  the  professor  said. 

Much  more  significant  than  the  differ- 
ence between  the  two  fat  diets  was  the 
shortening  of  life  produced  by  both  the  fat 
enriched  diets,  Dr.  Harman  said.  “This  ef- 
fect is  something  like  25%  or  more.”  As 
an  example  he  said  that  the  C.H  mice  (olive 
oil)  on  the  control  diet  of  14%  of  calories 
from  fat  have  a half  survival  time  (age  at 
which  50%  are  dead)  of  14.5  months  while 
the  groups  on  the  high  fat  diets  had  a value 
of  about  10  months. 

Dr.  Harman  has  been  working  in  the 
fields  of  aging  and  atherosclerosis  for  the 
past  eight  years.  Recently  he  has  attended 
the  European  Biological  Section  meeting  of 
the  Society  of  Gerontology  at  the  University 
of  Paris  where  he  discussed  the  basic  pro- 
cesses involved  in  aging. 

His  present  grant  has  term  of  June  25, 
1962  to  May  31,  1963. 


Deaths 

LYNCH  — J.  Harold  Lynch,  M.D.,  Fair- 
bury.  Doctor  J.  Harold  Lynch  died  July 
28,  1962  at  his  home  in  Fairbury  at  the 
age  of  60.  A graduate  of  the  University  of 
Pennsylvania  School  of  Medicine  in  1925, 
he  was  a long-time  practitioner  in  Fairbury. 

RENDER  — Norman  D.  Render,  M.D., 
Norfolk.  Doctor  Norman  D.  Render,  59, 
died  June  24,  1962  in  a Norfolk  hospital. 
He  had  been  ill  for  some  time.  Born  April 
8,  1903  at  Waterloo,  Quebec,  Canada,  Doc- 
tor Render  was  graduated  from  the  McGill 
School  of  Medicine  in  Montreal,  Canada,  in 
1938.  He  began  practicing  at  the  State  Hos- 
pital in  Norfolk  in  1955. 

THOMPSON  — Warren  Thompson,  M.D., 
Omaha.  Doctor  Warren  Thompson  died 
July  12,  1962  at  the  age  of  73,  at  his  home 
in  Omaha.  Born  at  West  Point,  Nebraska 
in  1888,  he  was  a graduate  of  the  Creighton 
University  School  of  Medicine  and  the  Rush 
Medical  College,  Chicago,  Illinois.  Doctor 
Thompson  practiced  medicine  in  Omaha  for 
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more  than  50  years,  having  retired  last 
year. 

EVERITT  — Neill  J.  Everitt,  M.D.,  Oma- 
ha. Doctor  Neill  J.  Everitt,  68,  died  at  his 
home  in  Omaha,  July  5,  1962,  of  a heart  at- 
tack. Born  in  1894  he  had  practiced  medi- 
cine in  Omaha  since  his  graduation  from  the 
Creighton  University  School  of  Medicine  in 
1917. 

SLAUGHTER  — Earl  Slaughter,  M.D., 
Norfolk.  Doctor  Earl  Slaughter,  52,  died 
July  4,  1962  as  a result  of  a heart  attack 
while  he  was  driving  his  car.  Born  Febru- 
ary 28,  1910,  at  Burke,  South  Dakota,  he 
studied  medicine  at  the  University  of  Ne- 
braska College  of  Medicine,  graduating  in 
1936.  Doctor  Slaughter  practiced  in  Nor- 
folk after  returning  from  service  in  World 
War  II. 


The  Woman's  Auxiliary 

Report  of  39th  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  A.M.A., 

June  24-28,  1962 — 

The  Woman’s  Auxiliary  to  the  Illinois 
State  Medical  Society  went  “all  out’’  to  make 
our  visit  to  the  Annual  Convention  a worth- 
while and  pleasant  visit. 

The  Pick-Congress  Hotel  was  our  conven- 
tion headquarters  and  all  meetings  and 
luncheons  were  held  at  this  hotel.  All 
states  were  represented,  I believe.  Approx- 
imately twelve  hundred  members  registered 
out  of  a membership  of  82,707. 

This  year,  for  the  first  time,  the  reports 
of  state  presidents  were  made  at  a meeting 
on  Sunday  afternoon,  June  24th,  the  day 
preceding  the  opening  of  the  convention. 
Mrs.  Paul  Rauschenbach  presided  at  this 
meeting.  Reports  were  limited  to  two  min- 
utes and  it  was  interesting  to  learn  of  the 
varied  projects  undertaken  by  the  different 
State  Auxiliaries. 

Mrs.  Harlan  English,  National  President, 
formally  opened  the  Thirty-ninth  Annual 
Convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  on  Monday, 
June  25th,  in  Great  Hall  of  the  Pick-Con- 
gress Hotel.  Reverend  Paul  B.  McCleave, 
Director  of  Medicine  and  Religion  for  the 
American  Medical  Association,  gave  the  in- 
vocation; Dr.  W.  C.  Bornemeier,  Chairman 
of  Committee  on  Arrangements  for  the 
American  Medical  Association,  conveyed 


greetings  to  Auxiliary  members,  and  Mrs. 
Wendell  Roller,  President  of  the  Woman’s 
Auxiliary  to  the  Illinois  State  Medical  So- 
ciety, welcomed  auxiliary  members. 

The  following  national  officers  were  elect- 
ed : 

President — Mrs.  William  G.  Thuss,  Bir- 
mingham, Alabama 

President-Elect — Mrs.  C.  Rodney  Stoltz, 
Watertown,  South  Dakota 

First  Vice  President — Mrs.  Harry  F. 
Pohlman,  Middletown,  New  York 

Regional  Vice  Presidents — 

Eastern:  Mrs.  Morton  Arnold,  Wind- 
ham Center,  Connecticut 
North  Central : Mrs.  Richard  A.  Sut- 
ter, St.  Louis,  Missouri 
Southern:  Mrs.  Robert  D.  Croom,  Jr., 
Maxton,  N.C. 

Western:  Mrs.  G.  Prentiss  Lee,  Port- 
land, Oregon 

Treasurer — Mrs.  C.  R.  Pearson,  Baraboo, 
Wisconsin 

New  Directors  (for  two  years)  — Mks. 
Samuel  S.  Lombardo,  Florida;  Mrs. 
Leo  W.  Benson,  Utah ; Mrs.  Virgil  Ray 
Forester,  Oklahoma 

A tea  honoring  Mrs.  English  and  Mrs. 
Thuss  was  held  at  the  Pick-Congress,  in  the 
Gold  Room.  The  chorus  of  the  Presbyteri- 
an-St.  Luke’s  School  of  Nursing  entertained 
us  with  several  selections. 

Doctor  Leonard  Larson,  retiring  Presi- 
dent of  the  American  Medical  Association, 
spoke  at  the  Annual  Luncheon  honoring  the 
Past  Presidents  of  the  Woman’s  Auxiliary. 
We,  from  Nebraska,  were  proud  to  have 
Mrs.  C.  C.  Tomlinson  recognized  at  this 
luncheon.  Mrs.  Tomlinson,  as  you  know,  is 
the  only  national  president  Nebraska  has 
had.  There  was  no  one  in  attendance  at 
this  luncheon  who  had  served  prior  to  the 
time  she  was  the  National  President.  At 
this  luncheon  Mrs.  English  presented  a 
check  in  the  amount  of  $244,172.35  to  Dr. 
Larson  as  the  Auxiliary’s  contribution  to 
A.M.E.F.  This  is  $50,000  more  than  last 
year’s  contribution  and  Dr.  Larson  thanked 
Auxiliary  members  for  their  hard  work  in 
making  this  possible.  Awards  were  given  to 
the  following  State  Auxiliaries:  Ohio  for 
the  highest  total  contribution  to  A.M.E.F., 
Nevada  for  the  largest  per  capita  contribu- 
tion to  A.M.E.F.,  and  for  the  third  consecu- 
tive year,  Tennessee  received  the  Ethel  Gas- 


September,  1962 


551 


tineau  trophy  for  outstanding  contributions 
to  the  A.M.E.F.  program. 

Other  convention  speakers  were  Dr.  Fred- 
erick J.  Stare,  Chairman  of  Nutrition,  Har- 
vard University  School  of  Public  Health, 
who  spoke  on  “Nutritional  Nonsense;”  Mr. 
Kenneth  Fiske,  Director,  Farm  Operations, 
Velsicol  Chemical  Corporation,  whose  title 
was  “Bachelors  Are  Not  Safer;”  Mr. 
Robert  Enlow,  Corrdinator,  A.M.A.-E.R.F., 
and  Mr.  Lyman  J.  Smith,  Director,  Honors 
and  Scholarship  Program  of  the  A.M.A., 
who  spoke  on  “Enthusiasm,  Resolution  and 
Fruitfulness.” 

The  “early  morning”  programs  for  physi- 
cians’ wives  were  very  popular  for  every- 
one. Dr.  Theodore  Van  Dellen,  Medical 
Editor  for  the  Chicago  Tribune,  spoke  on 
Tuesday  morning  and  his  topic  was  “Guard- 
ing Your  Husband’s  Health.”  He  offered  a 
10-point  program  to  help  the  physician’s 
wife  keep  the  man  of  the  house  in  good 
health  and  I was  so  impressed  with  his  talk 
that  I am  going  to  use  the  space  to  list  these 
ten  points: 

1.  Have  a complete  physical  examination 
regularly 

2.  Learn  about  diets  so  you  won’t  over- 
feed your  husband 

3.  If  necessary,  plan  to  lose  weight  with 
your  husband 

4.  Cut  down  on  cholesterol  levels  in  his 
diet 

5.  Help  him  practice  moderation  in  all 
things 

6.  Remind  him  to  exercise  — walking, 
rowing,  swimming,  tennis  and  golf 
are  excellent 

7.  Convince  him  not  to  kill  himself  to 
make  you  a rich  widow;  encourage 
him  to  spend  his  time  in  the  practice 
of  medicine  and  get  someone  else  to 
do  the  paper  work 

8.  Don’t  suppress  his  drive  — he  needs 
the  satisfaction  of  his  work 

9.  Keep  the  emotional  aspects  of  his  life 
under  control ; have  a calm  and  re- 
laxed home  atmosphere  for  him 

10.  Prepare  for  his  retirement  — both 
the  wife  and  the  husband  must  be 
ready  for  the  event 

On  Wednesday  morning,  June  27th,  Dr. 
Edward  Annis  substituted  for  Senator  Ev- 


erett M.  Dirkson,  who  had  to  return  to 
Washington  because  of  the  urgency  of  the 
medical  legislation  problem.  Needless  to 
say,  Dr.  Annis’  presentation  was  well  re- 
ceived. 

“Aim  for  excellence  in  Achievement”  is 
the  theme  Mrs.  William  Thuss,  National 
President,  has  chosen  for  the  coming  year. 
Mrs.  Thuss  outlined  plans  for  her  program 
for  the  coming  year  in  her  Presidential  Ac- 
ceptance Speech. 

It  was  very  encouraging  and  helpful  to 
have  Mrs.  Christlieb  and  Mrs.  Farrel  as 
delegates.  Nebraska  is  a small  state  as 
membership  goes  and  it  is  important  to  have 
all  the  representation  it  is  possible  to  have. 

It  was  a pleasure  to  represent  Nebraska 
at  the  National  Convention  and  I thank  you 
all  for  making  it  possible. 

Respectfully  submitted, 

MRS.  FRANK  TANNER, 
President, 

Woman’s  Auxiliary  to  the 
Nebr.  State  Med.  Assn., 
1961-1962. 


fKnow  Your 

Blue  Shield  Plan 

Blue  Shield’s  Promise  for  the  Future — 

Listening  to  all  the  noisy  controversy 
over  Social  Security  “medicare”  for  the 
aged,  one  might  think  — and  apparently 
many  people  do  think  — that  the  medical 
professional  has  done  little  or  nothing  to 
make  prepaid  care  available  to  the  Ameri- 
can public. 

How  many  citizens  (even  including  many 
doctors)  realize  that  in  the  past  25  years 
medicine’s  own  sponsored  Blue  Shield  Plans 
have  enrolled  50  million  people,  with  Blue 
Cross  covering  several  million  more  for  hos- 
pital care? 

The  American  voter  must  somehow  be 
made  aware  of  the  fact  that  he  doesn’t  have 
to  make  an  either-or-choice  — between  gov- 
ernmental prepavment  or  no  prepayment  at 
all. 

He  can  vote  — indeed  three  out  of  four 
citizens  have  voted,  with  their  hard-earned 
subscription  dollars  — for  the  voluntary 
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way,  through  the  service  programs  of  Blue 
Shield  and  Blue  Cross,  the  private  indem- 
nity insurance  companies  and  many  local 
independent  prepayment  plans. 

Blue  Shield’s  76  locally  controlled  Plans 
are  constantly  improving  their  prepaid  cov- 
erage, constantly  bettering  their  service  to 
subscribers.  At  their  best,  Blue  Shield 
Plans  offer  a high  level  of  predictable  pro- 
tection for  a broad  scope  of  medical  services, 
assuring  patients  in  the  middle  and  lower 
income  groups  that  their  modest  subscrip- 
tion charges  will  cover  the  full  cost  of  need- 
ed professional  care. 

To  the  doctor,  Blue  Shield  offers  assured 
payment  for  his  services,  at  fee  levels  estab- 
lished by  his  peers,  preserving  the  tradi- 
tional pattern  of  free  choice  and  fee-for- 
service,  and  the  private  physician-patient 
relationship. 

Let’s  give  our  support  to  Blue  Shield  and 
build  on  it  for  a secure  future. 


Thalidomide  Tragedy  Could  Backfire 

(Continued  from  page  497) 

there  may  be  an  uneasy  feeling  that  some 
such  tragic  thing  might  get  by  all  these 
controls  and  lead  to  marketing  and  use  of 
a drug  whose  whole  repertoire  of  effects 
has  not  been  determined. 

As  support  for  this  view  of  the  reaction 
of  the  drug  trade,  we  turn  to  Doctor  Austin 
Smith,  president  of  the  Pharmaceutical 
Manufacturers  Association,  and  quote  from 
his  announcement  made  on  July  26th.  Dr. 
Smith  says  that  “the  association’s  (P.M.A.) 
board  of  directors  has  authorized  establish- 
ment and  financing  of  a Commission  on 
Drug  Safety  ‘to  investigate  an  unpredict- 
able problem  which  is  assumed  to  be  con- 
nected with  use  of  the  European  drug’.” 
Doctor  Smith  said,  further,  “the  Commis- 
sion . . . will  be  authorized  to  develop  re- 
search projects  even  more  intensive  than 
past  or  present  efforts  to  find  test  meth- 
ods to  prevent  unforeseen  toxic  effects  of 
drugs.” 

One  is  sorry  such  a monstrous  error  hap- 
pened anywhere  but  happy  it  did  not  hap- 
pen here.  Let  us  hope  we  can  wring  every 
item  of  good  from  this  tragedy  so  it  may 
not  happen  again. 


<§ood  in 

<~PubUc‘*Qelationa 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 

‘ ‘ 


Packed  red  cells  supply  nearly  all  of  the 
oxygen  carrying  capacity  of  the  blood  with 
about  one  half  the  volume  of  whole  blood 
and  with  significant  reduction  of  plasma 
constituents.  They  are  adequate  for  trans- 
fusing anemic  patients  who  are  not  hypo- 
proteinemic  and  are  particularly  used  in 
those  with  associated  heart  or  kidney  dis- 
ease, especially  if  edema  is  present  or  im- 
pending. 


When  making  a decision  regarding  use  of 
packed  red  cells  or  whole  blood  for  the 
treatment  of  chronic  anemia,  the  physician 
should  consider  cardiac  reserve,  blood  vol- 
ume, hemoglobin  concentration,  underlying 
disease,  and  symptoms  resulting  from  the 
anemia.  Packed  red  cells  should  be  used 
especially  for  patients  with  low  cardiac  re- 
serve and  a normal  or  increased  blood  vol- 
ume. 


In  patients  with  active  bleeding  from 
hemophilia  but  not  significantly  anemic, 
specially  prepared  plasma  separated  from 
fresh  blood  is  the  material  of  choice.  This 
plasma  must  be  used  at  once  or  stored 
freeze-dried,  or  frozen. 
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Books 


Four  more  excellent  C.  V.  Mosby  Company  books 
have  been  made  available  to  physicians  this  past 
month.  The  first  of  these  is  the  6th  edition  of  Mc- 
Lennan’s  “Synopsis  of  Obstetrics.”  The  author, 
Charles  E.  McLennan,  M.D.,  is  a Professor  of  Ob- 
stetrics and  Gynecology  at  the  Stanford  University 
School  of  Medicine  at  Palo  Alto,  California  This 
book  was  first  written  by  the  late  Dr.  J.  C.  Litzen- 
berg  in  1940,  shortly  after  he  had  retired  from 
active  teaching  at  the  University  of  Minnesota. 
Dr.  Litzenberg  prepared  the  1943  and  1947  edi- 
tions, and  then  after  the  death  of  the  original  au- 
thor, Dr.  McLennan  prepared  the  1952,  1957,  and 
1962  editions. 

The  publishers  have  published  this  book  in  a 
size  (5  by  8 inches)  that  will  fit  into  the  pocket 
of  the  intern  or  resident  physician  or  medical  stu- 
dent. 157  illustrations  have  been  included  to  sup- 
plement the  text.  Outmoded  material  has  been 
deleted.  Many  family  physicians  whose  practice 
includes  obstetrics  will  be  pleased  to  have  this 
“little”  (464  pages!!)  book.  Medical  students  and 
interns  will  be  especially  delighted  with  it. 

“SYNOPSIS  OF  OBSTETRICS”  (6th  edi- 
tion), by  Charles  E.  McLennan,  M.D.  Pub- 
lished by  the  C.  V.  Mosby  Company  of  St. 
Louis  in  July,  1962.  464  pages  with  157  illus- 

trations. $6.75. 


George  E.  Burch,  M D.,  and  Nicholas  P.  De- 
Pasquale,  M.D.  of  the  Tulane  University  School 
of  Medicine  in  New  Orleans  have  written  a fas- 
cinating monograph  summarizing  the  principles, 
techniques,  and  precautions  involved  in  i-ecording 
blood  pressure  clinically  and  accurately.  The  hemo- 
dynamic principles  involved  in  the  development  and 
regulation  of  arterial  blood  presure  are  discused 
in  sufficient  detail  to  orient  the  reader.  A faii’ly 
complete  bibliography  is  appended  for  those  who 
wish  to  investigate  selected  problems  in  detail. 

Emphasis  is  placed  upon  the  importance  of  ac- 
curacy. The  many  pitfalls,  such  as  venous  con- 
gestion, an  obese  arm,  or  a loose  blood  pressure 
cuff,  are  described  in  detail.  In  addition  to  the 
above  sources  of  error,  factors  inherent  in  the  pa- 
tient and  the  environment  that  could  contribute  to 
erroneous  readings  are  discussed.  These  include 
variations  with  the  following: 


Age 

Sex 

Body  Weight 

Race 

Heredity 

Pregnancy 

Arrhythmias 

Venous  Hypertension 


Climate 

Weather 

Altitude 

Sleep 

Diet 

Occupation 

Arteriosclerosis 


Normal  values  of  arterial  blood  pressure  for  in- 
fants, children,  and  adults  are  given. 


“PRIMER  OF  CLINICAL  MEASUREMENT 
OF  BLOOD  PRESSURE”  by  Burch  and  De- 


Pasquale.  Published  by  the  C.  V.  Mosby  Com- 
pany of  St.  Louis  in  July,  1962.  141  pages 

$5.50. 

Joseph  F.  Artusio,  Jr.,  M.D.,  Anesthesiologist- 
in-Chief  of  the  New  York  Hospital  — Cornell  Med- 
ical Center,  and  Valentino  D.  B.  Mazzia,  M.D.,  Di- 
rector of  Anesthesia  at  the  Bellevue  Hospital  Cen- 
ter and  the  University  Hospital  in  New  York  City, 
have  combined  their  wide  experiences  to  write 
“Practical  Anesthesiology,”  a book  designed  to 
serve  as  a true  and  simple  guide  for  the  majority 
who  do  not  make  anesthesia  their  specialty  but  who 
at  times  are  called  upon  to  administer  an  anes- 
thetic. Medical  students,  interns,  residents,  general 
practitioners,  and  nurse  anesthetists  will  find  it 
especially  useful. 

Their  approach  is  primarily  clinical,  and  the 
principles  and  techniques  presented  have  been  found 
valid  in  many  thousands  of  critically  and  carefully 
administered  anesthetics  for  all  types  of  surgical 
procedures. 

Contents  include  the  following: 

Part  I — Basic  Considerations 

Physiological  considerations,  pharmacological 
aspects 

Part  II  — Preanesthesia  Considerations 

Pre-op  evaluation  and  preparation  of  the  pa- 
tient 

Choice  of  anesthesia 
Preanesthetic  medication 
Part  III  — Anesthesia  Considerations 

Managament  (stages  and  planes  of  anesthesia) 
Management  of  the  airway 
Ventilation,  vital  signs,  records  and  charting 
Part  IV  — Techniques  of  Administration 
Ether  and  the  open-drop  technique 
The  anesthesia  machine 

Nitrous  oxide,  diethyl  ether,  cyclopropane,  thio- 
barbiturates,  muscle  relaxants,  and  use  of 
oxygen 

Endotracheal  intubation 
Spinal  anesthesia 

Refrigeration  for  amputation  of  a lower  ex- 
tremity 

Part  V — Special  Considerations 
Fires  and  explosions 

Medical  considerations  and  sui’gical  consider- 
ations 

Prevention  of  complications 
Anesthesia  in  emergency  surgery 
Instruments  used  in  monitoring 
Cardiac  resuscitation 
Shock  and  blood  transfusions 
Postanesthetic  care  — recovery  rooms  and  in- 
tensive care 
Medicolegal  aspects 

“PRACTICAL  ANESTHESIOLOGY”  by  Ar- 
tusio and  Mazzia.  Published  by  the  C.  V. 
Mosby  Company  of  St.  Louis,  in  July,  1962. 
318  pages.  $7.75. 
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In  Italy,  at  the  University  of  Perugia,  on  21,  22, 
and  23,  June,  1961,  assembled  twenty-seven  emi- 
nent investigators  from  eight  different  countries 
to  discuss  their  recent  experiences  in  a lively  sym- 
posium of  murine  viruses  in  the  mechanism  of  car- 
cinogenesis. This  was  another  of  the  Ciba  Inter- 
national Symposia,  sponsored  by  The  Ciba  Founda- 
tion, London.  The  proceedings  of  these  confer- 
ences are  published  with  a minimum  of  editing  in 
order  to  pass  on  to  a wider  audience  the  informa- 
tion and  lively  speculations  in  the  chosen  field  of 
discussion. 

Subjects  discussed  included  the  following: 

a.  The  identification  and  characterization  of  the 
milk  agent 

b.  Natural  transmission  of  a mouse  leukemia 
virus 

c.  New  investigations  on  the  “Friend  disease” 

d.  The  role  of  the  thymus  in  virus-induced  leu- 
kemia 

e.  Tumors  in  polyoma-virus  immunized  mice 

f.  Group  discussion  on  the  relevance  of  the  pro- 
ceedings to  cancer  causation  in  man 

“TUMOR  VIRUSES  OF  MURINE  ORIGIN” 

— a Ciba  Foundation  Symposium.  Editeed  by 

G.  E.  W.  Wolstenholme  and  Maeve  O’Connor. 

Published  in  June,  1962  by  Little,  Brown  and 

Company  of  Boston.  441  pages.  $10.75. 


The  fourth  Mosby  Company  book  received  is 
entitled  “Strabismus”  and  is  a collection  of  the 


papers  presented  at  the  recent  (11th)  annual  ses- 
sion of  the  New  Orleans  Academy  of  Ophthal- 
mology. This  session  was  devoted  to  problems  of 
the  extraocular  muscles.  The  guest  speakers,  all 
of  them  authorities  in  their  special  fields,  at- 
tempted to  approach  the  problems  of  the  extra- 
ocular muscles  on  a neuroanatomic  and  neuro- 
physiologic basis  rather  than  on  a purely  anatomic 
basis.  Their  presentations  included: 

1.  Etiologic  and  compensatory  factors  of  devi- 
ations in  children 

2.  Management  of  small-degree  deviations 

3.  The  A and  V syndromes 

4.  The  acommodative  convergence  — accommo- 
dation ratios 

5.  Pleoptics 

6.  Strabismus  in  the  adult 

7.  Aids  in  diagnosis 

8.  Surgical  approaches 

9.  Complications  of  the  surgical  management  of 
strabismus 

Discussants  included  R.  N.  Berke  and  Harold 
W.  Brown  of  New  York  City;  David  G.  Cogan  of 
Boston;  John  W.  Henderson  of  Ann  Arbor;  Arthur 
Jampolsky  of  San  Francisco;  Marshall  M.  Parks 
of  Washington,  D.C.;  and  the  book  was  edited  by 
George  M.  Haik  of  New  Orleans. 

“STRABISMUS”  (Symposium  of  the  New 

Orleans  Academy  of  Ophthalmology).  Edited 

by  G.  M.  Haik,  M.D.  Published  in  July,  1962 

by  the  C.  V.  Mosby  Company  of  St.  Louis. 

369  pages.  $18.00. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 


September,  1962 


555 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Robert  S.  Long,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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THE  GAUNTLET 

(Guest  Editorial) 

The  gauntlet  has  been  thrown  at  our  feet. 
We  have  been  challenged  to  preserve  our 
way  of  life,  and  American  Medicine  as  we 
know  it  — the  finest  medicine  the  world 
has  ever  known. 

American  Doctors  of  Medicine  need  apolo- 
gize to  no  age,  political  concept,  nor  any  oth- 
er idealogy  for  the  way  they  practice  their 
chosen  profession.  The  deeds  speak  for  them- 
selves. 

Physicians  like  all  others,  however,  are 
swept  up  and  along  by  the  inevitable  mael- 
strom of  changing  times,  economic  condi- 
tions and  events. 

All  history  has  been  subject  to  change. 
It  is  only  when  men  of  vision,  with  true 
knowledge  and  conviction,  have  molded  the 
events  of  their  times  that  change  has  bene- 
fited mankind. 

We  are  challenged  and  threatened  by  the 
ogre  of  socialization,  with  its  guillotine  that 
beheads  individual  initiative  and  ingenuity, 
allowing  the  body  of  progress  and  improve- 
ment to  expire. 

The  only  way  to  stop  an  attack  is  by  an 
effective  counter  attack.  We  must  provide 
a workable  answer  that  will  defeat  this  chal- 
lenge or  accept  the  terms  of  our  adversaries. 

We  have  an  answer  in  our  own  Blue 
Shield  with  Service  Benefits,  but  the  story 
has  to  be  told  and  sold. 

Not  having  the  resources  to  conduct  all- 
out,  overall,  advertising  campaigns,  nor 
being  a well  oiled  political  machine  with  all 
its  tentacles,  Blue  Shield  is  limited  in  telling 
the  story.  Individual  doctors  however,  are 
powerful  in  their  own  communities  and  can 
do  a terrific  job  of  anything  they  put  their 
mind  to. 

During  October,  Nebraska  Blue  Cross-Blue 
Shield  will  cooperate  with  other  Blue  Plans 
in  a nationwide  effort  by  holding  an  open 
enrollment  period  for  persons  65  years  of 
age  and  over.  Nebraska  Blue  Shield  will  of- 
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fer  a new  and  greatly  expanded  Service  Ben- 
fit  program  for  Senior  Citizens. 

This  is  a last  ditch  fight,  and  it  is  very 
important  that  everyone  do  everything  pos- 
sible to  make  this  campaign  a success  — 
before  it  is  too  late. 

Nebraska  Physicians  have  historically  ris- 
en to  any  challenge  to  our  voluntary,  free 
enterprise  systems.  They  did  so  when  they 
organized  Blue  Cross-Blue  Shield.  Through 
your  efforts,  we  can  do  so  once  again  at 
this  very  critical  time. 

Arthur  J.  Offerman,  M.D. 


BUSINESS  MANAGEMENT 
FOR  DOCTORS 

There  seems  to  be  a “push”  in  the  offing 
to  sell  doctors  on  the  use  of  “Business  Man- 
agement” in  their  practices.  Under  date 
of  August  10,  a news  release  was  received 
from  the  National  Committee  on  Medical 
Practice  Management  giving  details  about  a 
two-day  meeting  to  be  held  in  Las  Vegas, 
to  discuss  the  details  of  this  subject.  This  is 
headed  “First  National  Convention  on  Med- 
ical Practice  Management.” 

No  less  than  seven  managerial  groups  are 
listed  as  having  to  do  with  this  meeting  and 
its  program.  These  groups  represent  a wide 
area  of  our  country,  coast  to  coast  and  in 
between.  Those  mentioned  are:  Society  of 

Professional  Business  Consultants,  Advanced 
Management  Associates,  Association  of  Man- 
agement Consultants,  Inc.,  Professional  Man- 
agement, Detroit,  Michigan,  Professional 
Management  Midwest,  Minneapolis,  Medical 
Management  Control,  San  Francisco,  and  As- 
con  Management  Corporation. 

The  lead-in  in  this  release,  by  Edward  A. 
Altshuler,  president  of  Ascon  Management 
Corporation,  is  as  follows:  “The  American 

physician  cannot  solve  the  problems  of  low 
cost  medical  care  without  help.  He  needs 
help  in  improving  his  business  management 
know-how  — handling  patient  relations, 
financial  problems,  and  his  employees.” 

This  statement  has  the  ring  of  altruism. 


October,  1962 


557 


The  primary  consideration  is  to  “help”  the 
doctor.  Of  course,  we  all  know  that  this 
“help”  will  be  furnished  at  a price.  One  as- 
sumption is  that  doctors  are  to  be  faced 
with  the  problems  of  furnishing  more  serv- 
ices for  less  money  or,  perhaps,  for  nothing. 

Doctors  have  had  long  training  in  sup- 
plying medical  care  free  of  charge  or  for 
a nominal  fee  — enough  to  keep  the  patient 
from  being  uncomfortable  and  to  maintain 
his  feeling  of  human  dignity.  Doctors  also 
have  seen  the  number  of  patients  requiring 
free  medical  service,  or  services  at  a nominal 
charge,  grow  smaller  and  smaller,  due  large- 
ly to  health  insurance.  The  number  has 
decreased  to  the  point  that  “free”  patients 
for  teaching  purposes  are  scarce,  and  teach- 
ing institutions  are  complaining  about  this 
scarsity.  Today,  doctors  are  not  faced  by 
problems  of  this  kind  that  compare  in  any 
degree  with  those  of  the  past.  So  now  we 
need  help ! 

Most  doctors  w'ho  are  reasonably  success- 
ful in  practice  soon  reach  a point  of  satura- 
tion as  to  the  amount  of  work  they  do. 
Nothing  but  a longer-than-24-hour  day  or 
the  endurance  of  a long  distance  runner 
could  get  more  work  out  of  them.  Assum- 
ing that  reasonable,  average  charges  are 
made  for  the  work  these  doctors  do,  the  in- 
come from  their  labors  also  reaches  a pla- 
teau. Merely  relieving  the  doctor  of  some 
of  the  details  of  the  business  side  of  med- 
icine is  not  going  to  make  a significant  im- 
pression on  this  level  of  income.  How,  then, 
is  “Business  Management”  to  be  paid? 

There  is  really  only  one  logical  answer 
to  the  question  propounded  above : increased 
fees,  collected  by  “hard  boiled”  methods, 
by  the  “third  party,”  the  Business  Man- 
agement. In  other  words,  a parasitic  bus- 
ines  management  gets  its  money  from  the 
patient  by  way  of  the  doctor.  The  doctor 
may  do  well  under  “management”  to  bal- 
ance his  books  at  year’s  end  with  as  good 
an  income  as  he  had  when  he  managed 
his  own  business. 

Some  of  us  have  seen  the  results  of  “Busi- 
ness Management”  in  a sister  profession  — 
dentistry.  The  study  of  a given  mouth  leads 
to  a much  longer-than-expected  list  of  things 
that  “must”  be  done,  with  every  possible 
frill  thrown  in.  A price  is  set  in  advance, 
a price  which  seems  to  be  about  100  per 
cent  more  than  might  have  been  expected 
before  Business  Management,  and  the  pa- 
tient is  asked  to  pay  one-third  in  advance 


and  the  remainder  before  the  job  is  com- 
pleted. The  patient,  then,  is  the  one  who 
is  “stuck.”  He  pays  too  much,  and  he  pays 
for  considerable  unnecessary  work.  That 
is  the  only  way  “Business  Management”  can 
get  paid  without  actually  reducing  the  in- 
come of  the  professional  man.  Advance  pay- 
ment, of  course,  keeps  the  patient  “stuck” 
until  everybody  “gets  his.” 

Add  to  this  unjustifiable  situation  the  in- 
trusion of  a third  party,  and  the  dealer  in 
personal  services  lets  himself  in  for  some- 
thing he  has  studiously  avoided  in  the  past. 
There  is  nothing  that  angers  a patient  more 
quickly  and  effectively  than  the  intrusion  of 
a third  party  into  his  relationship  with  his 
doctor. 

This  writer  believes  the  medical  profes- 
sion does  not  want,  nor  need  this  “help” 
said  to  be  available  through  “Business  Man- 
agement.” But,  on  the  other  hand,  we  may 
expect  good  salesmanship,  on  the  part  of 
these  associations  of  business  managers,  to 
sell  the  idea  to  a few  doctors.  We  should 
consider  every  facet  of  this  proposal  before 
we  buy  “Business  Management  for  Doctors.” 


BLUE  SHIELD  AND  THE 
SERVICE  IDEAL 

Most  Blue  Shield  Plans  were  bom  in  the 
years  1938-1948.  Now,  as  many  of  them 
reach  their  twentieth  birthdays,  it’s  appro- 
priate to  recall  why  our  profession  created 
Blue  Shield,  and  to  consider  where  we  seem 
to  be  going  with  it. 

Medicine  built  Blue  Shield  not  because  the 
profession  wanted  to  get  into  the  insurance 
business.  Certainly  not!  Medicine  is  in  the 
business  of  providing  medical  service,  and 
the  profession  had  learned,  twenty  years 
ago,  that  it  had  to  do  something  to  help 
people  pay  for  the  unpredictable  and  un- 
budgetable  costs  of  medical  care. 

So  the  profession  created  Blue  Shield  for 
the  sole  purpose  of  helping  people  of  every 
class  and  condition  to  prepay  for  the  medical 
services  they  will  eventually  need.  Through 
Blue  Shield,  medicine  has  carried  its  mission 
of  service  into  the  field  of  medical  eco- 
nomics. 

Because  Blue  Shield  is  primarily  a public 
service,  three  out  of  four  Blue  Shield  Plans 
provide  most  of  their  benefits  in  terms  of 
(Continued  on  Page  603) 
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CHRISTLIEB 


AUXILIARY  PRESIDENT’S  PAGE 

THANKS  TO  THE  NEBRASKA  STATE 
MEDICAL  JOURNAL.  We  appreciate  the 
courtesy  and  opportunity  to  tell  about  some 
of  the  activities  of  YOUR  AUXILIARY. 

The  Objects  of  this  Auxiliary  shall  be: 

1.  Through  its  members,  to  extend  the  aims 
of  the  medical  profession  to  all  organiza- 
tions which  look  to  the  advancement  of 
health  and  education. 

2.  To  assist  in  the  entertainment  at  the  Ne- 
braska State  Medical  Association. 

3.  To  promote  closer  fellowship  among  physi- 
cians’ families. 

4.  To  do  only  such  supplemental  work  as  may 
be  approved  by  the  Nebraska  State  Medi- 
cal Association. 

We  need,  every  doctor’s  wife  as  an  Aux- 
iliary member.  In  number  and  variety,  the 
national  projects  are  designed  for  larger  or 
smaller  groups ; all  are  important,  some  are 
urgent.  Choice  of  the  projects  best  suited 
to  local  needs  can  be  determined  only  by 
individual  auxiliaries.  The  past  few  years 
have  taught  us  that  we  face  some  issues 
that  require  the  united  efforts  of  every 
auxiliary.  This  is  an  important  election 
year.  It  is  necessary  to  work  actively  for 
the  candidate  who  will  stand  by  us  in  our 
fight  for  the  continued  free  practice  of  medi- 
cine within  the  free  enterprise  system  — so 
that  we  may  keep  and  preserve  our  precious 
heritage. 

Nebraska  and  National  AMP  AC  (AMeri- 
can  Political  Action  Committee)  are  func- 
tioning organizations  with  the  motivation 
of  good  health,  physically,  economically,  and 
spiritually  for  all  Nebraskans  and  Ameri- 
cans. AMP  AC  is  not  an  auxiliary  project 
in  itself  but  it  must  have  the  support  of 
each  member.  Its  purpose  is  so  closely  bound 
up  in  the  future  of  medicine  that  we  dare 
not  ignore  the  invitation  to  membership. 


There  is  much  to  be  done  that  is  important 
to  physicians,  their  wives  and  families  if 
private  medicine  is  going  to  stay  in  our 
American  Way  of  Life. 

Dues  are  $25.00  for  regular  and  $99.00  for 
sustaining  memberships.  The  check  should 
be  made  payable  to  Nebraska  Ampac  and 
mailed  to  600  Doctors  Building,  Omaha. 

Mrs.  William  G.  Thuss  of  Birmingham, 
Alabama,  is  your  National  Auxiliary  Presi- 
dent for  1962-63.  Her  theme  for  this  year 
is  “Excellence  in  Achievement.”  She  believes 
that: 

1.  As  never  before  we  need  unity  in  numbers 
and  purpose. 

2.  We  need  a strong  membership  supporting 
the  concept  of  auxiliary  principles  and 
demonstrating  the  quiet  satisfaction  of 
working  by  the  side  of  our  husbands  in  joint 
service  to  our  communities. 

3.  We  need  to  wipe  out  the  discrepancy  in 
numbers  of  auxiliary  and  medical  society 
memberships. 

4.  We  need  to  compare  the  growth  of  our 
own  auxiliaries  (82,000  and  1,200  county 
groups  in  40  years)  with  the  auxiliaries  to 
other  organizations  (51,000  in  3,000  units 
within  3 years  for  the  wives  of  Union  mem- 
bers) and  find  means  of  stimulating  inter- 
est. 

5.  We  need  to  examine  our  attitude  toward 
other  organizations  and  theirs  toward  us 
and  establish  understanding  and  coopera- 
tion. 

6.  We  need  the  confidence  of  our  men,  the 
trust  of  our  communities,  and  the  loyalty 
of  our  members. 

In  Civil  Defense  we  must  prepare  our- 
selves and  we  should  take  or  teach  medical 
self-help.  Civilian  Defense  is  working  for 
peace  by  strengthening  our  survival  poten- 
tial. Civil  Defense  is  up  to  you. 

The  American  Medical  Association  Edu- 
cation and  Research  Foundation  Basic  Pro- 
gram is  the  coming  together  of  The  Amer- 
ican Medical  Education  Foundation,  estab- 
lished in  1951,  to  provide  financial  assistance 
to  medical  schools;  and  The  American  Med- 
ical Research  Foundation,  established  in 
1957,  for  broader  purposes  including  the 
provision  of  financial  assistance  for  scien- 
tific and  medical  research. 

The  Bulletin  is  more  than  just  a publica- 
tion. Each  of  the  four  issues  carries  a 
wealth  of  material.  Subscriptions  are  $1.00 
per  year  and  may  start  with  any  issue.  It 
carries  correct  information  to  serve  the 
cause  of  medicine  in  the  community. 

(Continued  on  Page  603) 
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Comments  From  Your  President 


In  1959,  by  appropriate  action,  the  Ne- 
braska State  Medical  Association  accepted 
and  endorsed  a proposal  by  Woodmen  Acci- 
dent and  Life  Company  to  provide  a life 
insurance  and  accidental  death  and  dismem- 
berment insurance  for  the  members  of  the 
association.  The  advantages  of  group  life 
insurance  become  available  to  the  members 
of  the  Nebraska  State  Medical  Association 
only  when  a sufficiently  large  number  of 
eligible  members  actually  enroll  and  partici- 
pate in  the  plan.  Approximately  400  mem- 
bers of  the  Association  enrolled  initially. 
This  represents  only  34  per  cent  of  the 
eligible  membership  = relatively  small  per- 
centage when  one  considers  the  comparative- 
ly low  cost. 

In  order  to  encourage  a wider  participa- 
tion for  physicians  at  the  younger  ages  and 
the  continuation  of  life  insurance  in  force 
by  the  physicians  as  they  attain  ages  above 
sixty  years  of  age,  your  insurance  com- 
mittee, together  with  the  Woodmen  Acci- 
dent and  Life  Company  worked  out  a new 
schedule,  recently  approved  by  the  Policy 
Committee,  to  become  effective  January  1, 
1963.  This  new  schedule  has  a lower  semi- 
annual premium  for  plan  participants  under 
age  fifty-five  and  the  premiums  for  partici- 
pants age  fifty-five  and  older  will  be  stabil- 
ized at  $115.00  semiannually.  All  presently 
insured  physician  members  of  the  Associa- 
tion will  be  continued  under  the  revised  plan 
and  all  physicians,  who  newly  apply  for  cov- 
erage will  be  insured  without  evidence  of 
insurability,  providing  60  per  cent  of  the 
eligible  physicians  in  their  age  bracket  apply 
and  are  insured. 

The  advantages  to  the  members  of  the 
Nebraska  State  Medical  Association  of  its 
group  life  insurance  program  are  several 
and  distinctive.  The  plan  makes  available 
$10,000  of  life  insurance  and  an  equal 
amount  of  accidental  death  and  dismember- 


ment protection  to  physicians  at  the  younger 
ages,  at  premiums  so  low  that  they  cannot 
elsewhere  be  duplicated.  Even  at  the  ad- 
vanced ages,  the  protection  of  the  plan  is 
available  at  costs  substantially  less  than  the 
physician  would  have  to  pay  were  he  to  se- 
cure protection  on  an  individual  basis. 

By  cooperating  through  your  Nebraska 
State  Medical  Association  you  can  add  sub- 
stantially to  your  own  security  while  helping 
other  physicians  do  likewise  at  minimum 
cost. 

It  is  hoped  that  all  those  who  have  not 
up  to  now  taken  advantage  of  this  low  cost 
insurance,  will  participate  in  this  revised 
insurance  program,  which  your  Association 
has  worked  out  for  your  benefit. 

O.  A.  Kostal,  M.D., 
President 
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ARTICLES 


Observations  on  the  TREATMENT  OF  METASTATIC 

Mammary  Cancer *t 


^INCE  Halstead  and  Willy-Mey- 
er  first  composed  the  classic 
description  of  radical  mastec- 
tomy for  carcinoma  of  the  breast,  the 
treatment  has  remained  fundamentally  the 
same.  All  too  frequently  we  have  been 
reminded  that  the  results  following  this 
method  have  remained  the  same  depsite 
minor  alteration  and  additions  to  the  opera- 
tion. It  is  not  the  purpose  of  this  report  to 
suggest  a new  or  improved  method  of  treat- 
ment of  this  disease.  Rather,  it  is  a sum- 
mation of  practices  by  which  we  attempt  to 
alleviate  the  distressing  symptoms  that  fol- 
low recurrences  of  one  kind  or  another 
which  all  too  often  follow  the  conventional 
method  of  treatment. 

Metastatic  mammary  cancer  can  best  be 
defined  as  recurrences,  local  or  disseminat- 
ed, which  follow  the  accepted  surgical  treat- 
ment of  radical  mastectomy.  In  a few  in- 
stances, of  course,  it  may  occur  when  the 
local  lesion  is  inconspicuous  and  has  re- 
mained untreated.  The  extent  of  operation, 
for  most,  may  be  nearly  the  only  relatively 
equal  factor,  all  of  the  rest,  including  bio- 
logical nature  of  the  tumor,  age,  hormone 
status,  and  previous  treatments  of  all  kinds 
makes  a hodge  podge  into  which  any  given 
patient  fits  without  a constant  scheme  or 
policy  which  may  be  used  by  the  physician 
to  insure  maximum  effect.  It  is  for  this 
reason  we  have  the  impression  that  in  the 
minds  of  many  physicians,  a clear-cut  policy 
as  to  the  method  of  treatment  is  not  appar- 
ent. So  many  variables  are  inevitably  pres- 
ent that  no  one  case  necessarily  falls  into  a 
given  categoiy,  and  hence  is  subject  to  rou- 
tine therapy.  For  this  reason,  treatment 
must  necessarily  be  altered  to  fit  the  prob- 
lem, and  since  the  vagaries  of  the  disease 
are  so  great,  the  possibilities  of  treatment 
are  equally  great. 

Least  of  all  do  I mean  to  imply  that  the 
following  suggestions  are  the  final  answer. 
I only  intend  to  present  what,  to  our  group, 
seems  the  most  logical  program,  at  present, 
that  is  available.  Moreover,  there  are  so 
many  possible  combinations  of  therapeutic 
measures,  that  no  one  series  can  possibly 
include  all.  As  a result,  each  group  must 
necessarily  embark  upon  a program  which, 
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from  a standpoint  of  logic,  facilities,  and 
opportunities,  seems  to  offer  a reasonable 
opportunity  to  yield  satisfactory  results. 

With  these  thoughts  in  mind,  I would 
like  to  present  some  general  therapeutic  ef- 
forts currently  employed  by  us,  realizing 
that  in  some  instances,  our  experience  may 
not  be  large  enough  to  bear  statistical  scru- 
tiny. 

Very  often  the  first  sign  of  disseminated 
matastases  becomes  manifest  in  one  local 
area,  frequently  a rib,  or  a vertebra.  Ex- 
cept for  pain  associated  with  this  metastasis, 
the  patient  is  strong,  feels  well,  and  un- 
willing to  consider  any  treatment  which  has 
undesirable  side  effects.  Palliative  roent- 
gen therapy,  often  in  relatively  small  dosage, 
is  highly  efficient  in  reducing  or  eliminat- 
ing pain,  and  allowing  remineralization  of 
lytic  areas.  This  has  been  known  for  years, 
and  I mention  it  here  only  for  the  sake  of 
completeness,  and  to  say  that  we,  too,  sub- 
scribe to  this  policy.  One  point  may  be  at 
issue.  Should  roentgen  therapy  be  applied 
to  an  area  that  seems  to  give  rise  to  bone 
pain,  is  constant,  but  shows  no  roentgen 
evidence  of  metastasis,  but  for  which  pain 
no  other  explanation  can  be  given?  We 
concede  that  pain  precedes  the  radiographic 
appearance  of  an  osseous  metastasis  in  many 
cases.  Still,  we  find  it  more  logical  to  em- 
bark upon  a real  program,  after  we  can  dem- 
onstrate concrete  evidence  of  metastases. 

In  general,  we  have  always  held  that  fre- 
quent local  recurrences  at  the  site  of  radical 
mastectomy  must  be  regarded  as  a reflec- 
tion upon  the  operative  technique  employed. 
This  may  represent  one  of  several  defects: 
poor  technique  during  the  excisional  or  in- 
cisional biopsy;  failure  to  change  instru- 
ments and  drapes;  and  failure  to  thorough- 
ly irrigate  the  wound  of  all  detached  and 
non-viable  droplets  or  pieces  of  tissue  which 
could  conceivably  contain  cancer  cells  cap- 

♦From  the  Department  of  Surgery.  St.  Joseph’s  Mercy  Hos- 
pital, Ann  Arbor,  Michigan. 

tRead  before  the  Annual  Coonvention,  Nebraska  State  Medical 
Association,  May  2,  1962. 
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able  of  being  implanted.  Despite  every  pre- 
caution, however,  nearly  every  surgeon,  from 
time  to  time,  occasionally  notes  local  recur- 
rence. If  this  is  of  the  so-called  “sand  pa- 
per” type,  that  is,  multiple  small  implants 
that  cover  a wide  area,  only  roentgen  ther- 
apy, if  it  can  be  tolerated,  is  effective  in  the 
early  stages.  Later  these  may  coalesce  to 
create  a recurrence  “en  cuirasse”  at  which 
time  either  hormonal  therapy,  ablative  or  ad- 
ditive, or  chemotherapy  may  be  used  depend- 
ing upon  other  circumstances. 

For  reasons  not  very  apparent,  isolated, 
but  well  developed  recurrences  sometimes  oc- 
cur, apparently  in  the  absence  of  distant  or 
disseminated  metastases. 

Wide  local  excision,  which  usually  re- 
quires the  excision  of  the  entire  thickness 
of  the  chest  wall  is  usually  the  procedure  of 
choice.  Though  this  appears  to  present  a 
problem  of  closure,  careful  rotation  of  skin 
flaps,  recognizing  old  surgical  principles  of 
width  of  base,  direction  of  blood  supply,  and 
fixation  without  tension  is  usually  without 


complications.  If  even  wider  excision  is 
required  including  part  or  most  of  the  ster- 
num, or  several  ribs,  or  both,  rotation  of  the 
latissimus  dorsi  is  a worthwhile  maneuver, 
and  since  it  carries  with  it  its  own  blood 
supply  (providing  it  has  not  been  previous- 
ly sacrificed)  it  is  capable  of  accepting  a 
skin  graft  imediately. 

In  the  very  beginning  of  our  experience 
with  this  procedure,  we  felt  it  necessary  to 
provide  some  support  to  the  chest  wall  to 
prevent  a so-called  “pulmonary  hernia.” 
Fascia  lata,  tantalum  mesh,  and,  more  late- 
ly, Marlex  has  been  used,  but  it  is  now  our 
opinion  that  rarely  is  such  support  needed. 
Despite  the  sacrifice  of  half  the  chest  wall 
on  one  side,  we  have  never  seen  paradoxical 
respiration  to  a point  which  has  appeared 
physiologically  significant. 

Hormone  Therapy 

Hormone  therapy  can  simply  be  defined 
as  the  alteration  of  hormone  balance  in  the 
control  of  mammary  cancer,  usually  meta- 


Figure  1A.  Local  recurrence  6 years  after  radical  Figure  IB.  Three  weeks  post  operative, 

mastectomy  carried  out  for  carcinoma  of  the  breast  which 
occurred  during  pregnancy. 
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MODES  OF  THERAPY 

FOR  METASTATIC  CARCINOMA  OF  THE  BREAST 


ROENTGEN  THERAPY  FOR  RELIEF  OF  PAIN 
EXCISION  OF  LOCAL  RECURRENCES 
HORMONE  THERAPY 

a.  ADDITIVE 

b.  ABLATIVE 

I.  castrotion 
2 adrenalectomy 
3.  hypophysectomy 

CHEMOTHERAPY 


Figure  2.  Usual  modes  of  therapy  for  metastatic  carcinoma  of  the  breast. 


static.  This  is  based  upon  both  animal  and 
clinical  observations  that  many  breast  can- 
cers are  “hormone  dependent”  and  the  re- 
moval of  this  hormone,  or  creating  an  ex- 
cess of  its  opposite  fellow,  stops,  or  slows 
the  growth  of  the  tumor.  This  can  be  ac- 
complished by  the  administration  of  andro- 
genic compounds  and,  under  certain  less 
frequent  circumstances,  estrogenic  com- 
pounds. Corticosteroids  are  also  included  in 
this  group,  and  they  all,  collectively,  are  re- 
ferred to  as  additive  hormonal  therapy. 

A parallel  effect  is  produced  by  the  sur- 
gical removal  of  hormone  producing  or- 


gans, specifically  the  ovaries,  adrenals,  or 
pituitary.  This  is  ablative  hormone  ther- 
apy. 

Each  has  advantages  and  disadvantages, 
and  the  results  produced  by  each  method 
depend  largely  upon  the  enthusiasm  of  the 
investigator  who  may  prefer  one  to  the 
other. 

Oophorectomy  is  becoming  more  gener- 
ally recognized  as  a “first  step”  in  the  con- 
trol of  carcinoma  of  the  breast.8  The  logic 
of  castration  as  a so-called  prophylactic 
measure  is  still  being  debated.  But  until 


ADDITIVE  HORMONE  THERAPY 
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Figure  3.  Utilization  of  additive  hormonal  therapy. 
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the  overall  picture  is  clarified,  one  must 
have  some  kind  of  a policy.  We  use  castra- 
tion soon  after  radical  mastectomy  in  pre- 
menopausal women  and  in  women  less  than 
5 years  postmenopausal,  who  demonstrate 
positive  axillary  nodes.  I do  not  intend  to 
discuss  the  primary  treatment  of  carcinoma 
of  the  breast,  but  only  mention  this  to  ex- 
plain that  some  patients  then,  are  seen,  ulti- 
mately, with  disseminated  metastases  who 
have  been  castrated  and  some  who  have  not. 

If  they  have  not,  after  having  developed 
disseminated  metastases,  and  providing  they 
are  less  than  five  years  postmenopausal, 
oophorectomy  is  promptly  carried  out.  In 
our  experience,  this  almost  invariably  pro- 
duces an  objective  remission  averaging  8-12 
months.  Huggins,  Prohaska,  and  others  be- 
lieve that  adrenalectomy  should  be  carried 
out  simultaneously  to  produce  a more  sus- 
tained remission. 

Both  androgen  and  estrogen  therapy  have 
been  used  successfully  by  many.  No  one 
policy  is  inevitably  accurate,  but  in  the 
overall  scheme  of  things,  it  has  seemed  wise 
to  us  to  use  this  method  as  sort  of  “in- 
between”  method;  that  is,  after  castvation, 
if  indicated,  and  before  adrenalectomy. 

Estrogens  have  been  used  little  in  our 
group,  and  these  almost  exclusively  for  the 
elderly  female,  many  years  postmenopausal, 
and  whose  recurrence  is  largely  soft  tissue 
beyond  the  bounds  of  surgical  excision.  All 
others  have  been  treated  with  androgens. 
After  castration,  the  use  of  testotesterone 
proprionate  (100  mg.  three  times  a week, 
intramuscular)  can  be  expected  to  produce 
a remission  in  about  25  per  cent  of  the  pa- 
tients, lasting  two  to  twelve  months,  and 
averaging  seven  months.  The  undesirable 
side  effects  of  hirsutism  and  deepening  of 
the  voice  are  sufficient  to  impel  many  to 
discontinue  treatment  during  a remission. 
After  a noticeable  decline  has  occurred,  a 
second  remission  by  the  same  method  does 
not  produce  the  same  degree  of  improve- 
ment, nor  does  it  last  as  long;  in  some  cases, 
it  does  not  occur  at  all. 

In  many,  a favorable  subjective  response 
occurs  although  measurable  objective  signs 
are  lacking.  Treatment  should  always  be 
continued  for  six  to  eight  weeks.  If  it  is 
then  discontinued  for  lack  of  response,  or 
later  discontinued  because  of  continued  pro- 
gression of  the  disease,  a short  period 
should  be  allowed  to  elapse  before  another 


method  is  tried  so  that  a “withdrawal  re- 
sponse” if  it  occurs,4  may  be  recognized  and 
allowed  to  operate  for  as  long  as  possible. 

Estrogens  are  given  as  ethinyl  estradiol, 
3 mg.  daily,  or  diethyl  stilbesterol,  15  mg. 
daily.  They  should  never  be  given  to  any 
patient  less  than  5 years  postmenopausal  in 
age.  Generally,  they  are  reserved  for  use 
in  soft  tissue  or  visceral  metastases  in  eld- 
erly women.  More  recently,  it  has  been  em- 
phasized that  osseous  metastases  in  this  age- 
group  often  respond,  also. 

Adrenal  Steroids,  Adrenalectomy, 
Hypophysectomy 

Adrenal  steroids  enjoyed  some  popularity 
by  creaeting  a so-called  “chemical  adrenalec- 
tomy” through  suppression  of  adrenal  corti- 
cal hormones.  Though  the  results  reported 
by  Lemon  equal  those  of  ablative  therapy, 
their  use  now  seems  to  be  reserved  largely 
for  those  in  whom  all  else  has  been  used, 
and  failed,  and  for  whom,  still,  a favorable 
subjective  response  may  be  possible.  Ste- 
roid therapy  too  has  some  disadvantages. 
Fluid  retention  may  require  diuretics,  hy- 
perglycemia may  be  present,  and  Cushings 
“moonface”  is  objectionable.  Prolonged  use 
may  lead  to  perforation  of  existing  gastro- 
intestinal ulcers. 

The  increased  output  of  estrogen  by  the 
adrenal  cortex,  after  oophorectomy,  has  been 
known  to  occur  for  some  time.  The  re- 
moval of  the  adrenals  was  made  possible  by 
the  discovery  of  cortisone,  without  which 
the  organism  could  not  survive.  It  has  been 
carried  out  on  all  sorts  of  candidates  by  va- 
rious centers  over  the  country,  but  only  re- 
cently are  we  developing  criteria  by  which 
proper  candidates  may  be  selected. 

A number  of  years  ago,  under  the  direc- 
tion of  Dr.  Frederick  A.  Coller,  an  estrogen 
assay  laboratory  was  made  available  to  all 
of  us  to  determine,  if  possible,  which  pa- 
tients, on  the  basis  of  a normal,  or  high- 
er, urinary  estrogen  assay,  would  be  can- 
didates for  oophorectomy,  or  adrenalec- 
tomy or  both.  Tli is  has  been  reported  by 
Block  et  dl.2  A few  showed  lower  than  nor- 
mal estrogen  levels,  compared  to  postmeno- 
pausal women,  and  were  spared  operations. 
Despite  the  apparent  logic  of  this  method, 
some  investigators  report  equally  effective 
remissions  in  such  patients  following 
oophorectomy  or  adrenalectomy. 

The  most  effective  use  of  adrenalectomy, 
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determined  upon  this  basis  was  found  to  be 
in  women  of  middle  age  or  beyond,  who  had 
had  at  least  three  years  without  evidence 
of  any  kind  of  recurrence;  had  a high  urin- 
ary estrogen  level;  and  no  liver  metastases. 
In  a small  series  (Block)  more  than  50  per 
cent  showed  remissions  and  25  per  cent 
maintained  the  remissions  for  more  than  a 
year.  This  seems  clearly  to  present  criteria 
by  which  the  operation  may  be  said  to  be  in- 
dicated. 

If  facilities  for  urinary  estrogen  assay  are 
not  available,  how  else  may  we  decide  upon 
what  basis  adrenalectomy  should  be  car- 
ried out?  If,  for  example,  the  patient  has 
had  a significant  remission  following  an- 
drogen therapy,  can  this  response  be  used  as 
a sign  suggesting  that  adrenalectomy  will  be 
effective  for  another  remission? 

Prohaska,  in  reporting  over  450  adrenal- 
ectomies7 has  not  used  this  response  to  hor- 
mones as  an  indication  for  adrenalectomy, 
but  carries  out  the  operation  whether  or  not 
hormones  have  been  used.  Since  his  pa- 
tients come  from  all  over  the  country,  many 
have  had  various  hormones,  some  several 
times,  but  his  results  indicate,  or  at  least 
suggest,  that  remission  follow  adrenalec- 
tocy  depends  more  on  the  site  of  metastases 
and  age  of  the  patient  than  it  does  on  the 
nature  of  previous  treatment. 

Adrenalectomy  itself  is  an  operation  with 
low  mortality  but  effective  in  only  certain 


types  of  advanced  cancer.  Here  again,  Pro- 
hasks’s  figures  suggest  that  those  with  par- 
enchymatous dissemination ; that  is,  liver, 
lung,  brain,  gain  little  or  nothing  from  the 
operation,  and  if  the  presence  of  these  can 
be  determined,  should  serve  as  a strict  con- 
traindication to  the  operation.  On  the  other 
hand,  relatively  older  women,  with  only  os- 
sous  metastases,  and  which  have  not  ap- 
peared early  following  initial  treatment 
have  remissions  so  impressive  that  it  seems 
that  the  operation  should  never  be  withheld 
from  them.  Stated  another  way,  Prohaska’s 
figures  indicate  that  the  poorest  results  of 
adrenalectomy  for  metastatic  disease,  re- 
gardless of  previous  treatment,  are  worst  in 
relatively  younger  women,  whose  metastases 
have  appeared  early,  and  are  present  in  lung, 
liver  or  brain.  At  the  opposite  end  of  the 
scale,  the  best  results  with  a remission  rate 
well  over  50  per  cent,  and  some  lasting  up 
to  five  years  were  older  women  whose  meta- 
stases occurred  after  a five  year  interval, 
and  then  only  in  bone.  In  between  these  ex- 
tremes, a response  in  linear  fashion,  from 
worst  to  best,  was  apparent. 

Hypophysectomy  has  its  champions 
among  the  neurosurgeons.  The  best  results 
are  reported  from  Scandanavia,  but  Pearson 
in  this  country,  reports  a remission  rate  of 
40  per  cent,  maintained  for  at  least  six 
months.  In  most  areas,  the  mortality  seems 
higher,  and  secondary  effects  more  numer- 
ous. Because  of  adrenal  suppression,  for 
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Figure  4.  Guide  to  the  use  of  adrenalectomy. 
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which  the  operation  is  done,  daily  substitu- 
tion therapy  is  required.  In  addition,  pitres- 
sin  for  diabetes  insipidus  is  needed,  as  is 
thyroid  extract  for  myxedema.  Some  be- 
lieve that  much  of  the  beneficial  effects  may 
come  from  the  substitution  therapy,  as  is 
noted  when  adrenal  cortical  steroids  are  used 
before  operation. 

Chemotherapy 

I do  not  intend  to  present  controversial 
points  concerning  the  use  of  various  chemo- 
therapeutic agents  employed  for  carcinoma 
of  the  breast.  Neither  is  our  series  large 
enough  to  present  figures  that  would  have 
any  significance  after  careful  scrutiny. 
However,  it  is  a fact  that  chemotherapeutic 
agents  today  may  represent  a new  type  of 
effort  that  may  be  on  the  threshold  of  re- 
markable achievement.  So  we,  too.  have 
embarked  upon  a “program,”  largely 
through  the  efforts  of  my  colleague  Dr. 
Donald  Korst,  a hematologist,  and  under 
whose  direction  it  is  being  conducted. 

It  might  be  appropriate  to  present  a 
thumbnail  sketch  of  these  various  agents  to 
show  you  exactly  where  ours  fit,  and  per- 
haps to  explain  their  mode  of  use. 

During  wartime,  when  many  of  us  were 
out  of  this  country  for  long  periods,  anti- 
biotics, mustards,  antivitamins,  and  hor- 
mones were  introduced  almost  simultane- 
ously. The  alkylating  agents  were  largely 
an  outgrowth  of  the  mustard  gas  com- 
pounds developed  at  that  time.  Subse- 
quently, the  corticoids  were  introduced  for 
leukemias  and  “antitumor”  antibiotics  were 
developed  as  cousins  of  the  antibacterial 
agents. 

All  these  agents  fall  into  one  of  four 
groups:  First,  the  alkylating  agents,  of 
which  the  best  known  is  nitrogen  mustard 
and,  more  recently,  thiotepa.  The  principle 
depends  upon  a mustard  radical  being  at- 
tached to  an  amino  acid,  which,  when  me- 
tabolized by  rapidly  growing  cells,  as  in 
cancer,  exerts  a selective  and  detrimental 
effect  upon  the  tumor.  Others  have  been  de- 
veloped, as  phenyl  alanine  mustard  which 
has  been  shown  to  be  effective  in  melonoma. 

Second,  antifolic  acid  compounds  or  anti- 
metabolites, effective  in  animal  tumors  by 
interfering  with  the  protein  enzyme  meta- 
bolism mechanism.  Examples  are  Cytoxan 
and  Methotrexate,  found  to  be  so  effective 
in  choriocarcinoma. 


Third,  antipyrimidines.  Halogenation  of 
the  pyrimidine  skelton  by  fluorine,  has  pro- 
duced 5-fluouracil,  thought  by  some  to  be 
most  effective,  but  perhaps  also  most  toxic 
in  humans.  It  is  this  agent  that  currently 
is  used  in  our  hospital. 

Fourth,  antibiotics.  Certain  antibiotics, 
especially  actinomycin  compounds  derived 
from  streptomyces  have  been  shown  to  have 
definite  antitumor  effect.  Their  effective- 
ness seems  to  be  quite  limited  because  of 
great  bone  marrow  depression,  but  certain 
sarcomatous  tumors,  especially  of  childhood 
have  been  found  to  yield  to  this  agent  when 
resistant  to  others.  It  seems  to  be  some- 
what synergistic  with  radiation  therapy. 

From  our  experience  with  5-fluouracil, 
three  questions  might  be  asked  in  relation 
to  the  use  of  the  drug. 

1st  — How  toxic  is  it? 

2nd  — How  effective  is  it? 

3rd  — Where  does  it  fit  into  the  scheme 

of  treatment  when  mammary  cancer  is  ad- 
vanced ? 

First,  toxicity.  The  incidence  of  toxicity 
will  be  high,  since  many  of  our  patients 
were  given  the  drug  until  toxic  symptoms 
occurred.  These  were  usually  nausea  and 
vomiting,  severe  enough  to  be  considered 
significant  in  over  50  per  cent  of  the  cases. 
Diarrhea  and  leukopenia  (less  than  4000) 
were  next  most  common.  Leukopenia  is 
particularly  important,  of  course,  if  infec- 
tion is  present  and  may  contribute  directly 
to  a fatality  by  this  means.  Alopecia  oc- 
curred in  about  ten  per  cent  but  so  far  has 
been  transient  only.  Stomatitis  occurred 
about  25  per  cent  of  the  time,  but  rarely 
was  severe.  About  15  per  cent  were  thought 
to  permit  an  increase  in  infection,  and  less 
than  five  per  cent  had  significant  decrease 
in  thrombocytes.1 

Korst  believes  that  the  incidence  of  severe 
toxic  reaction  can  be  minimized  by  giving 
each  day’s  dose  over  a slow-drip  6 hour 
period,  instead  of  the  rapid  administration 
previously  used. 

Next,  how  effective  is  it?  As  I indicated 
before,  large  national  studies  currently  be- 
ing carried  out  must  be  compiled  to  get  any 
figures  approaching  real  significance.  This 
is  because  of  the  wide  variation  in  age,  bio- 
logical nature  of  the  tumors,  previous  treat- 
ments, and  type  and  extent  of  metastases. 
Obviously  then,  I cannot  give  you  anything 
more  than  our  current  impression. 
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Utilizing  objective  signs  as  (1)  regres- 
sion or  remineralization  of  osseous  meta- 
stases,  (2)  regression  of  pulmonary  meta- 
stases,  (3)  measurable  regression  of  soft 
tissue  metastases,  all  of  which  must  be  main- 
tained for  more  than  60  days,  approximate- 
ly 30  per  cent  have  a favorable  response. 
If  we  add  subjective  symptoms  including  an 
improvement  in  feeling  of  well-being,  in- 
crease in  appetite,  an  improved  mental  out- 
look, about  40  per  cent  (both  objective  and 
subjective)  have  a favorable  response. 

Last,  when  should,  or  can  it  be  used? 

Obviously,  if  this  drug  is  used  only  after 
every  other  type  of  effort  has  been  exahust- 
ed,  the  results  will  be  poorer,  and  perhaps 
so  poor  as  not  to  warrant  its  use  at  all.  On 
the  other  hand,  if  it  be  used  earlier,  more 
evidence  than  is  now  available  should  be 
presented  indicating  that  it  can  duplicate  or 
exceed  the  response  of  hormonal  therapy, 
especially  ablative.  It  is  my  personal  feel- 
ing that  time  will  show  the  place  for  this  or 
other  chemotherapeutic  agents  to  be,  as 
Moore’s  report  suggests,  at  the  time  of  rad- 
ical mastectomy,  and  not  after  distant 
metastases  have  occurred. 

One  note  of  caution  should  be  mentioned. 
One  fatality  has  occurred  with  the  use  of  5- 
fluouracil  after  adrenalectomy.  If,  after 
adrenalectomy,  substitution  therapy  is  not 
greatly  increased  both  before  and  during 
the  administration  of  the  drug,  the  insult  of 
the  drug  is  so  great,  and  the  body  response 
so  limited,  that  shock  and  death  may  ensue. 
This  has  been  repeatedly  demonstrated  in 
our  animal  laboratory  by  Tipton. 

Summary 

Every  patient  must  be  considered  on  an 
individual  basis,  but,  in  general,  we  have 
found  the  following  to  be  a logical  method  of 
meeting  this  distressing  situation. 


If  the  patient  is  young  and  develops  local 
recurrence  beyond  surgical  excision,  or  os- 
seous matestases,  with  no  evidence  of  vis- 
ceral metastases,  we  are  inclined  to  advise 
adrenalectomy.  If  unacceptable  to  the  pa- 
tient, androgens  are  given.  We  assume 
oophorectomy  has  already  been  carried  out. 
If  the  metastases  suggest  visceral  involve- 
ment, which  occurs  all  too  often  in  these 
young  women,  chemotherapy  or  corticoste- 
roids, or  a combination  are  utilized.  De- 
spite any  type  of  treatment  in  this  group, 
the  results  are  likely  to  be  poor. 

If  the  patient  is  elderly  and  metastases 
occur  after  three  years,  we  are  likely  to 
excise  local,  isolated  soft  tissue  recurrence, 
and  radiate  localized  osseous  metastases.  If 
osseous  metastases  are  disseminated,  a trial 
of  androgens  is  usually  used,  followed  by 
adrenalectomy,  and  eventually  chemother- 
apy. The  exception  is  the  use  of  estrogens 
in  large  localized  soft  tissue  metastases. 

References 

1.  Allaire,  F.  J.;  Thieme,  E.  T.,  and  Korst,  D. 

R.:  Cancer  chemotherapy  with  5-Fluouracil  alone 

and  in  combination  with  X-ray  therapy.  Cancer 
Chemother.  Rep.  14:59,  1961. 

2.  Block,  G.  E.;  Lampe,  I.,  Vial,  A.  B.,  and 

Coller,  F.  A.:  Therapeutic  castration  for  advanced 

mammaiy  cancer.  Surgery  47 :877,  1960. 

3.  Harrington,  S.  W.:  Results  of  surgical  treat- 

ment of  unilateral  carcinoma  of  the  breast  in  wom- 
en. J.A.MA.  248:1007,  1952. 

4.  Kaufman,  R.  J.,  and  Escher,  G.  C.:  Rebound 

regression  in  advanced  mammaiy  carcinoma.  Surg., 
Gynec.,  Obstet.  113:635,  1961. 

5.  Lemon,  H.  M. : Prednisone  therapy  of  ad- 

vanced mammary  cancer.  Cancer  12:93,  1959. 

6.  Moore,  G.  E.,  and  Stiner,  R.  B.:  Review  of 

the  university  adjuvant  chemotherapy  studies.  Can- 
cer Chemother.  Rep.  7 :53,  1960. 

7.  Prohaska,  J.  Van;  Daicoff,  G.  R.,  and  Har- 
mon, R.  N.:  The  effect  of  adrenalectomy  on  mam- 

maiy carcinoma  metastases.  A ten  year  retrospec- 
tive study.  At  press. 

8.  Trimble,  I.  R.,  and  Trimble,  F.  H.:  Changes 

in  the  treatment  of  cancer  of  the  breast.  Surg.. 
Gynec.  & Obstet.  114:103  (Febr.)  1962. 

9.  Tipton,  J.  R. : Personal  communication. 


“You  must  utilize,  along  with  your  medical  talents,  the  powers 
of  your  spirit  and  heart.  This  will  help  to  buttress  up  the  fragile 
peace  of  the  world.”  (Dr.  Tom  Dooley  in  “Letter  to  a Young  Doc- 
tor.”) 


October,  1962 


567 


Diagnosis  of  Cancer 

OF  THE  UTERUS* 


IN  an  informal  way,  we  shall 
discuss  certain  phases  of  can- 
cer of  the  uterus.  Since  this 
subject  has  been  of  great  interest  to  me  dur- 
ing these  past  twenty  years,  I have  watched 
with  anxiety  the  diversified  clinical  attacks 
which  have  been  made  upon  it.  All  of  us, 
I suppose,  can  be  accused  of  over-enthusi- 
asm toward  problems  of  great  concern  such 
as  this  one.  Of  this  I too  am  guilty  but 
make  no  apology.  When  the  surgical  at- 
tack was  re-awakened  by  Dr.  Meigs  of  Bos- 
ton, the  boldness  and  intrigue  of  this  meth- 
od became  attractive  to  many  surgeons, 
even  though  Dr.  Meigs  was  conservative  in 
his  evaluation  of  its  future.  Those  inter- 
ested in  radiology  brought  forward  radio- 
isotopes and  other  new  sources  of  radiation, 
softer  in  their  effects  upon  the  skin,  yet 
more  lethal  to  the  tumor  site.  Chemother- 
apy was  found  to  be  effective,  and  these 
drugs  were  applied  more  broadly  and  in 
many  ways.  Methods  of  diverting  the  cir- 
culation and  isolating  the  tumor  site  for 
more  concentrated  doses  of  these  medica- 
tions to  the  malignant  tumor  were  tried. 

When  one  stops  for  a moment  to  consider 
all  of  these  therapeutic  modalities  he  can- 
not find  much  comfort  in  their  effect  upon 
the  overall  cure  rate  of  cancer  of  the  uterus. 
Where  the  practitioner  can  find  comfort 
and  enthusiastic  appeal  is  in  the  field  of 
diagnosis  of  cancer  of  the  uterus  and  espe- 
cially cancer  of  the  cervix.  This  simple  sin- 
gle approach  has  improved  generously  the 
overall  cure  rate. 

It  is  my  thought  then  to  speak  of  first 
things  first  and  to  inform  those  of  you  who 
have  not  gotten  around  to  use  the  Papanico- 
laou test  widely  that  I am  directing  an  en- 
thusiastic appeal  for  you  to  begin  tomor- 
row. What  is  left  of  my  time,  shall  be  di- 
rected to  those  who  are  now  using  this  cyto- 
logic method  of  diagnosis  and  have  problems 
which  need  to  be  discussed. 

We  shall  open  our  discussion  then  by  re- 
viewing the  fact  that  the  Papanicolaou  test 
is  primarily  a cytologic  test  for  cancer  of 
the  cervix. 

This  morphologic  evaluation  under  ideal 
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conditions  should  result  in  the  diagnosis  of 
cancer  of  the  cervix  at  a time  when  a cure 
should  result  in  almost  every  case.  Where 
else  in  the  human  body  do  we  have  this 
opportunity?  From  what  other  area  of  the 
body  may  we  so  easily  obtain  cells  for  ac- 
curate diagnostic  study? 

Those  of  us  who  have  been  using  this 
modality  have  learned  a great  deal  concern- 
ing the  diagnosis  of  cancer  of  the  cervix. 
We  have  been  amazed  to  find  that  a perfect- 
ly normal  appearing  cervix  may  harbor  in- 
vasive malignant  neoplasm.  We  have  been 
forced  to  include  in  our  surveys  women  in 
the  third  decade  of  life  who  occasionally  are 
found  to  have  early  lesions.  With  the  same 
degree  of  interest  we  also  have  found  that 
obviously  suspicious  appearing  tissue  may 
be  benign. 

Therefore,  many  of  us  are  now  employ- 
ing the  Papanicolaou  smear  routinely,  for 
all  patients  who  come  under  our  surveilance ; 
the  young,  the  old,  and  the  pregnant  wheth- 
er or  not  they  have  signs  or  symptoms  of 
disease.  For  this  we  have  been  genuinely  re- 
warded with  more  curable  cases  each  year. 

By  way  of  background,  a few,  perhaps 
obvious,  remarks  must  be  made  before  we 
discuss  the  problem  further.  There  should 
be  little  necessity  for  stating  that  a clear 
understanding  of  the  cytologic  report  is 
necessary,  yet  a great  deal  of  mystery  sur- 
rounds this  fundamental  issue.  The  clini- 
cian is  often  lost  in  the  diagnostic  classifi- 
cation listed  on  his  report.  Some  feel  that 
the  cytologist  or  cytopathologist  should  re- 
port the  smears  as  either  “positive”  or 
“negative”  and  that  there  should  be  no  con- 
troversial ground  between  these  two  ex- 
tremes. Unfortunately,  nature  has  not  al- 
ways provided  us  with  clear-cut  cellular  dif- 
ferences so  that  one  can  say,  “these  are  def- 

"■Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
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initely  cancer  cells,”  and,  “these  are  not.” 
The  differentiation  is  of  a gradual  nature, 
and  a great  deal  of  sound  judgment  must  be 
exercised  to  arrive  at  an  accurate  conclu- 
sion. Papanicolaou  has  stated  that  “in  at- 
tempting to  evaluate  the  diagnostic  accuracy 
of  the  cytologic  method  in  all  its  applica- 
tions, one  should  bear  in  mind  that  the  posi- 
tive findings  always  carry  greater  weight 
than  negative  ones.  When  cancer  cells  are 
found  in  a smear,  the  cytologist  may  feel 
quite  confident  of  the  validity  of  his  ob- 
servations. Positive  cytologic  reports  ren- 
dered by  adequately  trained  and  experienced 
cytologists  and  cytopathologists  show  indeed 
a high  degree  of  accuracy.  On  the  other 
hand,  negative  findings  tend  to  be  less  re- 
liable. One  should,  therefore,  never  lose 
sight  of  the  fact  that  a negative  cytologic 
report  provides  no  guarantee  against  can- 
cer.” Therefore  most  students  of  the  cyto- 
logic diagnosis  of  cancer  prefer  to  group 
their  findings  into  three,  four,  or  five  classi- 
fications. In  general,  however,  these  clas- 
sifications represent  the  smear  containing 
either  negative  cells,  suspicious  cells,  or 
cancer  cells.  Since  it  is  important  to  know 
exactly  ichat  is  meant  by  the  report  you  get, 
you  must  understand  ivhat  system  your 
cytologist  is  using. 

Currently,  I believe,  most  cytologists  and 
cytopathologists  use  five  classifications. 
Class  I represents  the  clearly  negative  slide 
where  all  cells  are  normal.  Class  II  is  the 
slide  where  cells  show  some  nuclear  and 
cytoplasmic  change  other  than  normal,  yet 
in  no  wav  represent  clear-cut  malignant  pat- 
terns. These  often  appear  where  there  is 
some  degree  of  vaginitis  or  cervicitis,  or 
both.  The  vagina  and  cervix  having  once 
been  cleared  of  disease,  the  smear  will  often 
return  to  normal.  When  this  method  of 
classification  is  used  it  is  obvious  that 
Classes  I and  II  are  the  negative  smears 
and  are  therefore  sometimes  grouped  to- 
gether and  called  Class  I.  The  Class  III 
smear  represents  cellular  changes  like  those 
seen  in  early  malignancy,  yet  the  morpho- 
logic nuclear  and  cytoplasmic  alterations 
are  not  clear  cut.  This  is  the  suspicious 
cytology  smear  which  requires  further  in- 
vestigation by  histologic  and  cytologic 
methods.  This  is  sometimes  spoken  of  as 
the  Class  II  smear  where  the  negative  clas- 
sification is  not  broken  down  into  two  divi- 
sions. Class  IV,  then,  is  the  positive  smear 
and  most  often  represents  carcinoma-in-situ 
or  malignancy  of  the  early  invasive  type. 


The  cells  here  are  of  the  malignant  type  but 
do  not  show  the  bizarre  morphologic  char- 
acteristics of  the  Class  V smear  which  al- 
most always  represents  invasive  carcinoma. 
Again,  Classes  IV  and  V are  sometimes  not 
separated  and  are  reported  together  as  Class 
III  or  malignant  neoplasm. 

Now  whether  your  cytologist  or  cytopath- 
ologist  reports  his  findings  in  two,  three, 
four,  or  five  classifications,  it  is  certainly 
important  that  you  as  a clinician  understand 
exactly  what  he  means.  Simply  speaking, 
what  you  want  to  know  are  which  ones  rep- 
resent those  smears  suspicious  of,  or  posi- 
tive for  carcinoma  of  the  cervix,  because 
these  in  particular  require  further  histologic 
investigation.  However,  one  must  never  ig- 
nore further  study  of  a patient  where  there 
is  a negative  cytologic  report  and  there  are 
clinical  signs  and  symptoms  suggestive  of 
carcinoma. 

For  completeness  then,  I shall  discuss 
each  of  the  possibilities  which  might  be 
presented  in  an  office  practice  including  as 
well  the  patient  with  a negative  smear.  The 
American  Cancer  Society  has,  for  your 
guidance,  a publication  entitled  “Cytology 
and  Cancer  of  the  Cervix”  which  I recom- 
mend without  qualification.  Of  special  in- 
terest insofar  as  this  subject  is  concerned 
you  will  find  on  page  9 of  this  publication 
a clear  outline  entitled  “Investigative  Pro- 
cedures Following  Cytologic  Study  of 
Vaginal  and  Cervical  Smears.”  Insofar  as 
I know,  this  is  a perfect  outline  of  the  pro- 
cedures we  should  follow. 

While  vaginal  and  cervical  smears  are 
most  sensitive  for  cells  exfoliated  from  the 
cervix,  there  may  be  contamination  from 
other  nearby  areas  such  as  the  endometrium, 
fallopian  tube,  ovary,  and  vagina.  These 
will  not  be  included  in  today’s  discussion 
except  to  say  that  these  possibilities  must 
always  be  kept  in  mind  and  included  in  the 
complete  investigation,  especially  when  the 
cervical  material  obtained  for  histologic 
study  is  nonproductive. 

It  is  well  to  reiterate  again  that  the  cyto- 
logic smear  alone  should  not  be  used  as  a 
basis  for  definitive  therapy.  The  pathologic 
study  which  must  follow  has  a definite  pur- 
pose and  must  answer  the  following  ques- 
tions : 

1.  Is  this  lesion  malignant  histologically? 

2.  Is  this  lesion  invasive  or  noninvasive? 
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3.  Where  is  the  lesion? 

4.  What  degree  of  malignancy  is  the  le- 
sion. 

Everything  we  do  once  we  have  a lesion 
which  requires  further  study  is  to  answer 
these  questions  and  thereby  guide  us  to  em- 
ploy the  proper  therapeutic  measures. 

In  general,  there  are  three  categories  of 
investigation  to  consider.  First  of  all  there 
is  the  negative  smear  where  the  patient  has 
no  signs  or  symptoms  suggestive  of  disease. 
Secondy,  we  have  the  negative  smear  where 
there  are  such  signs  and  symptoms,  and 
third,  we  have  the  positive  smear. 

When  a negative-cytology-smear  is  ob- 
tained and  there  are  no  signs  or  symptoms 
of  malignancy,  the  patient  should  be  given 
this  report  and  advised  of  the  importance 
of  yearly  re-examinations.  A run-down  o" 
the  signs  and  symptoms  of  malignancy 
which  she  must  watch  for  is  helpful  and 
appreciated  by  the  uninformed  patient. 

When  negative  cytologic  studies  are  ob- 
tained and  these  are  accompanied  by  signs 
and  symptoms  suggestive  of  neoplasia,  an- 
other plan  of  attack  is  necessary.  Here  the 
cytologic  smears  are  repeated  at  once. 
Should  the  repeat-smears  be  positive,  an  or- 
derly plan  of  investigation  must  follow 
which  I shall  discuss  in  a moment.  Even 
though  the  repeat-smears  are  negative  one 
still  must  investigate  further  because  of  the 
suggestive  signs  and  symptoms.  If  an  ap- 
parent lesion  is  present  on  the  cervix  one 
might  biopsy  this  in  the  office.  If  invasive 
cancer  is  found,  therapy  may  follow  without 
further  study.  Should  this  biopsy  show  no 
malignancy  or  carcinoma-in-situ,  further 
investigative  procedures  must  still  be  done, 
since  on  the  one  hand  it  is  possible  that  the 
biopsy  did  not  include  the  area  producing 
the  symptoms  and  on  the  other  hand  where 
carcinoma-in-situ  is  discovered  invasiveness 
must  be  decided.  Here  a larger  mass  of  tis- 
sue must  be  carefully  studied  and  therefore 
a cold-knife-cone  specimen  is  taken  from  the 
cervix  as  a hospital  procedure.  To  prevent 
the  possibility  of  missing  an  endometrial 
lesion  a curettage  is  also  done  at  this  time. 
Should  the  histologic  studies  be  negative 
the  clinician  may  be  reasonably  certain  that 
no  malignancy  exists  at  the  present  time 
and  recommend  a cytologic  smear  in  six 
months. 

I think  it  is  important  at  this  point  to 
state  that  the  clinician  must  be  sure  that  the 


cone  specimen  which  he  has  submitted  to  the 
pathologists  is  properly  investigated.  It  is 
not  enough  that  one,  two,  three,  or  four 
areas  be  taken  from  the  cone  for  study  un- 
less these  reveal  invasive  carcinoma.  In 
some  instances,  especially  where  there  is  a 
positive  smear  or  carcinoma-in-situ,  many 
sections  must  be  taken  from  the  specimen 
once  it  is  cut  and  blocked  to  be  sure  that  no 
small  area  of  invasive  carcinoma  is  missed. 
This  can  be  an  expensive  procedure  and  ade- 
quate remuneration  must  be  sought  for  the 
pathologist  so  that  he  can  afford  to  do  the 
job  well. 

Regardless  of  symptoms  or  signs,  when 
one  encounters  a patient  upon  whom  a sus- 
picious  or  positive  cytologic-smear  is  re- 
ceived thorough  study  must  follow.  A four 
quadrant  biopsy  might  immediately  be  done 
in  the  office  whether  a lesion  is  present  or 
not.  This  might  save  time  and  money,  but 
of  course,  is  only  of  value  if  invasive  malig- 
nancy is  found.  If  this  study  is  negative  or 
reveals  carcinoma-in-situ  then  a cone  speci- 
men must  still  be  obtained  and  thoroughly 
studied.  As  before,  a dilatation  and  curet- 
tage is  also  done.  Should  no  malignancy  be 
found  the  smears  should  be  repeated  in 
three  months. 

It  is  realized  that  not  all  of  the  problems 
which  we  encounter  are  easily  solved  after 
the  preceding  techniques  are  carried  out.  A 
complexity  of  situations  may  present  them- 
selves after  the  pathologic  specimens  are 
examined.  A few  of  the  outstanding  prob- 
lems deserve  some  discussion. 

A positive  cytology-smear  followed  by 
negative  histologic  report  is  most  perplex- 
ing. Several  obvious  possibilities  must  be 
considered : 

1.  The  cytology-smear  was  in  error. 

2.  The  positive  area  was  not  included 
in  the  biopsy  or  curettage. 

3.  The  pathologic  specimen  may  not  have 
been  adequately  examined. 

One  should  re-examine  the  smears,  and  if 
they  are  definitely  positive  the  clinician 
should  discuss  the  problem  with  the  patholo- 
gist so  that  more  tissue  may  be  cut  if  not 
already  adequately  examined.  A repeat- 
smear  should  be  done  and  if  now  negative, 
one  may  assume  that  the  original  study  com- 
pletely removed  the  lesion  and  ought  to  be 
found  in  those  tissues.  Should  further  study 
be  fruitless,  then  regular  smear  examina- 
tions at  three  month  intervals  should  follow. 
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If  the  smear  at  a later  date  becomes  posi- 
tive, then  a repeat  pathologic  examination 
should  be  done. 

A positive  cytologic  report  followed  by  a 
positive  histologic  examination  may  reveal 
either  carcinoma-in-situ  or  invasive  car- 
cinoma. Real  problems  arise  when  this  situ- 
ation is  further  compounded  by  pregnancy. 
A similar  dilemma  may  be  presented 
where  the  patient  is  young  and  desirous  of 
having  children.  Carcinoma-in-situ  is  a 
low  grade  malignancy.  To  make  this  diag- 
nosis, adequate  study  of  the  cone  specimen 
must  rule  out  areas  of  invasion.  A patient 
who  is  pregnant  may  be  carried  to  term 
with  this  lesion,  since  it  is  slow  in  its 
growth.  We  think  these  patients  should  be 
delivered  by  cesarean  section,  followed  with 
smears,  re-investigated  again  after  the 
pregnancy,  and  adequately  treated.  A wide 
conization  or  cervical  amputation  may  be 
adequate  therapy  for  the  young,  while  older 
patients  may  best  be  treated  by  total  hyster- 
ectomy. We  do  not  feel  that  bilateral 
oophorectomy  is  necessary.  Postoperative 
followup  smears  will  attest  to  the  effective- 
ness of  the  therapy. 

A pregnant  patient  with  invasive  carcino- 
ma is  another  problem  and  demands  imme- 
diate therapy.  The  grave  hazards  of  the 
disease  should  be  squarely  presented  to  the 
patient,  and  one  might  consent  to  delay 
treatment  for  a month  or  two  if  she  is  near 
term.  A cesarean  section  should  be 
planned  just  as  soon  as  viability  of  the  child 
is  certain  and  radiation  therapy  started  at 
once. 

Other  problems  may  be  encountered,  and 
each  must  be  dealt  with  individually.  It  is 
very  important  to  keep  the  patient  informed 
of  the  problem,  and  your  plan  of  attack  as 
well,  so  that  cooperation  is  maintained. 
However,  since  we  all  are  well  aware  of  hu- 
man frailty,  a file  should  be  kept  so  that 
these  patients  may  be  reminded  of  their 
necessary  appointments. 

By  way  of  summary  several  points  may 
be  emphasized: 

1.  Papanicolaou  smears  should  be  done 
routinely. 

2.  The  physician  must  thoroughly  un- 
derstand the  cytologist’s  report. 

3.  Adequate  pathological  studies  must  be 
done. 

4.  Therapy  should  not  be  instituted  on 
the  strength  of  the  smears  alone. 


5.  Carcinoma-in-situ  obtained  from  a 
simple  biopsy  specimen  requires  that 
a cold-knife-cone  be  taken  from  the 
cervix  and  meticulously  studied  to 
rule  out  invasive  cancer. 

6.  Carcinoma-in-situ  is  a surgical  dis- 
ease, and  in  some  instances  may  be 
cured  by  minor  surgical  procedures. 

Now  what  of  cancer  of  the  endometrium? 
Here  we  have  no  specific  cytologic  test  upon 
which  we  can  depend.  It  is  true  that  a 
small  percentage  of  these  cancers  can  be 
picked  up  by  the  cervical  cytology  test, 
especially  where  there  is  a large  amount  of 
exfoilation.  There  is  no  simple  test  yet 
available  which  can  be  applied  routinely,  so 
that  we  can  sort  out  those  patients  who  need 
to  be  further  studied.  We  need  something 
simple  and  yet  accurate  that  the  patient  can 
tolerate  in  the  office  and  be  safe  from  the 
standpoint  of  infection  and  injury.  Of  con- 
cern, too,  is  the  cost  of  this  procedure.  It 
must  be  low  enough  so  that  it  can  be  repeat- 
ed without  economic  concern.  Cost-wise, 
this  cannot  be  said  of  the  time  honored  dila- 
tation and  curettage  which,  when  applied  in 
the  ordinary  manner,  is  quite  expensive. 

The  patients  who  require  study  are  all 
those  who  have  irregular  bleeding,  exces- 
sive menstrual  bleeding,  spotting  between 
periods  and  after  coitus,  postmenopausal 
bleeding,  or  watery,  colored  or  odoriferous 
discharge.  May  I digress  here  for  one  mo- 
ment to  make  a few  comments  about  colored 
discharge  and  odor.  All  colored  discharge 
whether  it  be  yellow,  brown,  black  or  red 
is  due  to  blood.  The  amount  present  and 
the  length  of  time  since  its  emergence  from 
the  blood  stream  is  what  accounts  for  these 
variations.  Odor  is  due  to  decomposition 
of  blood  unless  it  comes  from  fecal  material 
or  urine.  Now,  not  all  of  the  bleeding 
comes  from  the  endometrium;  sometimes  it 
may  come  from  the  vagina  or  cervix,  so  one’s 
observations  must  be  directed  to  these  areas 
also. 

We  have,  then,  a fairly  large  group  of  pa- 
tients who  should  be  studied  for  the  pos- 
sibility of  early  endometrial  cancer.  Not 
many  of  these  will  have  a malignancy,  espe- 
cially the  younger  ones.  What  we  are  try- 
ing to  do  is  to  uncover  the  disease  early  so 
that  a cure  may  be  expected.  Don’t  treat 
them  with  hormones  first  “just  to  see”! 
Some  cancers  will  stop  bleeding  tempor- 
arily with  many  kinds  of  medication  or  with 
none  at  all. 
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If  we  agree  that  the  aforementioned  pre- 
mise is  correct,  then  we  must  do  a curettage. 
Not  all  patients  will  readily  agree  to  a period 
of  hospitalization  for  this  purpose.  There- 
fore, we  must  with  great  care  explain  the 
necessity  and  importance  of  this  study  and 
do  all  in  our  power  to  keep  the  period  of  hos- 
pitalization to  a minimum  and  the  cost  non- 
prohibitive. One  or  two  days  of  hospital- 
ization should  be  sufficient.  The  surgeon 


INVESTIGATIVE  PROCEDURES 
OF  VAGINAL  AND 

DIAGNOSIS  OF  CAX< 


might  even  reduce  his  fee  since  the  time  re- 
quired to  accomplish  this  procedure  is 
negligible. 

Early  accurate  diagnosis  can  then  be  ex- 
pected more  frequently,  and  the  cure  rate 
for  this  disease  increased. 

The  following  outline  may  be  helpful  and 
serves  as  an  outline,  so-to-speak,  of  the 
main  points  stressed  in  this  discussion: 


FOLLOWING  CYTOLOGIC  STUDY 
CERVICAL  SMEARS 

ER  OF  THE  UTERUS 


NEGATIVE  CYTOLOGY 
(No  Suggestive  Symptoms  or  Signs) 

l 

REPEAT  SMEARS  ANNUALLY 


NEGATIVE  CYTOLOGY 
(Suggestive  Symptoms  or  Signs) 


Apparent  Lesion  

biopsy  the  lesion 
(office  procedure) 

v 

biopsy  negative 

V 

cold  knife  cone 
biopsy  and  I).  & C. 
(hospital  procedure; 

A 

biopsies  negative  biopsy  positive 
repeat  smears  in  treat  as  indicated 
<>  months 


No  Apparent  Lesion 
cold  knife  cone 
biopsy  and  I).  & C. 
(hospital  procedure) 


A 

biopsies  negative  biopsy  positive 
repeat  smears  in  treat  as  indicated 
li  months 


REPEAT  SMEARS  IMMEDIATELY 


POSITIVE  CYTOLOGY 
(Regardless  of  Signs  or  Symptoms) 


Apparent  Lesion  

biopsy  the  lesion 
(office  procedure) 

v 

biopsy  negative 

v 

cold  knife  cone 
biopsy  and  D.  & C. 

(hospital  procedure) 

A 

biopsies  negative  biopsy  positive 
repeat  smears  in  treat  as  indicated 
3 months 


YNo  Apparent  Lesion 
4-(|uadrant  (office)  or 
cold  knife  cone  biopsy 
and  D.  & C.  (hospital 
procedure) 


A 

biopsies  negative  biopsy  positive 
repeat  smears  in  treat  as  indicated 
(>  months 
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TREATMENT  of 

Colles  Fracture* 


Fracture  statistics  list  the 
radius  as  the  bone  most  fre- 
quently injured.  In  turn,  the 
commonest  fracture  of  the  radius  is  “one 
and  one-half  inches  above  the  wrist  joint” 
level,  as  originally  described  by  Abraham 
Colies  in  1814.  Because  of  the  frequency  of 
this  fracture,  all  physicians  encounter  this 
particular  injury.  Many  methods  of  treat- 
ment are  described  and  each  has  its  advo- 
cates. Each  method  has  certain  technical 
features,  advantages,  a n d disadvantages, 
with  which  the  advocates  of  that  method 
must  be  familiar.  For  a “How  I do  it”  sym- 
posium directed  at  treatment  of  Colies’  frac- 
ture, only  one  method  will  be  described. 

As  Colies’  original  description  antedated 
the  X ray,  the  extent  of  fracture  of  the  ra- 
dius and  of  the  ulna  was  not  specifically 
known.  It  is  logical  to  assume  that  many  of 
his  original  patients  must  have  involved  the 
ulna  to  a varying  degree  in  addition  to  the 
known  fracture  of  the  radius,  producing 
the  typical  “silver  fork  deformity.” 


W.  R.  HAMSA,  M.D. 
Omaha,  Nebraska 


The  “silver  fork”  deformity  of  the  wrist 
is  a result  of  dorsal  displacement  of  distal 
radial  fragments  secondary  to  the  force  of 
a fall  on  outstretched  hand  (fig.  1).  Pre- 
sumably this  hand  is  in  pronation.  Comminu- 
tion is  almost  invariably  present.  Both 
radio-carpal  and  distal  radio-ulnar  joints  are 
deranged.  To  obtain  best  realignment, 
anesthesia,  either  local  or  general,  traction, 
and  manipulation  are  necessary  regardless 
of  method  of  treatment.  Fixation  of  the 
reduced  fractures  by  plaster  maintains  this 
realignment  or  reduction  until  bone-healing 
is  present. 

Bohler  described  his  method  of  treatment 
in  1929. 1 An  assistant  applied  traction  to 
the  patient’s  thumb  and  fingers  against 
counter  traction  to  the  flexed  elbow.  A 
minor  variation  consists  of  thumb  and  fin- 

*Presented  at  the  University  of  Nebraska  College  of  Medi- 
cine Trauma  Day,  May  14,  1962. 
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ger  traction  with  a hand  trap  suspended  to 
an  overhead  frame,  elbow  flexed  to  right 
angle,  arm  horizontal  over  the  edge  of  the 
table.  Counter  traction  is  added  by  means 
of  a sling  loop  over  the  anterior  surface  of 
lower  humerus,  extending  to  the  surgeon’s 
foot  a few  inches  off  the  floor.  In  this  man- 
ner, either  gentle  or  heavy  traction  is  ap- 
plied in  the  longitudinal  axis  of  the  radius 
by  the  surgeon  himself  stepping  down  on  the 
loop.  Under  traction,  the  deformity  gradu- 
ally diminishes.  When  length  is  reestab- 
lished, the  fragments  are  manipulated  into 
the  desired  position  requiring  dorsal  pres- 
sure on  lower  radial  fragment  and  volar 
pressure  on  the  lower  end  of  proximal  frag- 
ment (fig.  2).  Extreme  flexion  and  ulnar 
deviation  are  not  necessary  if  a snug  cas; 
over  light  padding  is  applied.  Although 
these  extremes  retain  reduction  very  effi- 
ciently, this  position  markedly  limits  the 
active  use  of  the  hand  and  thus  rapidly  pro- 
duces joint  contractures.  A position  of  20 
ulnar  deviation,  midway  between  extremes 
of  pronation  and  supination,  will  hold  the 
majority  of  Colles’  fractures.  Should  ex- 
treme flexion,  pronation,  and  ulnar  devia- 
tion be  necessary  to  control  the  fragments, 
it  should  be  released  for  a more  extended 


position  within  ten  days  in  any  patient  over 
50  years  of  age. 

An  intact  cast  is  a circulatory  hazard, 
hence  it  should  be  split  on  the  mid-volar  as- 
pect to  the  humb  opening.  It  is  trimmed  to 
allow  free  metacarpophalangeal  joint  mo- 
tion of  all  fingers  and  of  thumb  for  apposi- 
tion. A common  error  is  trimming  the  cast 
to  the  level  of  the  web  between  the  fingers; 
this  will  restrict  proper  finger  flexion,  as 
the  metacarpal  heads  are  at  the  level  of  the 
distal  palmar  crease  which  must  represent 
the  lower  volar  edge  of  cast. 

When  severe  comminution  is  present,  the 
short  cast  is  extended  above  the  elbow  held 
at  right  angles  after  X-ray  study  demon- 
strates good  reduction  at  the  wrist.  This  ex- 
tension will  limit  movements  of  pronation 
and  supination  and  serves  as  counter  trac- 
tion to  the  wrist  traction  force  applied  by 
cast  well  molded  over  radial  styloid  level. 

The  commonest  complication  of  wrist 
fractures  is  stiffness  of  joints  of  hand  and 
of  shoulder.  Postoperative  treatment  must 
therefore  stress  immediate  active  use  of  all 
digits  as  well  as  putting  the  shoulder  joint 
through  its  normal  range  many  times  daily. 
The  prevention  of  contractures  is  much  more 


Figure  2 
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Figure  3 


Figure  4 
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efficient  than  their  late  treatment;  it,  how- 
ever, requires  constant,  patient  encourage- 
ment. 

The  second  common  complication  is  loss 
of  reduction.  In  any  comminuted  Colles’ 
fracture,  slight  loss  of  reduction  is  to  be  ex- 
pected if  the  patient  is  cooperating  in  his 
exercise  routine;  this  loss  is  preferable  to 
rigid  contractures.  Repeat  the  X-ray  study 
at  10  days  following  reduction  (fig.  3).  If 
the  position  appears  compatible  with  a good 
functional  result,  it  is  not  disturbed,  and 
cast-fixation  is  continued  for  six  weeks.  If 
loss  of  reduction  is  more  marked  and  sug- 
gests function  will  be  disturbed,  immediate 
remanipulation  is  indicated;  it  is  almost 


impossible  to  change  the  position  of  frag- 
ments by  closed  methods  in  a 14-day-old 
Colies’  fracture.  The  problem  fracture 
showing  tendency  to  displacement  at  this 
stage,  particularly  if  the  ulna  is  also  frac- 
tured (fig.  4),  is  efficiently  controlled  by 
skeletel  fixation.  Pins  inserted  through  the 
base  of  metacarpals  two  to  five  and  through 
the  olecranon  maintain  fixed  traction  and 
counter-traction  after  the  hand  traction  is 
released  (fig.  5). 
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“Previous  to  the  discovery  of  vaccination,  very  few  escaped 
small-pox.  It  was  estimated  than  ten  per  cent  of  all  the  deaths 
resulted  from  this  disease.  Of  those  that  recovered  nearly  all  were 
more  or  less  disfigured,  and,  in  many  instances,  in  a most  shocking 
manner.  For  these  reasons,  it  was,  in  the  estimation  of  the  people, 
a more  terrible  evil  than  all  the  other  diseases  combined.  (From: 
“Vaccination  in  America”  by  Horace  Chapin,  M.D.,  printed  in  the 
“Proceedings  of  the  Nebraska  State  Medical  Society,”  Fifteenth 
Annual  Session,  May  22,  23,  and  24,  1883,  p.  63.) 
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CHANGING  CONCEPTS  in  the 

Treatment  of 
Middle  Ear  Problems* 

Acute  Purulent  Otitis  Media 


OUR  first  consideration  in  dis- 
cussing the  changing  concepts 
in  the  treatment  of  middle  ear 
problems  should  be  the  commonest  ear  dis- 
ease of  them  all,  acute  purulent  otitis  media. 
This  entity  has  responded  so  readily  to 
treatment  with  antibiotics  and  chemother- 
apy that  the  new  generation  of  medical  men 
will  find  it  hard  to  picture  the  complica- 
tions which  used  to  occur  so  commonly. 
Acute  mastoiditis  and  its  complications  are 
rarely  seen  today.  Acute  purulent  otitis 
media  responded  to  nonsurgical  measures 
so  readily  during  the  last  decade  that  most 
otologists,  general  practitioners,  and  pedia- 
tricians found  it  unnecessary  to  even  per- 
form myringotomies  on  these  ears. 

During  the  last  few  years  it  has  become 
apparent  to  many  otologists  that  there  has 
been  a large  increase  in  the  number  of  pa- 
tients exhibiting  a conductive  hearing  loss 
following  one  or  several  attacks  of  acute 
otitis  media.  The  feeling  has  begun  to 
spread  through  the  otological  group  that 
these  cases  were  probably  secondary  to  post- 
infectious  effusions.  It  is  now  felt  that 
these  effusions  should  be  released  from  the 
middle  ear  either  during  or  soon  after  the 
acute  phase  of  the  disease,  by  a myringot- 
omy. 

Evacuation  of  the  middle  ear  is  now  com- 
monly recommended  in  any  and  every  case 
which  shows  any  signs  of  conductive  hear- 
ing loss  following  acute  otitis  media.  The 
reason  for  this  recommendation  is  quite 
simple.  Studies  have  shown  that  secretion 
in  the  middle  ear  is  not  present  normally. 
When  secretions  are  deposited  during  an 
acute  infection,  they  are  commonly  evacu- 
ated through  the  eustachian  tube.  However, 
frequently,  the  secretion  is  quite  thick,  and 
it  fails  to  be  evaluated  but  persists.  If  it  is 
not  evacuated,  it  ultimately  leads  to  fibrous 
fixation  of  the  ossicular  chain,  an  irreversi- 
ble and  unnecessary  change  which  can  result 
only  in  permanent  conductive  deafness. 

Since  myringotomy  has  fallen  out  of  favor 


OSCAR  CARP.  M.D. 
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for  many  years,  the  recommendation  that  it 
be  employed  again  gives  us  the  responsibil- 
ity of  discussing  the  technique  now  in  com- 
mon usage.  We  shall  do  this  when  we  dis- 
cuss the  next  condition  which  seems  to  be 
treated  solely  with  myrinotomy  and  aspira- 
tion of  the  middle  ear. 

Secretory  Effusions  in  Middle  Ear 

There  has  been  such  a large  increase  in 
the  number  of  cases  of  middle  ear  effusions 
in  both  children  and  adults  in  the  last  few 
years  that  otologists  are  hard  pressed  to 
give  this  condition  a universal  label.  It  has 
been  called  acute  serous  otitis  media,  acute 
non-suppurative  otitis  media,  acute  catar- 
rhal otitis  media,  and  secretory  exudative 
otitis  media.  They  all  describe  the  same 
condition. 

The  etiology  of  this  condition  is  still  un- 
clear. Infections  and  allergy  are  the  com- 
monest agents  thought  to  initiate  this  dis- 
ease. In  most  cases  investigators  have  been 
able  to  demonstrate  only  an  occasional 
eosinophile  in  the  secretions  they  have 
studied.  Bacteria  have,  on  occasion,  been 
cultured,  from  these  secretions,  but  only  in 
certain  types  of  effusion  and  rarely  in  the 
secretory  effusions  we  are  discussing  here. 

Acute  and  chronic  secretory  otitis  media 
has  become  the  most  common  cause  of  hear- 
ing impairment  in  childhood  today.  Its  dis- 
covery in  adults  has  been  reported  so  ex- 
tensively of  late  that  one  wonders  if  the 
condition  resembles  other  epidemic  dis- 
eases. 

The  diagnosis  is  not  simple  and  the  find- 
ings are  extremely1  variable.  However,  a 
history  of  hearing  loss  and  tinnitus  in  one 
or  both  ears  after  a very  mild  or  almost 

*Prescnted  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session.  November,  1961. 
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transient  upper  respiratory  infection  is 
very  common.  Examination  of  the  tym- 
panic membranes  may  reveal  fluid  levels 
and  bubbles  behind  the  tympanic  membrane. 
The  diagnosis  in  these  cases  is  clear  cut.  In 
the  majority  of  cases,  however,  examination 
of  the  tympanic  membrane  is  unrewarding. 
The  changes  are  not  very  apparent  even  to 
the  trained  eye.  In  most  cases  a diagnostic 
inflation  of  the  eustachian  tube  is  usually 
followed  by  diagnostic  aspirations  of  the 
middle  ear.  This  procedure  can  be  carried 
out  by  local  anesthesia  in  adults,  but  must 
be  done  under  general  anesthesia  in  children. 
A positive  aspiration  of  fluid  from  the  mid- 
dle ear  is  an  indication  for  evacuating  this 
fluid  at  once. 

In  the  past  it  seems  that  many  of  these 
ears  could  be  treated  with  conservative 
measures  such  as  repeated  pollitzeri nations. 
Experience  has  now  shown  us  that  the  best 
treatment  is  the  evacuation  of  this  fluid 
through  myringotomy  and  pollitzerization. 
In  this  way  we  are  assured  that  the  middle 
ear  has  been  completely  evacuated.  This 
procedure  should  be  repeated  as  often  as 
necessary  to  insure  an  air-filled  ear.  Unless 
this  is  done  often  enough  to  insure  a dry 
middle  ear,  the  restitution  of  normal  mu- 
cosa in  this  middle  ear  is  almost  impossible. 

Our  procedure  now  in  the  treatment  of 
these  cases  is  to  do2  diagnostic  aspirations 
whenever  we  feel  there  is  fluid  in  the  mid- 
dle ear  cavity.  The  presence  of  fluid  in  the 
middle  ear  frequently3  results  in  a double 
myringotomy.  One  opening  is  made  along 
the  posterior  inferior  quadrant  of  the  tym- 
panic membrane  with  a second  opening  sev- 
eral millimeters  superior  to  the  initial  open- 
ing. Suction  is  then  applied  to  the  lower 
opening  and  the  fluid  from  the  middle  ear 
is  gently  removed. 

When  one  or  several  repeated  myringot- 
omies with  pollitzerization4  do  not  result  in 
a cessation  of  the  recurrence  of  fluid,  it  may 
become  necessary  to  encourage  the  continued 
evacuation  of  fluid  through  indwelling  poly- 
ethylene tubes.  These  tubes  are  kept  in  place 
for  several  days  when  necessary.  In  rare 
instances  the  recurrence  of  fluid  in  the  mid- 
dle ear  is  the  result  of  a serous  mastoiditis. 
This  may  call  for  an  endaural  mastoidec- 
tomy to  ventilate  this  cavity.  There  are  an 
increasing  number  of  these  cases  appearing 
in  the  literature  at  present. 

The  reason  so  much  attention  must  be 
given  to  this  condition  is  the  fact  that  pro- 


longed encapsulation  of  this  fluid  in  the 
middle  ear  ultimately  leads  to  fibrous  fixa- 
tion of  the  ossicular  chain.  This  is  usually 
accompanied  by  necrosis  of  the  lenticular 
process  of  the  incus,  a critical  region  in  the 
ossicular  chain.  The  lenticular  process 
easily  undergoes  necrosis  because  of  circu- 
latory deficits  brought  about  by  chemic  in- 
fection and  fibrosis.  The  ensuing  separa- 
tion of  the  incus  from  the  stapedial  capitu- 
lum  produces  an  immediate  permanent  dis- 
ruption of  the  ossicular  chain.  It  is  im- 
portant, therefore,  not  to  look  benignly  up- 
on this  fluid-problem  and  not  to  let  it  per- 
sist for  any  significant  duration. 

Surgical  Treatment  of  Chronic  Otitis  Media 

One  of  the  most  exciting  changes  in  our 
treatment  of  middle  ear  problems  has  been 
the  new  concept  of  tympanoplasty5  as  a guide 
to  our  treatment  of  chronic  otitis  media. 
This  new  development  involves  the  use  of 
ear-surgery  to  remove  chronic  disease  from 
the  middle  ear  and  to  reconstruct  these  mid- 
dle ears  for  improvement  of  hearing  after 
the  disease  has  been  eradicated. 

In  these  surgical  reconstructions  of  the 
middle  ear,  an  attempt  is  made  to  recreate 
an  air-containing  middle  ear  space  which 
will  transmit  sound  energy  to  the  oval  win- 
dow utilizing  the  intact  components  of  the 
ossicular  chain.  Essential  prerequisites  for 
this  type  of  surgery  are  good  bone  conduc- 
tion levels  and  a patent  eustachian  tube. 

The  simplest  type  of  chronic  otitis  media 
which  offers  the  best  result  in  the  restora- 
tion of  hearing  is  in  the  ear  having  a per- 
manent perforation  of  the  tympanic  mem- 
brane associated  with  a quiescent  infection. 
In  these  cases,  the  ossicular  chain  is  most 
frequently  intact.  The  hearing  loss  is  con- 
ductive in  character,  and  the  bone  conduc- 
tion hearing  has  not  been  impaired.  The 
placement  of  a skin  or  vein  graft  over  the 
perforation  will  usually  result  in  much  im- 
provement of  hearing.  These  repairs  are 
usually  lasting  because  they  are  made  in  the 
absence  of  any  active  infection. 

The  presence  of  active  infection  in  many 
cases  of  chronic  otitis  media  results  in  some 
interference  with  or  destruction  of  the  os- 
sicular chain  as  well  as  permanent  pei-fora- 
tion  of  the  tympanic  membrane.  In  these 
cases  the  operation  to  eradicate  the  disease 
must  be  conducted  in  such  a fashion  that  a 
foundation  for  reconstructive  ear  surgery 
can  be  organized  as  the  second  stage  of  the 
operation. 
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The  first  stage  of  the  treatment  for 
chronic  otitis  media  is  to  determine  the  bac- 
terial flora  present.  When  these  organisms 
are  sensitive  to  antibiotics  or  to  chemother- 
apy, an  attempt  is  made  to  secure  a dry 
middle  ear  before  operation. 

Very  frequently  this  cannot  be  done. 
Surgery  then  is  carried  out  with  the  micro- 
scope to  rid  the  middle  ear  of  all  granula- 
tion tissue  which  acts  as  a breeding  area  for 
these  organisms.  Most  of  this  surgical  pro- 
cedure is  carried  out  through  endaural  meth- 
ods, but  postauricular  procedures  are  still 
very  effective  in  the  hands  of  many  good 
otological  surgeons. 

The  reconstructive  work  begins  when  the 
middle  ear  is  clean.  Where  the  ossicles  are 
still  intact,  a new  tympanic  membrane  is 
built  of  skin  or  vein  grafts.  New  ossicles 
are  frequently  created  of  polyethylene  tub- 
ing or  platinum  wire  whenever  it  is  neces- 
sary to  build  a conductive  chain  from  the 
tympanic  membrane  to  the  oval  window.  In 
some  cases,  the  new  tympanic  membrane 
may  be  laid  over  the  membrane  of  the  oval 
window  and  no  ossicles  are  necessary  to 
conduct  the  sound  waves  through  the  middle 
ear  for  effective  hearing.  In  many  cases 
where  the  destruction  of  the  tympanic  mem- 
brane and  of  the  ossicles  is  complete,  a new 
window  may  be  created  in  the  horizontal 
semicircular  canal  and  the  skin  or  vein 
grafts  can  be  used  to  form  a small  enclosed 
air  space  which  will  act  as  the  conductive 
mechanism.  This  operation  was  originally 
made  in  the  bypass  treatment  of  fixed  stapes 
in  cases  of  advanced  otosclerosis  around  the 
oval  window. 

Surgical  Treatment  of  Advanced 
Otosclerosis 

Probably  the  most  exciting  advance  in 
our  newer  concepts  in  the  treatment  of 


middle  ear  problems  is  concerned  with  the 
newer  operations  we  now  perform  for  the 
treatment  of  conductive  deafness  in  ad- 
vanced cases  of  otosclerosis. 

Today  this  surgery  has  progressed  from 
the  simple  operation  for  mobilization  of  the 
stapes  to  the  removal  of  the  diseased  stapes 
and  its  footplate  from  the  oval  window. 
The  total-stapedectomy  operation  is  carried 
out  under  local  anesthesia,  generally.  It  is 
always  done  with  the  Zeiss  binocular  oper- 
ating microscope.  The  surgeon  has  a great 
opportunity  to  remove  not  only  the  diseased 
stapes  footplate,  but  all  other  bone  around 
the  oval  window  which  may  present  otos- 
clerotic  changes. 

The  reconstructive  phase  of  this  opera- 
tion involves  the  placement  of  a vein  graft 
from  the  hand  over  the  newly  opened  oval 
window.  A prosthesis  is  then  substituted 
for  the  stapes  to  complete  the  ossicular 
chain.  Sound  can  once  again  be  transmit- 
ted through  the  tympanic  membrane  via  the 
ossicles  to  the  newly  opened  oval  window. 

The  great  increase  in  the  number  of  suc- 
cessful restorations  of  hearing  in  otosclerot- 
ic  patients  reported  by  the  great  number  of 
men  now  practicing  this  procedure  is  proof 
that  we  have  advanced  another  step  in  our 
understanding  of  middle  ear  disease. 
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SPECIAL  ARTICLE  : 


Community  Health  Problems 

II.  An  Investigation  Into  the  Identification  of 
Public  Health  Problems  by  Various 
Professional  and  Nonprofessional  Groups 
In  the  City  of  Omaha* 


Introduction 

THE  need  for  identification  of 
public  health  problems,  exist- 
ing procedure  employed  in  the 
process,  availability  of  resources,  and  pro- 
fessional participation  have  been  discussed 
in  a previous  paper  (Lyman-Majors  “Iden- 
tification”). Reasons  have  been  presented 
for  cooperative  community  effort  in  problem 
identification. 

The  professionals  now  engaged  in  public 
health  work  are  schooled  to  recognize  the 
health  problems  of  the  community.  They 
readily  admit  the  growing  need  for  closer 
communication  with  the  community  in  plan- 
ning and  executing  health  programs. 
Through  interviews  with  the  health  leaders 
of  the  community  it  was  found  that  each 
could  list  without  hesitation  the  leading 
health  problems  in  his  particular  area  of 
interest. 

Purpose 

The  purpose  of  this  investigation  was  to 
ascertain  what  professional  and  nonprofes- 
sional groups  considered  the  major  public 
health  problems  confronting  the  City  of 
Omaha. 

Procedures  for  Obtaining  Data 

To  gain  the  answer  to  the  questions  as  to 
who,  why,  and  how  public  health  problems 
were  being  identified  by  the  people  in  the 
community,  it  was  decided  to  attack  it  from 
two  directions. 

First,  a “grass  roots”  sampling  was  made 
of  the  community.  To  do  this,  six  groups 
were  selected,  each  representing  a different 
socio-economic  level  and  each  representing 
a different  area  of  the  city.  Members  of  the 
groups  were  not  forewarned  and  were  not 
hand-picked.  Instead,  one  individual  mem- 
ber of  each  group  was  asked  to  invite  a 
group  of  his  or  her  friends  for  coffee  or 
luncheon  at  a particular  time  and  place  for 
a discussion  of  health  matters  of  general 
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public  concern.  In  the  actual  discussion 
which  followed  at  these  meetings,  a staff 
member  of  United  Community  Services 
skilled  in  leading  group  discussions  guided 
the  group  through  various  questions.  These 
questions  had  previously  been  decided  upon 
by  a panel  representing  the  health  depart- 
ment, a social  worker,  a fund-raising  ex- 
pert, and  a layman.  Previous  to  starting  the 
discussion,  cards  were  distributed  to  all 
members  of  the  group  asking  them  to  list 
what  they  considered  were  three  of  the 
leading  health  problems  and  their  causes.  In 
addition,  a limited  amount  of  personal  in- 
formation was  requested,  such  as  age,  oc- 
cupation, educational  level,  and  size  of  fam- 
ily. This  information  did  not  include  the 
name. 

The  cards  were  gathered  up  prior  to  dis- 
cussion and  no  questions  were  answered  by 
the  team  members  regarding  public  health 
until  the  end.  The  groups  were  encouraged 
to  discuss  freely  and  informally  any  mat- 
ters relating  to  health.  An  attempt  was 
made  to  determine  the  group’s  awareness 
and  identification  of  public  health  prob- 
lems, where  they  received  their  information, 
and  what  actions  they  initiated  in  controlling 
or  combating  a public  health  problem.  To 
start  discussion,  each  group  was  asked  to 
work  out  a definition  of  “Health”  acceptable 
to  the  group. 

•A  community  research  study  made  possible  through  the 
Ak-Sar-Ben  scholarship  in  public  health  and  preventive 
medicine. 
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Second,  a similar  “sounding  out”  of  the 
professions  of  Medicine,  Dentistry,  and 
Nursing  was  undertaken.  To  do  this  the 
aid  of  the  officers  of  the  Dental  Society, 
Nursing  Association,  and  Medical  Society 
of  this  area  was  elicited.  A letter  was 
mailed  by  the  respective  organizations  to 
each  member  stating  the  organization  had 
been  asked  to  participate  in  a community 
study  of  the  major  health  problems  in  Oma- 
ha. A return  card,  similar  to  the  ones  dis- 
tributed to  the  discussion  groups,  was  mailed 
with  the  letter  on  which  the  individual  was 
asked  to  list  the  three  to  five  major  public 
health  problems  and  their  causes. 

Only  two  other  questions  were  asked  on 
these  cards,  “Type  of  Practice,”  and  “Years 
in  Practice.” 

Results 

The  groups  interviewed  were:  A group 
of  younger  women  and  mothers,  a group  of 
businessmen  and  executives,  a group  of  of- 
fice and  production  workers  in  the  metal 
fabricating  industry,  a second  group  of 
women  and  mothers,  and  two  groups  of  men 


and  women  combined.  While  identified  for 
social  study  purposes  by  numerals,  it  does 
not  affect  this  report  directly  which  group 
was  which.  Therefore,  references  have  been 
extracted. 

Table  1 is  a summary  of  general  informa- 
tion obtained  from  the  group  members 
about  themselves.  The  average  number  of 
items  per  participant  is  calculated  by  add- 
ing the  blanks  used  in  listing  a public 
health  problem  and  dividing  by  the  number 
of  participants.  This  is  a reflection  of 
the  number  of  cards  not  completed  which 
is  also  listed. 

To  secure  a more  accurate  impression  of 
the  groups  regarding  their  awareness  of 
public  health  problems,  responsiveness  and 
willingness  to  cooperate,  ability  to  employ 
logical  solutions,  and  general  attitude  of 
the  group  toward  health  problems,  a com- 
parison of  notes  by  four  individuals  taking 
part  in  the  discussion  as  observers  was 
made  following  the  discussions.  Below  is  a 
tabulation  of  the  combined  opinion  of  each 
group  using  the  specific  items  of  evaluation. 


TABLE  1 


Number  of 

Participants  Sex 


Average 

Age 


Average 

Family 

Size 


Average 
Education 
by  Years 
of  School 


Number 
of  Blank 
Cards 


A verage 
Number 
Items  Pel- 
Participant 


Group  1 

12 

Male 

42* 

3.7 

15.0* 

0 

2.25 

Group  II 

12 

Female 

36 

4.0 

14.7 

2 

1.25 

Group  III 

— -12 

1 Female 
11  Male 

37 

4.0 

12.4 

7 

.83 

Group  IV 

16 

Female 

47 

3.4 

15.5 

0 

1.75 

Group  V 

. . 7 

3 Female 

4 Male 

60 

2.3 

12.0 

3 

1.00 

Group  VI  _ 

. .13 

6 Female 

7 Male 

54 

4.6 

12.6 

9 

.61 

* — Approximately 


TABLE  2 

EVALUATION  OF  DISCUSSION  GROUPS 

Awareness  of  Ability  to  Attitude  Toward 

Ability  to  Public  Health  Reach  Logical  Importance  of 

Define  Health  Problems  Solutions  Health  Problems  Responsiveness  Total 


Group  I _ 

Group  II 
Group  II L 
Group  IV 
Group  V 
Group  VI 

Evaluation  Rating: 

Excellent  — * * * * 
Good  — * * * 

Fair  — * * 

Poor  — * 


* * * * 
* * * 

* * 

* * * * 
V * * 


* * * * 
* * 

* * * 

* * * * 
* * * 


* * * * 
* * 

* * 

* * 

* * 


* * * 
* * * 
* * 

* * * 
* * 


* * * * 

^ ^ 

* s}c 

* * * * 

* * 


19 

13 

11 

18 

12 

5 
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TABLE  3 


EVALUATION  OF  GROUPS 


III 


IV 


VI 


1. 

Ability  to  Discuss  — General  Articulation 

6 

4 

3 

6 

2 

2 

2. 

Willingness  to  Discuss  — Interest 

5 

6 

5 

6 

3 

3 

3. 

Apparent  Visibility  of  Health  in  Community 
to  Group 

4 

6 

5 

5 

3 

2 

4. 

Relationship  Between  Community  Health  and  Selves 

3 

5 

6 

5 

4 

4 

5. 

Focalization  on  Core  of  Problem 

4 

2 

5 

4 

6 

1 

6. 

Uniformity  of  Opinion  as  Related  to  Other  Groups 

4 

4 

3 

4 

1 

3 

7. 

Value  of  Conference  Toward  Identification 
of  Problems 

6 

3 

5 

5 

1 

1 

8. 

Sense  of  Importance  of  Health  Problems  Generally 

4 

4 

3 

5 

5 

2 

9. 

Ability  to  Define  Health 

6 

4 

3 

6 

4 

1 

10. 

Ability  to  Recall  Problems  Made  Public 

4 

3 

4 

5 

1 

3 

11. 

Difficulty  Experienced  in  Drawing  Out 
Complete  Thoughts 

6 

4 

3 

6 

1 

1 

12. 

Sense  of  Group  Responsibility  for  Health  Problems 

2 

1 

4 

5 

0 

6 

13. 

Ability  to  Sense  Relationship  Between  Delegation 
and  Need  for  Personal  Interest. 

4 

3 

5 

6 

1 

2 

14. 

Knowledge  of  Who  Applies  to  Health  Problems  

4 

3 

3 

5 

2 

3 

15. 

Knowledge  of  Current  Planning  for  Meeting  Problems. 

4 

3 

4 

4 

4 

4 

16. 

Utilization  by  Group  of  Opportunities  to 
Discuss  Health  Problems 

4 

3 

5 

2 

1 

2 

17. 

Contact  With  Professional  Opinions 

3 

1 

1 

3 

1 

3 

18. 

Quantitative  Identification  of  Health  Problems 

5 

3 

5 

4 

2 

1 

19. 

Feeling  of  Relationship  Between  Health  and  More 
Abstract  Ideas  Such  as  Emotions  of  Pride,  etc. 

3 

5 

2 

5 

3 

2 

20. 

Sense  of  “Practical”  Approach  to  Problems  Cited 
in  Group  _ _ 

4 

2 

5 

3 

5 

3 

TOTAL 

85 

69 

79 

94 

50 

49 

Positive  Score  — 6 
Negative  Score  — 0 


TABLE  4 
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1 

1 

0 

0 

0 

0 

0 

iM 


Total 16 


Gp.  I ___ 

Gp.  II 1011002110  01000100009 

Gp.  Ill 4011000000  00012000009 

Gp.  IV 0302253102  2000001000  21 

Gp.  V 3001000100  01010000007 

Gp.  VI 0021000101  00200001008 


0 0 


NOTE:  The  total  for  the  20  items  listed  does  not  correspond  to  the  total  number  of  items  listed  by  the  group.  This 
is  due  to  the  fact  that  many  items  were  only  listed  once  by  one  individual.  These  represent  the  20  most  mentioned 
items. 
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An  analysis  of  the  groups  clarifies  dis- 
crepancies which  become  obvious.  Some 
variations  among  the  groups  in  terms  of 
education  and  contact  with  problems  account 
for  some  differences  in  responses.  An  in- 
teresting observation  is  the  striking  uni- 
formity among  the  groups  in  ability  to  de- 
fine health  in  broad  terms,  and  the  positive 
attitude  toward  the  importance  of  health 
matters. 

One  group  near  the  fringe  of  a blighted 
area  appeared  unaware  of  the  problem  of 
environmental  sanitation.  Another  group  in 


the  center  of  an  area  of  substandard  hous- 
ing was  so  overwhelmed  with  the  basic  prob- 
lem that  it  preferred  to  discuss  problems 
with  which  they  felt  they  were  able  to  cope. 

A more  comprehensive  evaluation  of  the 
group  discussions  is  shown  in  table  3. 

Identification  and  awareness  of  public 
health  problems  by  various  groups  can  be 
seen  in  table  4.  This  table  represents  the 
public  health  problems  listed  on  a card  by 
the  individuals  prior  to  the  discussion. 
They  are  ranked  in  order  according  to  the 


TABLE  5 

COMPARISON  OF  IDENTIFICATION  BY  CARD  AND 
AND  BY  DISCUSSION 


Problems*  1 2 3 4 5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

To. 

Number  of  Groups  Identifying  by: 
Card  4 2 2 2 1 

2 

1 

0 

1 

2 

2 

0 

1 

4 

2 

4 

3 

5 

2 

1 

41 

Discussion 5 4 2 1 3 

2 

1 

2 

0 

2 

1 

0 

0 

2 

3 

3 

2 

0 

0 

2 

35 

* — Same  as  Table  4 


TABLE  6 

GENERAL  INFORMATION  OF  PROFESSIONAL  GROUPS 

Avg.  No.  Number 

Number  Number  % of  Items  Listed  of  Blank  Avg.  Time 

of  Cards  of  Cards  Cards  Per  Cards  in 

Mailed  Returned  Returned  Participation  Returned  Practice 


Dental  200  29  14.5  3.3  0 24.2 

Nursing 650  58  8.9  3.9  1 20.1 

Medical  450  65  14.4  3.1  5 14.4 


TABLE  7 

PROBLEMS  LISTED  BY  THE  PROFESSIONAL  GROUPS 


Q 
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09 
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3 

s 

•a 

oi 

c 


CO 

S 

a 

H 

a 

< 

O 

h 


d 

oi 


Dental 5 
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TABLE  8 

THE  FIVE  LEADING  PROBLEMS  BY  PROFESSIONAL  GROUPS 


Rank 

Dental  (D) 

Nursing  (N) 

Medical  (M) 

l 

Tooth  decay 

Communicable  diseases 
(Not  V.D.  or  T.B.) 

Substandard  housing 

2 

Grocery  and  restaurant 
sanitation 

Aged  nursing  home  care 

Rats,  flies,  and  mosquitoes 

3 

Sewage  disposal 

Grocery  and  restaurant 
sanitation 

Mental  illness 

4 

Communicable  diseases 
(Not  V.D.  or  T.B.) 

Substandard  housing 

Venereal  diseases 

5 

Substandard  housing, 
rats,  flies  and 
mosquitoes 

Alcoholism 

Communicable  diseases 
(Not  V.D.  or  T.B.) 

number  of  times  a particular  problem  is 
mentioned.  The  20  items  selected  represent 
those  occurring  the  most  frequently  in  all 
groups  surveyed. 

If  these  same  categories  are  used,  a com- 
parison can  be  made  between  the  identifica- 
tion of  a problem  on  the  card  prior  to  the 
discussion  and  its  later  identification  in  the 
discussion.  This  is  done  by  assigning  a 
value  of  one  to  the  group  for  each  category 
mentioned.  As  can  be  seen  in  tables  4 and 
5 there  is  a slight  discrepancy  between  an 
item  identified  by  card  and  later  by  discus- 
sion. 


The  balance  of  this  study  consists  of  the 
survey  taken  of  professional  groups  engaged 
in  health  work  and  is  summarized  in  the 
following  tables.  Table  6 contains  informa- 
tion on  cards  mailed  and  returned,  items  per 
card  and  average  length  of  practice.  Table 
7 is  comparable  to  table  4 of  the  “grass 
roots”  discussion  groups.  The  same  20  items 
are  listed  but  the  order  varies. 

Table  8 is  a listing  of  the  top  five  prob- 
lems listed  by  each  professional  group. 

In  table  8 only  two  items  appear  among 
' the  five  leading  problems  of  all  three  pro- 
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fessions.  These  are  substandard  housing 
and  communicable  diseases  (not  V.D.  or 
T.B.).  Two  items  appear  in  at  least  two  of 
the  professions.  These  are  rats,  flies,  and 
mosquitoes  (DM)  and  grocery  and  restaur- 
ant sanitation  (DN).  The  other  items  are 
listed  only  under  one  profession.  These 
single  mentioned  items  include  tooth  decay 
(D),  sewage  disposal  (D),  aged  nursing 
home  care  (N),  alcoholism  (N),  mental  ill- 
ness (M),  and  venereal  disease  (M). 

Table  9 is  a comprehensive  comparison  of 
all  groups  surveyed.  In  table  9,  since  the 
number  of  participant  returns  varied  be- 
tween groups,  a base  of  100  returns  is  used 
and  each  group  up-graded  to  show  the  num- 
ber of  responses  to  a particular  problem 
which  would  have  been  recorded  had  all 
groups  consisted  of  100  participants.  This 
again  is  assuming  that  the  same  relative 
percentage  of  answers  would  have  held  true. 

In  conjunction  with  this  study,  and  as  a 
matter  of  interest,  it  was  decided  to  make 
a tabulation  of  the  number  of  times  a public 
health  problem  had  been  brought  to  the  at- 
tention of  the  physicians  of  the  community 
by  the  public  health  department.  To  do  this 
the  monthly  bulletins  of  the  Omaha-Douglas 
County  Medical  Society,  representing  some 
450  physicians,  were  scanned.  Since  the 
Health  Director  serves  on  the  advisory  com- 
mittee of  the  Society,  it  was  relatively  easy 
to  determine  which  items  of  public  health 
mentioned  in  these  bulletins  were  those 
coming  by  way  of  the  public  health  depart- 
ment. 

Of  the  98  items  appearing  before  this  or- 
ganization in  the  past  three  years  (1958-60) 
which  would  be  deemed  of  health  interest  to 
the  public  such  as  the  grocery  store  ordi- 
ance,  civil  defense,  polio  immunization,  and 
nursing  homes,  50  of  these  had  been  brought 
to  the  Medical  Society’s  attention  by  a rep- 
resentative of  the  Health  Department. 

The  following  is  a list  of  the  ten  leading 
health  problems  of  our  community  as  decid- 
ed by  joint  agreement  of  the  experts  in  pub- 
lic health  work. 

Health  Problems  Per  Se 

1.  Substandard  housing. 

2.  Health  education. 

3.  Mental  illness  including  alcoholism. 

4.  Dental  decay. 

5.  Accidents. 


6.  Care  of  aged. 

7.  Communicable  infectious  diseases  in- 
cluding venereal  disease  and  tubercu- 
losis. 

8.  Waste  disposal. 

Administrative  Problems 

9.  Joint  planning  in  health,  including 
identification,  establishing  of  prior- 
ities, development  of  plans  of  execu- 
tion, and  funding. 

10.  Correlation  of  activities  of  health, 
education,  and  welfare  agencies. 

Conclusion 

Though  some  of  the  problems  listed 
might  be  unique  to  the  community  of  Oma- 
ha, most  of  those  problems  would  be  those 
of  any  city  of  comparable  size,  particularly 
if  that  city  is  a rapidly  growing  one  such 
as  Omaha. 

This  report  does  not  imply  that  our  health 
officials  are  not  aware  of  the  problems  list- 
ed by  the  people  of  the  community,  neither 
is  it  an  attempt  to  assign  a priority  to  our 
health  problems;  rather  it  was  designed  to 
function  as  an  aid  in  determining  if  there 
was  an  agreement  among  those  responsible 
for  health  problems,  the  community,  and 
those  striving  to  eliminate  or  prevent  health 
problems.  The  cooperation  and  understand- 
ing of  both  the  people  of  the  community  and 
the  health  workers  is  necessary  in  achieving 
a more  healthy  environment  in  which  to  live. 

This  study  indicates: 

(1)  A real  interest  on  the  part  of  all 
groups  in  health  and  a desire  to  communi- 
cate. 

(2)  Not  all  segments  of  our  community 
are  equally  aware  of  the  health  problems 
which  confront  us,  many  recognizing  only 
those  problems  inherent  in  their  sub-com- 
munity. 

(3)  General  lack  of  communication  be- 
tween professional  and  nonprofessional 
groups. 

(4)  Failure  of  some  to  recognize  more 
important  problems;  others  recognizing  as 
problems  ones  which  have  ceased  to  be  prob- 
lems to  the  community. 

Recommendations 

From  the  analysis  of  the  procedures  and 
data  collected  in  the  course  of  this  study,  it 
is  recommended  that: 
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1.  A plan  be  developed  which  would  per- 
mit opportunity  for  professionals  engaged 
in  community  health  planning  to  commun- 
icate with  membership  of  the  various  pro- 
fessions engaged  in  the  healing  arts. 

2.  A similar  plan  be  developed  which 
would  permit  and  encourage  communication 
with  representatives  of  all  socio-economic 
groups  within  the  community. 

3.  That  such  communication  become  an 
integral  part  of  the  process  whereby  public 
health  problems  become  identified,  placed 
on  a priority  list,  and  attacked  through 
joint  community  effort. 

4.  United  Community  Services  represent- 
ing both  voluntary  and  governmental  health 
and  welfare  agencies,  together  with  the 
Health  Department,  assume  responsibility 
for  implementation  of  these  recommenda- 
tions. 

5.  In  view  of  the  readily  apparent  inter- 
est in  health  among  all  the  groups  inter- 
viewed, and  their  stated  desire  to  work  for 
better  health,  it  is  recommended  that  ways 
and  means  be  found  for  developing  a wider 
base  for  citizen-participation  in  activities 
such  as  those  of  a Health  Council  nature. 

In  fact,  this  study  would  conclude  that 
there  exists  a large  untapped  pool  of  human 
resources  to  work  for  health  that  should 
be  given  the  opportunity  to  progress  into 
productive  activity. 

Summary 

1.  A survey  was  made  of  professional 
and  nonprofessional  groups  to  ascer- 
tain what  groups  considered  to  be 
public  health  problems. 

2.  Number  of  participants  taking  part 


in  this  survey  224 

a.  Nonprofessional  72 

b.  Professional — 

1.  Physicians  65 

2.  Nursing  58 

3.  Dental  29 


3.  The  survey  consisted  of  two  parts: 
a.  A sampling  of  six  different  socio- 
economic groups  from  the  com- 
munity of  Omaha. 


b.  A survey  of  three  professional 
groups  engaged  in  health  work  — 
physicians,  nurses,  and  dentists. 

4.  The  various  nonprofessional  groups 
readily  formed  definitions  of  health  which 
embraced  more  than  just  the  physical  well- 
being of  the  individual  and  suprisingly 
enough  came  quite  close  to  approximating 
the  definition  promulgated  by  the  World 
Health  Organization,  namely,  “Health  is  a 
state  of  complete  physical,  mental,  and  social 
well-being  and  not  merely  the  absence  of 
disease  or  infirmity.” 

5.  Though  the  number  of  times  a prob- 
lem is  mentioned  varies  between  the  groups, 
some  consistency  is  noted  among  groups. 

6.  When  the  replies  of  all  groups  are 
considered  on  the  basis  of  100  returns  from 
each  group,  the  10  leading  health  problems 
recognized  by  these  groups  are : 

Per  Cent  of 
Total  Items 
Identified  As  a 
Problem 


1.  Substandard  housing  16.1 

2.  Grocery  and  restaurant 

sanitation  9.1 

3.  Communicable  diseases  8.4 

4.  Tooth  decay  8.1 

5.  Aged  care  in  nursing 

homes  7.0 

6.  Rats,  flies,  and  mosquitoes..  6.6 

7.  Sewage  disposal  5.7 

Q.  Garbage  collection  and 

disposal  5.5 

9,  Mental  illness  4.6 

IT  Cancer  4.1 


7.  Recommendations  are  made  for  con- 
tinuation, modification,  and  implementation 
of  this  study. 
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WHAT'S  NEW 


WHAT’S  NEW  in 

Otolaryngology  — 

CANCER  of  the  HEAD  AND  NECK* 


Introduction 

THE  multiplicity  of  factors  in- 
dicted as  causes  for  cancer 
has  demanded  the  adoption  of 
a new  concept  for  the  cancer  surgeon.  No- 
where has  this  been  more  necessary  than  in 
cancer  of  the  head  and  neck,  for  the  rapid- 
ity of  the  progress  in  this  area  has  returned 
to  the  specialist  in  otolaryngology  the  stim- 
ulating challenge  of  regaining  much  of  the 
interesting  clinical  material  lost  by  default 
to  other  specialties. 

A review  of  available  literature  on  can- 
cer of  the  head  and  neck  has  confirmed  our 
own  continuing  efforts  in  this  field.  For 
purposes  of  brevity  demanded  in  this  sym- 
posium, we  shall  consider  the  four  out- 
standing modalities  applied  to  the  cancer 
in  this  area:  (1)  surgery;  (2)  radiation 
therapy;  13)  chemotherapy;  and  (4)  homo- 
transplantation. 

Surgery 

Despite  the  dramatic  advances  reported 
for  the  other  modalities  to  be  presented,  it 
is  the  consensus  that  surgery  remains  of 
paramount  importance  with  the  utilization 
of  the  other  modalities  as  effective  ad- 
juncts. This  concept  has  been  supported  by 
the  relegation  of  the  so  called  “elective” 
neck  dissection  to  the  limbo  of  lost  causes. 
For  example,  a radical  neck  dissection  is 
now  routinely  included  by  the  majority  in 
the  initial  surgery  of  cancer  of  the  tongue, 
floor  of  the  mouth,  buccal,  pharyngeal,  and 
laryngeal  cancer.  Certainly,  this  procedure 
is  justified  when  statistics  varying  between 
40  per  cent  and  60  per  cent  prove  that  even 
in  cases  without  palpable  cervical  nodes 
positive  involvement  can  be  demonstrated 
micropathologically. 

The  frequently  unfair  criticism  of  “mu- 
tilating” surgery  in  these  cases  is  now  heard 
less  often.  This  is  due  principally  to  the 
desideratum  of  the  head  and  neck  surgeon 
to  preserve  as  much  function  as  is  possible 
without  jeopardizing  the  demands  of  pri- 
mary adequate  surgical  marginal  excision 
in  all  such  cancers.  In  this  he  has  been  im- 
measurably aided  by : Oropharyngeal 
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studies  which  have  demonstrated  the  effec- 
tiveness of  pharyngeal  and  laryngeal  con- 
strictors in  swallowing  and  preventing  as- 
piration ; anatomical  studies  of  laryngeal 
lymphatic  flow  have  resulted  in  more  care- 
ful partial  laryngectomies  insuring  a satis- 
factory postoperative  laryngeal  voice ; inlay 
stents  to  provide  motility  to  the  cancer  free 
tongue;  bone  graft  or  vitallium  inserts  to 
reestablish  mandibular  or  maxillary  con- 
tinuity; free  skin  grafts  to  replace  facial 
defects;  vascular  surgery  permitting  resec- 
tion of  involved  major  vessels  of  the  neck 
with  end  to  end  anastomosis,  grafts  and 
inert  Teflon  tubes  now  being  basic  proce- 
dures for  the  head  and  neck  surgeon  in  the 
primary  surgical  attack  on  cancer  here. 

Radiation  Therapy 

Utilization  of  several  modalities  has  re- 
solved the  obsolute  dictum  “that  either  sur- 
gery alone  or  radiation  alone  should  be  em- 
ployed — but  never  both.”  Factually,  sta- 
tistics are  proving  that  a combination  of 
surgery  and  irradiation  for  both  primary 
and  metastatic  lesions  is  increasing  the 
curative  and  palliative  results  of  therapy 
of  cancer  of  the  head  and  neck.  Indeed,  the 
new  concept  of  employing  high  tension 
oxygen  and  irradiation  together  with  chemo- 
therapy and  surgery  offers  increased  hope 
for  the  patient  with  cancer  of  the  head  and 
neck. 

Based  on  the  established  physiopatholog- 
ical  fact  that  the  radiation  effect  on  tumor 
tissue  depends  to  a variable  degree  on  the 
oxygen  tension  of  the  tissue,  and  since  it  is 
a demonstrable  fact  that  in  malignant  neo- 
plasms there  is  a tendency  toward  the  oc- 
currence of  areas  of  low  oxygen  tension 
with  consequent  reduction  of  radiation  sensi- 
tivity, the  increased  irradiation  effect  can 
be  achieved  by  having  the  cancer  patient 
breathe  more  oxygen  at  increased  pressures. 

^Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session,  November,  1961. 
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The  application  of  this  concept  demands 
the  use  of  complicated  techniques  and  ma- 
chinery to  produce  an  atmospheric  pressure 
increase  to  insure  the  maximum  radiation 
sensitivity  of  each  tumor  cell.  The  opti- 
mum pressure  increase  has  been  found  to  be 
three  to  four  atmospheres  over  an  eight 
minute  period  followed  by  the  tumorcidal 
dose  of  irradiation.  This  process  is  repeat- 
ed two  or  three  times  over  a fifteen  day 
period.  The  results  in  20  per  cent  of  the 
cases  so  treated  have  been  excellent. 

Chemotherapy 

Chemotherapy  has  been  used  alone  but  is 
found  more  effective  as  an  adjunct  to  radi- 
ation and  surgery.  Agents  which  will  de- 
stroy or  aid  in  the  destruction  of  cancer  are 
usually  one  of  three  types:  (1)  the  alkylat- 
ing agents,  such  as  nitrogen  mustard,  which 
affect  the  molecular  structure  of  the  neo- 
plasm; (2)  the  antimetabolities,  such  as 
methotrexate,  which  act  on  the  vital  meta- 
bolic activity  of  the  tumor;  and  (3)  the  anti- 
biotics, such  as  Mutamycin,  which  also  af- 
fect the  tumor  metabolism  and  thus  are,  in  a 
sense,  antimetabolities. 

The  greatest  adjunctive  effect  of  these 
drugs  is  in  those  cases  where  they  are  in- 
troduced by  direct  arterial  infusion.  Even 
this  effect  is  enhanced  when  these  drugs 
are  used  in  combination  with  irradiation 
and  surgery  or  both.  Consequently,  it  is 
felt  that  their  effectiveness  is  directly  de- 
pendent on : ( 1 ) the  blood  supply  of  the 
tumor;  (2)  the  existence  of  any  blood-tumor 
barrier;  (3)  the  vessel  structure  itself,  par- 
ticularly its  permeability;  (4)  the  meta- 
bolic activity  of  the  cancer;  (5)  the  suscep- 
tibility of  the  tumor  cell  to  the  chemothera- 
peutic drug;  and,  finally,  (6)  the  action  of 
the  drug  in  the  cancer  itself. 

Homotransplantation 

The  conclusion  of  this  presentation  would 
be  premature  and  incomplete  without  a brief 
mention  of  the  concepts  of  homotransplan- 
tation and  homograft  rejection;  for  it  is 
generally  agreed  that  the  solution  of  the 
immunological  barriers  of  transplantation 
will  allow  a clearer  understanding  of  mal- 
ignant pathogenesis.  Of  a practical  nature, 
it  will  permit  a more  accurate  tissue  sub- 
stitution following  cancer  excision.  But  of 
even  greater  importance  is  the  theoretical 
possibility  that  with  the  evolution  of  an  im- 
proved immunological  concept  the  key  to 
cancer  itself  will  be  found. 

For  the  present  it  can  be  reported  that  it 


is  in  the  immunological  studies  that  differ- 
ences between  tumor  immunity  and  tissue 
immunity  have  been  demonstrated.  To  il- 
lustrate, it  is  the  simple  erythrocyte  that 
has  been  found  to  be  the  possible  inhibiting 
agent  to  the  antigen-antibody  system  and 
thus  acts  as  the  homograft  enhancement 
factor. 

Endocrine  homotransplantation,  to  date, 
appears  impossible  because  of  the  physio- 
logical impossibility  of  vascular  continuity 
to  carry  the  hormone  as  well  as  to  control 
the  immunological  reaction.  It  has  been 
found  that  even  the  direct  anastomosis  of 
the  donor  and  recipient  is  unsuccessful 
simply  because  the  immunological  response 
of  the  recipient  or  donor  cannot  be  success- 
fully paralyzed. 

Conclusion 

In  conclusion  it  may  be  said  that  a pri- 
mary surgical  attack  on  cancer  of  the  head 
and  neck  is  still  the  single  essential  thera- 
peutic measure  to  be  taken.  To  be  sure, 
the  adjunctive  utilization  of  radiation  thera- 
py and  chemotherapy  should  be  incorporated 
wherever  possible.  Indeed,  fundamental  re- 
search into  the  application  of  these  modali- 
ties together  with  homotransplantation  af- 
fords the  otolaryngeal  head-and-neck  sur- 
geon a constant  challenge  in  his  laboratory 
to  improve  his  results  at  the  operating  table 
on  patients  afflicted  with  head  and  neck 
cancer. 
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L SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Spirochetal  Infections 


The  important  spirochetal  infections  of 
man  are: 

Syphilis 

Leptospirosis 

Relapsing  fever 

Rat-bite  fever 

Tropical  ulcer 

Yaws 

Bejel 

Pinta 

Syphillis  and  leptospirosis  commonly  dis- 
close neurologic  features.  Relapsing  fever 
and  rat-bite  fever  less  frequently  do  like- 
wise but  only  in  the  manner  that  any  severe 
septicemic  infection  does  so  on  occasion. 
Bejel  awaits  definition;  it  may  be  syphilis 
as  it  appears  in  the  Middle  East,  in  grossly 
unhygienic  close-quarters,  not  requiring 
venereal  spread.  Tropical  ulcer  and  pinta 
appear  to  be  confined  to  the  skin,  occurring 
in  subtropical  or  tropical  climates.  Yaws, 
a tropical  disease  which  has  long  intrigued 
medical  workers  by  its  several  similarities 
to  syphilis,  does  not  appear  to  have  neuro- 
logic implication. 

All  of  these  infections  may  cause  positive 
blood  serologic  reactions  to  mimic  the  more 
commonly  known  syphilis. 

Leptospirosis 

This  infection  is  known  worldwide  and 
not  rare  throughout  the  United  States.  The 
reservoir  consists  of  wild  and  domestic  ani- 
mals, including  household  rodents  and  pets. 
There  are  a great  many  species-serotypes  of 
leptospira.  Weil’s  disease,  often  but  not  in- 
variably, a more  malignant  form  of  infec- 
tion, is  due  to  Leptospira  icterohemor- 
rhagiae.  Other  forms  common  in  the  Unit- 
ed States  are  Leptospira  pomona  and  Lep- 
tospira canciola. 

Portals  of  entry  are  gastrointestinal,  res- 
piratory, and  skin  abrasion.  Leptospira 
transfer  to  man  by: 

Exposure  to,  handling  of  animals,  animal  prod- 
ucts, excreta 

Work  or  bathing  in  stagnant  waters,  marshes, 
sewers,  swamps,  mines,  canals,  wet  fields, 
ditches 

Contaminated  foods  (exposed  to  animals  or 
their  excreta) 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


A higher  incidence  is  noted  during  the 
wanner  months.  Men  are  more  often  ex- 
posed than  women. 

Infections  range  from  mild  to  severe  with 
one  or  more  of  the  following  features : 

1.  Influenza-like  infectious  disease 

2.  Aseptic  meningitis 

3.  Hepatitis  (with  icterus) 

4.  Nephritis 

5.  Hemorrhages,  vascular  collapse 

The  first  two  are  most  common.  The  lat- 
ter three  comprise  features  of  Weil’s  dis- 
ease. 

Two  phases  can  often  be  demonstrated: 

1.  Septicemic,  acute  infectious  phase,  lasting 
4-7  days.  Then  brief  remission. 

2.  Immune  phase  with  reappearance  of  fever. 
Uveitis  and  meningitis  may  appear  at  this 
time. 

Occasional  cases  are  manifested  by  chron- 
ic, recurrent  fevers.  Five  to  10  per  cent  of 
the  overall  group  of  leptospirosis  develop 
icterus.  In  Weil’s  disease  (L.  icterohemor- 
rhagiae),  70  per  cent  incidence  of  icterus 
occurs.  Of  those  with  icterus,  mortality  of 
25  per  cent  is  recorded.  Without  icterus, 
the  infection  is  only  rarely  fatal.  Conjunc- 
tivitis is  common  and  often  a diagnostic 
clue;  uveitis  may  also  occur. 

Gastrointestinal  symptoms  are  common 
and  hematemesis  is  not  unusual.  Skin  rash 
occurs  in  some  cases.  In  severe  nephritis, 
uremia  may  appear. 

The  most  common  neurologic  involvement 
is  meningitis.  The  diagnostitian  is  usually 
confronted  with  the  picture  of  “aseptic 
meningitis”  or  “nonbacterial  lymphocytic 
meningitis.”  Five  to  seven  per  cent  of  these 
cases  have  been  found  to  be  leptospiral  in 
origin. 

In  the  very  young,  the  debilitated,  or  se- 
vere cases  with  marked  renal  and  hepatic 
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involvement,  stupor,  convulsions  and  deliri- 
um may  appear. 

Meningitis  appears  in  as  high  as  50  per 
cent  of  overall  leptospirosis.  Muscle  aching 
is  common  in  this  infection.  Not  all  pa- 
tients with  neck  rigidity  have  meningitis 
however.  In  one  group  almost  50  per  cent 
disclosed  neck  rigidity  but  only  five  per  cent 
revealed  spinal  fluid  changes.  Conversely, 
pleocytosis  of  spinal  fluid  is  not  always  ac- 
companied by  clinical  signs  of  meningitis. 

A small  incidence  of  encephalitis,  myeli- 
tis, and  peripheral  nerve  syndromes  occurs. 
The  infection  may  closely  mimic  poliomyel- 
itis although  the  characteristic  paralyses  of 
the  latter  rarely  occur  in  leptospirosis.  In 
one  series  of  55  cases,  two  demonstrated  a 
painful  neuritis  of  the  shoulders  and  one  a 
Guillain-Barre'  syndrome.  Involvement  of 
proximal  nerve  trunks  or  nerve  roots  is 
more  common  than  distal  neuritis  (and  more 
in  upper  extremities).  Cranial  nei'ves  II, 
III,  VII,  and  IX  may  be  involved. 

With  severe  icterus  or  leptospiral  endo- 
carditis, intracranial  hemorrhage  has  been 
reported  rarely.  Severe  cerebral  involve- 
ment is  usually  associated  with  extensive 
renal,  hepatic,  and  even  cardiac  damage. 

Laboratory  data  discloses: 

A definite  incidence  of  false-positive  serologic 
tests  for  syphilis. 

Spinal  fluid  cell  count  10-700,  usually  50-300; 
lymphocytes  predominant  after  the  12th  day; 
protein  rarely  over  140  mg.  per  100  ml. 
Icteric  tinge  may  occur. 

Blood  serologic  tests  for  leptospira  become  posi- 
tive in  second  week. 

Spirochetemia  present  first  week.  Inoculation 
of  laboratory  animals  with  blood  or  urine. 

White  blood  count  too  variable  to  be  of  diag- 
nostic value. 

To  date,  antibiotic  treatment  is  of  ques- 
tionable value.  Tetracyclines  or  chloram- 
phenicol may  be  useful  but  this  has  not  been 
proven. 

Syphilis 

The  spirochete,  Treponema  pallidum,  has 
only  a human  reservoir.  It  is  transmitted 
through  close  human-to-human  contact  of 
moist  or  mucosal  surfaces  or  through  minor 
abrasions.  Accidental  infection  by  skin 
puncture  or  abrasion  with  infected  material 
may  occur  in  medical  or  laboratory  workers. 
Rarely  infection  may  be  transferred  by 
fomites  but  Treponema  pallidum  lives  very 
briefly  on  usual  fomites.  Congenital  (trans- 
placental) transmission  readily  occurs. 


This  pathogen  entrenches  itself  in  the  hu- 
man body  in  three  stages ; a primary  sore  at 
the  portal  of  entry,  then  a burst  of  general- 
ized reaction,  finally  a settling  down  to 
chronic  destruction. 

Involvement  of  the  nervous  system  is  suf- 
ficiently common  that  neurosyphilis  has 
been  long  regarded  as  one  of  the  primary 
concerns  of  the  neurologist. 

Once  comprising  approximately  ten  per 
cent  of  cases  in  neurologic  practice,  neuro- 
syphilis has  become  scarce  in  many  parts  of 
the  world.  Much  of  this  has  been  due  to 
routine  serologic  tests  done  on  hospital  ad- 
missions, premarital  examinations,  military 
service,  and  prenatal  care.  Yet  this  infec- 
tion is  far  from  wiped  out.  Large  city  hos- 
pitals in  the  United  States  and  England  still 
report  several  or  more  cases  of  neuro- 
syphilis each  year.  Representative  of  a very 
treatable,  otherwise  grossly  disabling  or 
fatal  infection,  neurosyphilis  must  not  be 
missed  in  diagnosis. 

Neurosyphilis  is  diagnosed  by: 

1.  Its  typical  clinical  manifestations  of  paresis, 
tabes,  or  meningovascular  involvement  — 
when  these  occur.  Not  every  case  of  neuro- 
syphilis is  manifested  by  these  classical 
syndromes,  however. 

2.  Spinal  fluid  examination.  Atypical  or 
asymptomatic  cases  are  diagnosed  primar- 
ily by  laboratory  findings. 

Neurosyphilis  is  a great  mimic  of  many 
neurologic  diseases.  By  means  of  arteritis, 
acute  or  chronic  meningitis,  gumma,  tract 
degeneration,  and  cerebral  neurone  or  an- 
terior born  cell  degeneration,  a wide  variety 
of  neurosyphilitis  syndrones  are  possible.  A 
great  percentage,  however,  lend  themselves 
to  clinicopathological  classification,  are 
more  or  less  “classical”  and  oft  repeated  as 
syndromes.  Some  overlapping  or  merging 
is  not  rare.  These  recurrent  clinicopatho- 
logical pictures  are: 

1.  Acute  syphilitic  meningitis 

2.  Paresis 

3.  Tabes 

4.  Meningovascular  syphilis 

5.  Optic  atrophy 

6.  Gumma 

7.  Asymptomatic  (meningeal  reaction)  neuro- 
syphilis 

8.  Spinal  syphilis 

Neurologic  features  do  not  appear  in  pri- 
mary syphilis. 

In  the  secondary  stage,  appearing  about 


590 


Nebraska  S.  M.  J. 


6 weeks  after  the  local  sore  (chancre),  a 
break-through  occurs  with  generalized  re- 
action. Features  are: 

Primary  scar 
Constitutional  symptoms 
Lymphadenopathy 

Skin  eruption,  alopecia  areata,  mucus  patches 
Arthalgia,  osteitis,  periosteitis 
Sore  throat 

Positive  blood  serology 
Occasionally  iritis,  optic  neuritis 
Occasionally:  Acute  meningitis 

Cranial  nerve  palsies 

The  acute  meningitis  may  simulate  other 
types  of  meningitis,  viral  or  bacterial.  How- 
ever, 80-90  per  cent  will  disclose  positive 
spinal  fluid  serology. 

Spinal  fluid  changes  (pleocytosis,  protein 
increase,  positive  serology)  appear  by  the 
end  of  six  months  in  50  per  cent  of  all  pa- 
tients infected.  Clinical  signs  of  neuro- 
syphilis are  rare  at  this  time  and  consist 
mostly  of  those  few  described  above. 

In  the  latent  period  between  secondary 
and  tertiary  stages,  acute  syphilitic  menin- 
gitis occasionally  appears  within  a few  years 
of  the  primary  sore  and  especially  in  inade- 
quately treated  patients  where  the  general- 
ized reaction  appears  to  light  up  anew. 
Meningitis,  delirium,  papilledema,  cerebral 
edema,  convulsions  and  cranial  nerve  pal- 
sies as  well  as  recurrence  of  some  other 
secondary  symptoms  may  appear  then. 
Spinal  fluid  reveals  a marked  lymphocytosis 
(occasionally  even  1000-2000  cells),  con- 
fusable  with  viral  meningitis  but  for  posi- 
tive serologies. 

Even  without  treatment,  only  25-30  per 
cent  of  patients  infected  develop  tertiary 
cardiovascular  or  neurologic  forms.  Many 
apparently  “burn  out”  spontaneously,  pos- 
sibly due  to  host  resistance.  Tertiary  syph- 
ilis is  manifested  by  granulomatous  infil- 
tration, scarring  and  occasionally  gumma 
formation  in  skin,  bone,  stomach,  larynx, 
heart  and  aorta,  renal  and  genital  systems. 
Most  critical  damage,  disability  and  fatal- 
ity occur  from  neurosyphilis  and  cardio- 
vascular syphilis. 

Of  tertiary  forms,  meningeal  and  menin- 
govascular syndromes  appear  earlier,  2-10 
years  after  primary  sore.  The  earliest 
forms  are  often  meningeal,  similar  to  men- 
ingitis of  secondary  or  latent  stages  de- 
scribed above.  The  later,  chronic  meningo- 


vascular neurosyphilis  may  disclose  one  or 
more  of  the  following  clinical  pictures: 

Basal,  cerebral  meningovascular  reaction  with 
involvement  especially  of  II,  III,  VI,  VII 
or  VIII  cranial  nerves. 

Vertex,  cerebral  meningovascular  reaction  with 
focal  cerebral  deficit,  focal  seizures. 

Other  cerebrovascular  syndromes,  due  to  ar- 
teritis (thrombosis  more  common  than  hem- 
orrhage). 

Optic  neuritis,  atrophy. 

Transverse  myelitis. 

Partial  or  focal  spinal  cord  syndrome,  including 
anterior  spinal  artery  syndrome. 

Monosymptomatic  syndromes  as  III  or  VIII 
nerve  loss,  epilepsy,  chronic  headache. 

Postive  blood  serology  occurs  in  50  per 
cent  of  these  cases,  positive  spinal  fluid 
serology  in  80  per  cent  (if  untreated). 
Spinal  fluid  cell  count  is  not  always  elevated 
but  may  be  as  high  as  500,  mostly  lympho- 
cytes. 

Paresis  appears  5-20  years  after  the  pri- 
mary sore.  Males  are  more  often  afflicted. 

It  is  estimated  that  only  three  to  five  per 
cent  of  those  infected  ever  develop  paresis. 
An  extensive  infection  and  degeneration  of 
cerebral  parenchyma  occurs  with  mental  de- 
terioration outstanding.  Blood  and  spinal 
fluid  examinations  are  diagnostic  in  over  90 
per  cent  of  cases.  The  complete  clinical  pic- 
ture of  paresis  reveals: 

Personality  changes  that  progress  to  dementia 
(chronic  brain  syndrome) 

Tremors:  fingers,  tongue,  lips 

Pupillary  abnormality  (90%) 

Pyramidal  tract  signs 

Slurred  speech 

Convulsions 

Occasionally  cerebrovascular  syndromes  or  para- 
plegia (often  transient) 

Personality  changes  are  not  specific  but 
represent  the  remarkable  diversity  of  hu- 
man reactions  to  progressive  loss  of  cerebral 
neurones.  Some  patients  develop  neurotic- 
like reactions  (asthenia,  depression,  with- 
drawal, emotional  instability,  anxiety,  “hys- 
teria”) prior  to  more  catastrophic  changes. 
In  others,  major  mental  changes  or  frank 
psychosis  comprise  the  onset  of  overt  ill- 
ness, progressing  then  to  dementia.  In 
many,  the  first  symptoms  are  simply  those 
of  dementia  without  prior  neurotic  or  more 
colorful  psychotic  reactions. 

Tabes  dorsalis  appears  10-30  years  after 
the  primary  sore.  Men  are  more  often  af- 
flicted than  women.  Infection  and  degener- 
ation of  spinal  sensory  roots,  ganglia,  and 
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posterior  columns  comprise  the  basic  path- 
ology. Lumbosacral  levels  are  particularly 
affected.  In  early  and  untreated  tabes, 
blood  and  spinal  fluid  findings  are  diagnos- 
tic. In  older,  chronic  cases,  activity  may 
burn  out  and  20-25  per  cent  reveal  nega- 
tive serologic  findings  and  no  spinal  fluid 
findings.  The  clinical  picture  of  tabes  dis- 
closes several  of  the  following: 

Pains;  anywhere;  typically  lightning  pains  in 
legs,  gastric  crises,  girdle  pains,  radicular 
pains 

Superficial  sensory  losses;  may  be  radicular  or 
patchy 

Decrease,  eventually  absence  of  deep  tendon  re- 
flexes, especially  in  lowers 

Loss  of  deep  sensation;  ataxia 

Loss  of  pain  on  squeeze  of  Achilles  tendon, 
testes. 

Bladder  sensation  lost.  Atonic  bladder  and  in- 
continence later. 

Optic  atrophy  (in  10-15%) 

Pupillary  abnormality;  Argyll-Robertson  pupil 
in  50% 

Charcot  joint  damage  (late);  knee  commonly, 
then  hip,  low  dorsal  or  lumbar  spine. 

Impotence 

Paralysis,  extra-ocular  muscles 

Postural  hypotension 

Paroxysmal  hypertension  with  visceral  crises 

Gummatous  forms  of  neurosyphilis  are 
rare.  They  may  simulate  a neoplasm  ex- 
cept for  positive  serologic  changes  and  other 
evidence  of  tertiary  syphilis.  Gummas  are 
more  intracranial  (intracerebral  or  extra- 
cerebral) than  intraspinal  and  often  multi- 
ple. 

Asymptomatic  neurosyphilis  is  revealed 
by  spinal  fluid  abnormalities  without  neu- 
rologic symptoms.  This  usually  represents 
a latent,  clinically  silent  stage  which  may 
burst  into  symptomatic  manifestations  later. 
It  may  not  always  be  accompanied  by  posi- 
tive blood  serology,  particularly  if  prior 
(inadequate)  treatment  were  given. 

Spinal  syphilis  is  not  common.  This 
often  appears  as  part  of  the  meningovascu- 
lar picture  (described  above)  due  to  chronic 
spinal  meningitis,  vasculitis  and  archnoid- 
itis  with  progressive  root  and  cord  symp- 
toms. Or,  one  or  more  long  tracts  may  de- 
generate and  this  alone  may  comprise  the 
clinical  picture  presented.  In  other  cases, 
progressive  anterior  horn  cell  loss  may  be 
outstanding  (syphilitic  amyotrophy). 

Congenital  syphilis  has  its  particular 
clinical  features  but  neurosyphilis  may  oc- 


cur particularly  in  the  late  stages  (after 
age  2).  Findings  then  include: 

Interstitial  keratitis 
Hutchinson’s  teeth 
Mulberry  molars 
VIII  nerve  deafness 
Neurosyphilis 

Gumma  of  skin,  bones,  viscera 
Painless  effusions  of  knees 
“Saddle-back”  nose  deformity 
Scars  around  nose,  mouth  (“Rhagades”) 

Positive  blood  serology  is  present  and 
spinal  fluid  abnormalities  occur  if  neuro- 
syphilis is  present  or  imminent.  Serologic 
tests  are  commonly  negative  during  the  first 
month  of  life. 

The  basic  clinicopathological  forms  are 
not  different  from  those  of  adult  neuro- 
syphilis. Meningovascular,  paretic  and 
tabetic  forms  are  seen  and  are  usually 
labeled  “juvenile.”  Convulsions,  meningitis, 
hydrocephalis;  cranial  nerve  palsy  (especial- 
ly VIII),  plegia  or  mental  retardation  may 
occur.  Juvenile  tabes  often  begins  around 
puberty.  Spinal  fluid  may  reveal  scant,  if 
any,  clues.  Juvenile  paresis  may  begin  be- 
tween ages  6-16,  usually  featuring  a pro- 
gressive dementia.  These  forms  of  paren- 
chymatous neurosyphilis  respond  less  well 
to  penicillin  therapy  than  do  adult  forms. 

Syphilitic  aortitis  is  a common  accompani- 
ment in  all  forms  of  neurosyphilis. 

Spinal  fluid  findings  and  blood  serologic 
reactions  in  untreated  cases  of  late  neuro- 
syphilis may  be  summarized  in  general  as 
follows : 

Greatest  incidence  of  positive  blood  serology  in 
paresis  (90-100%),  next  in  meningovascular 
and  tabetic  forms  (70%). 

Greatest  incidence  of  positive  spinal  fluid  ser- 
ology in  paresis  (nearly  100%),  next  in  men- 
ingovascular form  (over  90%),  then  in  tabes 
(75%). 

Spinal  fluid  cell  count  usually  20-100  lympho- 
cytes, protein  50-150  mg. 

First  or  mid-zone  rise  on  gold  curve. 

Biologically  false  - positive  serologic  re- 
actions of  blood  may  occur  especially  with: 

Malaria 

Leprosy- 

Other  spirochetal  infections 
Leptospirosis 
Relapsing  fever 
Rat-bite  fever 
Yaws 
Pinta 
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Typhus 

Vaccinia 

Viral  infection,  especially 

Pneumonias 

Infectious  mononucleosis 

Hepatitis 

Lymphogranuloma  venereum 
Systemic  lupus  erythematosus 

A biologically  false  spinal  fluid  serologic- 
reaction  is  rare.  It  has  been  reported  with 
acute  meningitis  and  subarachnoid  hemor- 
rhage. 

The  treponema  - immobilization  test  ap- 
pears valuable  in  doubtful  or  debatable 
cases.  A positive  blood  serology  per  se  of- 
fers no  positive  diagnosis  of  syphilis,  active 
or  inactive.  A positive  treponema  - immo- 
bilization (TPI)  test  indicates  high  proba- 
bility that  patient  has  (or  has  had)  syphilis. 
If  the  TPI  test  is  negative,  it  is  of  little 
value,  neither  confirming  or  denying  sero- 
logic findings. 

Rat-Bite  Fever  (Spirillum  Fever) 

Infection  from  rat-bite  can  result  in  gen- 
eralized infection  due  to: 

Spirillum 

Streptobacillus  moniliformis 
Pyogens 

Pasteurella  organisms 

Leptospirosis 

Rabies 

Two  forms  of  spirilla,  usually  rat-borne, 
affect  man : S.  minus  and  S.  serpens.  Both 
appear  to  be  closely  associated  with  rats 
through  bites,  scratches  and  contamination 
from  excreta.  A number  of  cases  will  dis- 
close falsepositive  serologic  reactions  to 
syphilis. 


Occasional  cases  are  reported  in  the  Unit- 
ed States.  They  reveal  no  particular  clues 
except  the  possible  source  and  even  this 
may  not  be  evident.  Acute,  chronic,  and  re- 
current febrile  illnesses  are  described,  at 
times  with  rash.  Meningitis  is  not  uncom- 
mon and  occasionally  delirium,  coma,  con- 
vulsions and  hemiplegia  have  been  de- 
scribed. In  the  early  and  acute  stages,  the 
organism  may  be  grown  from  inoculation 
of  blood  in  laboratory  animals.  Sero-diag- 
nostic  tests  may  also  be  done. 

Relapsing  Fever 

This  infection  is  due  to  a spirochete,  Bor- 
relia.  It  has  been  epidemic  in  central  and 
southeastern  Europe,  North  Africa  and 
China.  It  is  endemic  in  Western  and  West- 
Central  United  States,  coming  east  through 
Kansas.  Wild  rodents  provide  reservoirs 
and  the  disease  is  transmitted  to  man  by 
lice  or  ticks  (ticks  in  the  United  States). 
An  acute  infectious  disease  results,  not  un- 
like spotted  fever  (rickettsial). 

In  severe  cases,  delirium  or  meningitis 
may  occur.  Rarely  encephalitic,  focal  cere- 
bral or  cranial  nerve  (commonly  VII)  fea- 
tures appear.  The  spinal  fluid  reveals  not 
only  pleocytosis  (lymphocytic)  but  often 
spirochetes  as  well.  False  - positive  blood 
serology  for  syphilis  may  occur.  In  acute 
phase,  blood  smear  and  animal  inoculation 
are  valuable,  later  serologic  studies  become 
important. 

Penicillin,  tetracycline  and  chlorampheni- 
col are  believed  to  be  useful  in  therapy. 

(References  will  be  available  from  the  au- 
thor, on  request). 


“ . . . At  this  time  he  was  far  from  a ladies’  handsome  man, 
but  what  men  term  good  looking,  small,  rather  petite  of  figure, 
with  an  enormously  large  head,  with  an  abundance  of  shocky  hair, 
heavy  broad  brow,  large  luminous  eyes,  great  nose,  broad  mouth, 
with  seemingly  long  arms  and  small  legs,  five  feet  five  inches 
high,  and  weighing  never  more  than  one  hundred  and  twenty 
pounds,  and  often  less,  is  the  personal  appearance  of  the  man  . . .” 
(From  “Memorial  Obituary”  of  Jonas  Crane,  M.D.,  as  printed  in 
the  “Proceedings  of  the  Nebraska  State  Medical  Society,”  Fifteenth 
Annual  Session,  May  22,  23,  and  24,  1883.) 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
October  6,  Ogallala,  Elks  Club 
October  20,  Lexington,  High  School  Build- 
ing 

November  3,  Norfolk,  Norfolk  State  Hos- 
pital 

November  17,  Hastings,  Mary  Lanning 
Hospital 

NEBRASKA  HEART  ASSOCIATION  — 
13th  Annual  Scientific  Session ; October  4, 
1962  at  8:00  a.m.,  at  the  Yancey  Hotel, 
Grand  Island. 

THE  A.M. A.  — Will  hold  its  first  National 
Congress  on  Mental  Illness  and  Health  on 
October  4-6,  1962,  in  Chicago.  For  more 
detailed  information,  write  Council  on 
Mental  Health,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  St.,  Chicago  10. 

INTERNATIONAL  SYMPOSIUM  ON 
COMPARATIVE  MEDICINE  — Hotel 
Waldorf-Astoria,  New  York  City,  Octo- 
ber 10-12,  1962.  On  human  and  animal 
diseases,  emphasizing  the  unity  of  medi- 
cine. 

THE  1962  MISSISSIPPI  VALLEY  THO- 
RACIC SOCIETY  — Will  meet  Friday, 
October  12,  at  the  Claypool  Hotel,  Indi- 
anapolis, Indiana,  in  conjunction  with  the 
Mississippi  Valley  Conference  on  tuber- 
culosis. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Annual  Clinical  Congress  — October  15- 
19,  1962;  Atlantic  City,  New  Jersey.  Con- 
tact Dr.  William  E.  Adams,  Secretary, 
American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 

THE  1962  SCIENTIFIC  SESSION  OF  THE 
AMERICAN  CANCER  SOCIEY  — Will 
be  held  at  the  Biltmore  Hotel  in  New  York 
City  on  October  22-23,  1962. 

THE  AMERICAN  ACADEMY  OF  PEDI- 
ATRICS — 31st  Annual  Meeting;  Palmer 
House,  Chicago;  October  27  to  November 
1 ; preceded  by  two  days  of  section  meet- 
ings. (E.  H.  Christopherson,  M.D.,  Exec- 
utive Director,  American  Academy  of 
Pediatrics,  1801  Hinman  Ave.,  Evanston, 
111.) 


INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS MID-WEST  REGIONAL  MEET- 
ING — Hotel  Savery,  Des  Moines,  Iowa, 
October  31  - November  1,  1962.  For  fur- 
ther information  write:  Bernard  Barnes, 
M.D.,  803  Equitable  Building,  Des  Moines, 
Iowa. 

THE  ANNUAL  OMAHA-MIDWEST  CLIN- 
ICAL SOCIETY  ASSEMBLY  — Will 
meet  October  29  to  November  1 at  the 
Omaha  City  Auditorium. 

THE  AMERICAN  RHINOLOGIC  SOCI- 
ETY — Will  hold  its  eighth  annual  meet- 
ing in  the  Statler  Hilton  Hotel,  Los  An- 
geles, November  1-2,  1962.  For  informa- 
tion, write  Dr.  Robert  M.  Hansen,  Amer- 
ican Rhinologic  Society,  2210  Lloyd  Cen- 
ter, Portland  12,  Oregon. 

NEBRASKA  CHAPTER  — American  Col- 
lege of  Surgeons;  Annual  Clinical  Ses- 
sion; Sunday,  November  11,  Hastings, 
Nebraska. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  — Annual  interim  session; 
Ambassador  Hotel,  Los  Angeles;  Novem- 
ber 24-25,  1962. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 

EIGHTH  HAHNEMANN  SYMPOSIUM  — 
Sheraton  Hotel,  Philadelphia;  December 
12-14,  1962.  For  further  information, 
write  Wilbur  W.  Oaks,  M.D.,  Director, 
Hahnemann  Medical  College  and  Hospital, 
230  N.  Broad  St.,  Philadelphia  2,  Pennsyl- 
vania. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif.;  February 
27  to  March  3,  1963. 
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Medicare  in  Operation 

Consultants — 

In  cases  where  the  attending  physician 
requires  the  services  of  a consultant  for 
surgery  or  for  in-hospital  care,  the  consult- 
ant may  file  for  a consultation  fee  under 
Code  0026,  which  is  a consultation  not  re- 
quiring a complete  medical  history  or  physi- 
cal. Or  he  may  file  under  Code  0027  in  cases 
requiring  a complete  history  and  physicial 
and  a written  expression  of  opinion.  Two 
physicians  may  not  be  paid  by  Medicare  for 
attendance  on  the  same  case  at  the  same 
time,  except  when  it  is  warranted  by  supple- 
mental skills.  It  is  further  required  that  the 
attending  physician  state  on  the  claim  form 
that  consultation  has  been  requested. 

The  services  of  an  assistant  surgeon  is 
authorized  by  Medicare  and  his  payment  will 
be  15  per  cent  of  the  surgical  fee  paid  the 
attending  surgeon.  When  the  attending 
physician  does  not  perform  the  operation 
and  a surgeon  is  called  upon,  the  attending 
physician  may  bill  for  the  initial  examina- 
tion only.  The  surgical  fee  paid  by  Medicare 
is  to  include  all  pre-  and  postoperative  care 
necessary. 


Medicine  in  the  News 

Remodeling  Approved  at  Med  College — 

Remodeling  (according  to  the  Evening 
World-Herald,  Aug.  20,  1962)  of  the  South 
Laboratories  Building  at  the  College  of 
Medicine,  at  a cost  of  $734,118,  has  been  ap- 
proved by  the  Board  of  Regents.  Dean  Toll- 
man said  this  is  part  of  a program  to  expand 
teaching  capacity  and  permit  acceptance  of 
100  students  annually,  instead  of  the  pres- 
ent 87. 

New  Course  in  Medical  Technology 
Leading  to  Bachelor  Degree — 

According  to  the  Alliance  Times-Herald 
(Aug.  15,  1962)  Chadron  State  College  has 
completed  arrangements  for  a cooperative 
program  in  Medical  Technology.  This  is 
said  to  be  approved  by  the  American  Medi- 
cal Association  and  the  American  Society  of 
Clinical  Pathologists. 

A student  will  spend  three  years  at  Chad- 
ron State  College  and  one  year  at  St.  John’s 
McNamara  Hospital  in  Rapid  City,  S.  Dak., 


and  receive  a degree  — Bachelor  of  Sci- 
ence. Other  cooperating  agencies  are  the 
Western  Nebraska  General  Hospital,  Scotts- 
bluff,  and  the  “Nebraska  College  of  Medi- 
cine at  Omaha.” 


A “Burns  Center” — 

The  Shrine  is  considering  the  Children’s 
Hospital  in  Omaha,  among  facilities  in  20 
cities,  for  establishment  of  a pilot  “Burns 
Center.”  Favorable  consideration  is  prom- 
ised because  of  the  presence  in  one  place  of 
all  the  facilities  and  personnel  required  for 
successful  operation  of  such  a center. 
(World-Herald,  Aug.  20,  1962). 


Pickin’s  From  the  Newspapers — 

Nebraska  State  Health  Department  has 
named  an  advisory  committee  in  the  matter 
of  the  hazards  of  radiation  fallout.  The 
Public  Health  facilities  in  Nebraska,  the 
College  of  Agriculture,  the  Nebraska  State 
Medical  Association,  the  Health  Depart- 
ment laboratory,  and  the  Nebraska-Iowa  Co- 
operative Milk  Association  are  represented. 
The  kinds  of  surveillance  required,  levels 
of  radioactivity  which  might  call  for  coun- 
ter-measures, and  the  measures  to  be  taken, 
will  be  objects  of  recommendations. 

One  of  the  first  studies  will  be  the  check- 
ing of  milk  delivered  immediately  to  the 
laboratory  from  20  or  more  widely  scattered 
areas  in  Nebraska,  via  the  Iowa-Nebraska 
Cooperative  Milk  Association.  It  is  be- 
lieved milk  may  give  the  most  immediate 
warning  of  dangerous  levels  of  radiation. 
(From  the  Star,  Lincoln,  Aug.  9,  1962). 

A course  in  evaluating  disabilities  of 
workers,  to  be  offered  October  4-5,  will  be 
the  first  of  ten  postgraduate  courses  offered 
this  season,  by  the  University  of  Nebraska 
College  of  Medicine.  (From  Omaha  World- 
Herald,  Aug.  12,  1962). 

Doctor  Sam  Fuenning,  Chairman  of  the 
Lincoln  Community  Council’s  committee  on 
alcoholism,  reports  that  a three-day  sympo- 
sium on  alcoholism  will  be  held  at  the  Center 
on  the  Ag  campus,  beginning  on  November 
29.  Experts  from  around  the  nation  will 
take  part.  It  is  hoped  a program  to  meet 
Lincoln’s  needs  may  be  developed.  (From 
Star- Journal,  Lincoln,  August  26,  1962). 
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Doctors  in  the  News 

Elias’  Emergency  Cart 

For  several  years  Doctor  Houghton  F. 
Elias  of  Beatrice  has  been  planning  and 
building  an  emergency  cart.  It  is  now  com- 
pleted. Associated  with  Dr.  Elias  in  the 
project  were  Mr.  Emory  Giannangelo,  ad- 
ministrator at  the  Beatrice  Lutheran  Hos- 
pital, and  Mr.  William  Farrall,  of  the  Far- 
rall  Instrument  Co.  of  Grand  Island. 

Doctor  Elias  has  this  to  say  about  his 
cart:  “This  puts  into  one  mobile  unit  all 
the  mechanical  and  electronic  lifesaving  de- 
vices presently  known.” 

This  “Elias  Cart”  is  the  only  one  of  its 
kind  in  existence  at  present.  ( Beatrice 
Sun,  Aug.  16  ,1962). 

Nebraska  Educators  Attend  Cancer 
Congress  in  Moscow — 

Doctor  Donald  T.  Waggener,  Chairman  of 
the  oral  pathology  department  of  the  Uni- 
versity of  Nebraska  College  of  Dentistry; 
Doctor  Howard  Hunt,  Chairman,  Depart- 
ment of  Radiology  at  the  University  of  Ne- 
braska College  of  Medicine;  Doctor  Don- 
ald M.  Pace,  physiologist,  and  Doctor  Nor- 
man Cromwell,  chemist,  were  among  5000 
scientists  who  attended  this  world  confer- 
ence in  Moscow.  Doctor  Waggener  said  the 
hospitality  was  of  the  best,  and  the  people 
were  friendly,  but  he  was  unable  to  obtain 
permission  to  see  any  actual  cancer  work  be- 
ing done  in  Russia. 


Doctor  Devers  of  Pierce  Feted — 

Members  of  the  Methodist  Church  of 
Pierce  sponsored  a 12 :30  dinner  on  Sunday, 
August  29,  in  honor  of  Doctor  W.  I.  Devers 
in  memory  of  his  50  years  of  service  in  their 
community  in  medical  practice.  The  doctor 
had  been  among  20  honored  by  the  Nebraska 
State  Medical  Association  last  June,  at  which 
ceremony  he  had  received  the  “50- Year” 
pin. 

Doctor  Devers,  a graduate  of  Northwest- 
ern University  Medical  School  in  Chicago, 
took  his  internship  at  Wesleyan  Hospital  in 
the  same  city.  He  served  in  the  medical 
corps  of  the  U.S.  Army  during  WAV.  I.  He 
practiced  for  a time  both  before  and  after 
the  war,  in  Upland,  before  coming  to  Pierce. 

Doctor  Devers  received  an  engraved 


plaque  on  behalf  of  the  members  of  his 
church,  in  commemoration  of  this  special 
day. 

Doctor  Murray  Markley  and  His  Helicopter — 

Doctor  Murray  Markley  lives  and  prac- 
tices medicine  in  a part  of  our  State  where 
great  distances  must  be  covered  to  visit  pa- 
tients and  take  care  of  emergencies  — North 
Loup.  He  has  used  the  conventional  type 
small  airplane  to  cover  these  distances  for 
some  time,  but  since  1958  he  has  had,  also, 
a “whirlybird.”  The  doctor  cites  three  spe- 
cial advantages  of  the  “chopper:” 

— it  makes  his  50-mile  service  radius  much 
smaller ; 

— it  provides  an  eye-catching  break  be- 
tween cases;  and 

— it  insures  prompt,  unrestricted  aid  in 
case  of  an  emergency. 

(From  Lincoln  Star,  Aug.  28,  1962). 

Human  Interest  Tales 

Dr.  Don  Watson  has  joined  the  staff  at 
the  Gordon  clinic. 

Dr.  Robert  L.  Howe,  Lincoln,  has  started  a 
practice  in  Nelson. 

Dr.  Paul  K.  Mooring  has  opened  an  office 
in  the  Doctors  Building,  Omaha,  for  the 
practice  of  Pediatric  Cardiology. 

Dr.  Merle  M.  Musselman,  Omaha,  has 
received  an  appointment  as  visiting  lecture^ 
on  surgery  at  the  Harvard  Medical  School. 

Dr.  John  C.  Cline  has  announced  the  re- 
moval of  his  office  from  the  Lincoln  Clinic 
to  Suite  3,  Plaza  Medical  Building,  Lincoln. 

Dr.  John  C.  Sage  has  become  associated 
with  Drs.  Robert  S.  Long  and  William  E. 
Graham  in  the  practice  of  internal  medicine, 
in  Omaha. 

Dr.  Maurice  E.  Grier  was  a guest  speak- 
er at  the  recent  meeting  of  the  Wyoming 
State  Medical  Society  held  at  Jackson’s  Lake 
Lodge,  August  29-31. 

Dr.  Robert  W.  Norton,  Omaha,  is  moving 
to  Yutan  where  he  will  take  over  the  offices 
of  Dr.  R.  H.  Christensen  who  is  moving  to 
Scottsdale,  Arizona. 

Drs.  Robert  L.  Bruce,  Browning,  Mon- 


596 


Nebraska  S.  M.  J. 


tana,  and  Peter  M.  Duvoisin,  Clearwater, 
Florida,  have  been  assigned  to  the  Winne- 
bago Public  Service  Hospital. 

Dr.  Jack  L.  Pulec,  having  completed  his 
specialty  training  at  Mayo  Clinic,  has  be- 
gun medical  practice  in  the  offices  of  Drs. 
Cassidy,  Judd,  Klabenes  and  Alliband  in 
Omaha. 

Dr.  Albert  B.  Lorincz,  Omaha,  presided 
at  a Round  Table  discussion  of  “Toxemia  of 
Pregnancy,”  at  the  recent  Regional  Con- 
ference (District  VI)  on  Obstetrics,  Gyne- 
cologic and  Neonatal  Nursing,  held  in  Chi- 
cago. 

Dr.  Warren  H.  Pearse  has  been  appointed 
chairman  of  the  Department  of  Obstetrics 
and  Gynecology  and  Dr.  Chester  H.  Waters, 
Jr.,  chairman  of  the  Department  of  Ortho- 
pedic Surgery  at  the  University  of  Nebraska 
College  of  Medicine. 

Dr.  John  H.  Bancroft,  son  of  Dr.  and 
Mrs.  Burton  R.  Bancroft,  Sr.,  of  East  Lawn 
Acres,  Kearney,  has  been  awarded  the  Selim 
W.  McArthur  memorial  prize  of  $100  for 
the  surgical  resident  who  is  most  capable  in 
clinical  surgery  at  Presbyterian  - St.  Luke’s 
Hospital  in  Chicago. 


Announcements 

Early  Vaccination  Against  Influenza  Urged — 

The  Surgeon  General  of  the  Public  Health 
Service,  upon  recommendation  of  the  Ad- 
visory Committee  on  Influenza,  has  urged 
early  vaccination  of  the  susceptible  popula- 
tion against  influenza.  As  in  previous 
years,  the  susceptible  population  includes  the 
aged,  the  chronically  ill,  and  pregnant  wom- 
en. This  year  the  susceptible  population  has 
been  expanded  to  include  those  over  4(1  years 
of  age. 

October  Postgraduate  Courses, 

University  of  Iowa — 

Dr.  Janet  Travell,  personal  physician  to 
President  John  F.  Kennedy,  will  be  one  of 
three  guest  faculty  members  for  a post- 
graduate conference  on  “Arthritis  and  Re- 
lated Disorders,”  which  will  be  held  Octo- 
ber 5-6  at  the  University  of  Iowa  College 
of  Medicine,  Iowa  City.  Dr.  Travell  will 
discuss  “Management  of  Referred  Skeletal 
Pain.”  Other  guest  faculty  members  will 
be  Dr.  L.  Maxwell  Lockie,  professor  of 


therapeutics,  University  of  Buffalo,  and  Dr. 
Max  M.  Montgomery,  associate  professor 
of  medicine,  University  of  Illinois.  Among 
subjects  to  be  discussed  will  be:  surgical 
treatment  of  tendon  disease;  bacterial  ar- 
thritides;  the  occurrence  of  rheumatic  fever 
in  children  with  rheumatoid  arthritis;  gout; 
care  of  the  feet  in  rheumatoid  arthritis; 
early  physical  findings  in  the  common  form 
of  arthritis;  Reiter’s  Syndrome;  and  plasma 
proteins  in  rheumatoid  arthritis. 

A postgraduate  conference  on  Radiology 
will  be  held  at  the  University  of  Iowa  on 
October  13.  Among  subjects  to  be  dis- 
cussed will  be  “Carcinoma  of  the  Thyroid 
and  Iodine  131  Levels  in  Milk”  and  “Recent 
Experiences  with  Pre-Operative  Irradiation 
of  Lung  Neoplasms.”  A number  of  neuro- 
radiologic cases  will  be  discussed  also. 
Physicians  who  would  like  to  receive  pro- 
grams and  registration  materials  should 
write  to  John  A.  Gius,  M.D.,  Director,  Post- 
graduate Medical  Studies,  Office  of  the 
Dean,  College  of  Medicine,  Iowa  City,  Iowa. 

Sectional  Meetings,  A.C.S.,  Phoenix — 

The  American  College  of  Surgeons  will 
hold  its  first  1963  sectional  meeting  in 
Phoenix,  Arizona,  January  21-23.  More 
than  450  surgeons  from  the  southwestern 
area  of  the  United  States  are  expected  to  at- 
tend this  scientific  meeting  to  hear  discus- 
sions on  palliative  management  of  patients 
with  malignant  neoplasms,  treatment  of 
multiple  injuries,  surgical  complications  dur- 
ing pregnancy,  treatment  of  burns,  hypo- 
thermia, present  status  of  tissue  transplan- 
tation, plus  two  “How  I Do  It”  clinics  on 
miscellaneous  subjects,  medical  motion  pic- 
tures, and  scientific  papers.  Sessions  will 
be  held  in  the  Hotel  Westward  Ho.  All  doc- 
tors of  medicine  may  attend. 

Fourth  National  Conference  on  the 
Medical  Aspects  of  Sports — 

The  Fourth  National  Conference  on  the 
Medical  Aspects  of  Sports  sponsored  by  the 
American  Medical  Association,  under  the 
auspices  of  the  A.M.A.  Committee  on  the 
Medical  Aspects  of  Sports,  will  be  held  in 
Los  Angeles,  at  the  Statler  Hilton  Hotel  on 
November  25,  1962.  The  Conference  will 
be  held  in  conjunction  with  the  Clinical 
Meeting  of  the  American  Medical  Associa- 
tion, November  25-28,  1962. 

As  was  true  of  the  previous  Conferences 
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on  this  subject  held  in  Denver,  Colorado; 
Washington,  D.C.,  and  Dallas,  Texas,  the 
Fourth  Conference  will  cover  a wide  range 
of  subjects.  Included  will  be  papers,  panels, 
and  discussions  relating  to  training  and  con- 
ditioning, prevention  of  injuries,  recogni- 
tion, referral  and  treatment  of  injuries,  the 
physiology  of  sports  participation  and  other 
subjects. 

Those  interested  in  receiving  announce- 
ments concerning  the  Conference  should 
address  the  Secretary,  Committee  on  the 
Medical  Aspects  of  Sports,  American  Medi- 
cal Association,  535  North  Dearborn  Street, 
Chicago,  10,  Illinois. 

Invitation  to  Alumni — 

Alumni  of  the  St.  Louis  University  School 
of  Medicine  are  invited  to  attend  annual 
alumni  activities  in  St.  Louis  during  Foun- 
ders Week  to  be  celebrated  by  St.  Louis 
University  October  18-22. 

Industrial  Health  Study — 

The  1963  American  Industrial  Health  Con- 
ference will  be  held  March  18-21  in  Wash- 
ington, D.C.  The  Conference  is  comprised 
of  the  annual  meetings  of  the  Industrial 
Medical  Association  and  the  American  As- 
sociation of  Industrial  Nurses.  Further  in- 
formation may  be  obtained  from  the  Ameri- 
can Industrial  Health  Conference,  55  East 
Washington  St.,  Chicago  2,  111. 

American  Fracture  Association  to  Meet — 

The  American  Fracture  Association  will 
hold  its  23rd  Annual  Meeting  on  October  20 
to  25  inclusive,  at  Huntington  Sheraton  Ho- 
tel, Pasadena,  California.  This  includes  one 
day,  October  21,  of  “Postgraduate  Course.” 
This  meeting  is  acceptable  for  Category  No. 
2,  A.C.P.  For  additional  information,  write 
H.  W.  Wellmerling,  M.D.,  Secretary  General, 
Bloomington,  Illinois. 


News  and  Views 

Famous  Virologist  Dies — 

Doctor  Thomas  M.  Rivers,  one  of  the 
world’s  most  famous  virologists,  and  vice 
president  for  medical  affairs  of  the  Na- 
tional Foundation  - March  of  Dimes,  died 
on  May  12,  at  New  York  Hospital,  at  the 
age  of  73.  Before  joining  the  National 


Foundation,  Doctor  Rivers  was  vice  presi- 
dent and  director  of  the  Rockefeller  Insti- 
tute and  its  affiliated  hospital.  He  had  been 
connected  with  the  Institute  for  40  years  at 
the  time  of  his  death. 

Senator  Lister  Hill  Encounters 
Unusual  Resistance — 

Senator  Hill,  son  of  a doctor,  has  always 
been  favorable  to  medical  research.  For  a 
decade  or  more,  he  has  added  amply,  via  the 
Senate,  to  the  amounts  of  appropriations 
asked  for  by  the  Administration  or  made  by 
the  House,  or  both.  He  has  never  really  been 
crossed  by  his  colleagues;  they  have  gone 
along  with  him  without  argument. 

In  this  session,  Hill’s  Appropriations  Sub- 
committee recommended  a total  of  $900.8 
million  for  N.I.H.,  $120  million  more  than 
the  Administration  asked  for,  and  $60  mil- 
lion more  than  voted  by  the  House.  This 
time,  however,  organized  resistance  was  en- 
countered. Perhaps  this  was  because  N.I.H. 
had  been  accused  of  rather  loose  administra- 
tion of  its  funds,  or  because  the  pressing 
need  for  economy  on  the  part  of  the  Govern- 
ment is  making  itself  felt.  At  any  rate,  Hill 
won  by  the  narrowest  margin  in  the  history 
of  his  biennial  battle.  (Information  from 
“Research  Funds  ‘Squeak  Through,’  ” World 
Medical  News,  August  17,  1962,  pp.  24  ff.) 

Enovid  Probably  Innocent — 

The  Thalidomide  episode  has  sensitized 
Congress,  the  Federal  Drug  Administration, 
the  American  Medical  Association,  the  bio- 
logical manufacturers,  and  even  the  people 
to  the  possible  harm  from  any  new  drug, 
especially  one  administered  to  women  during 
the  childbearing  age.  Naturally  Enovid  re- 
ceived the  mantle.  The  Council  on  Drugs 
of  the  A.M.A.  find  no  evidence  to  convict 
Enovid  in  the  matter  of  thrombo-embolic 
phenomena,  but  the  makers,  Searle,  are  not 
ready  to  make  a positive  statement. 

A recent  release  from  G.  D.  Searle  & Co. 
reviews  all  the  data  they  have  gleaned. 
Since  Enovid  was  released  28  cases  of 
thrombo-embolic  disease  have  been  reported 
to  them  in  more  than  one  million  users. 
Among  the  28,  there  were  ten  cases  of  pul- 
monary embolism,  five  of  whom  died.  The 
trend  of  their  opinion  about  these  cases  is 
that  there  is  nothing  definite  to  convict 
Enovid,  and  it  is  readable  between  the  lines 
that  they  think  there  is  no  connection  be- 
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tween  the  medication  and  the  thrombo-em- 
bolisms.  They  state,  however  that  investi- 
gation is  to  be  continued,  and  ask  physi- 
cians to  report  to  them  and  to  the  Food  and 
Drug  Administration,  any  cases  of  throm- 
botic phenomena  occuring  in  women  who  are 
taking  Enovid. 

A New  Look  at  Internships — 

Medical  schools,  rather  than  hospitals, 
should  have  the  major  responsibility  for 
intern  and  resident  training,  the  director  of 
the  Johns  Hopkins  Hospital  recommended 
recently.  Because  the  present  situation  in 
graduate  medical  education  is  “so  involved,” 
he  recommended  a thorough  study  of  the 
whole  problem,  perhaps  by  a foundation. 
“We  need  a Flexner  report  on  graduate  edu- 
cation in  medicine  as  we  needed  one  in  the 
medical  school  situation  of  1910  . . .”  he 
said.  Out  of  the  1910  study  conducted  by 
the  late  Abraham  Flexner  grew  a thorough 
reorganization  and  upgrading  of  under- 
graduate medical  education. 

A New  Method  of  Sampling  New  Drugs — 

Ames  Company,  Inc.,  of  Elkhart,  Indiana 
has  announced  plans  to  test  a new  drug 
sampling  method,  “Scriptstarter”®  designed 
to  avoid  the  many  disadvantages  inherent  in 
the  present  sampling  procedures  used  by  the 
pharmaceutical  industry. 

Sampling  has  been  criticized  by  some 
physicians  has  wasteful,  unnecessary  and 
expensively  flamboyant.  Some  pharmacists 
have  criticized  sampling  as  economically 
harmful  to  their  prescription  volume.  It  is 
said  that  some  patients  may  be  confused 
when  their  physician  gives  them  samples  for 
trial  on  the  premise  that  it  might  encourage 
the  thought  that  his  treatment  and  diagnosis 
may  also  be  on  a trial  basis. 

The  Food  and  Drug  Administration 
(F.D.A.)  has  taken  action  against  companies 
who  collect,  repackage  and  sell  unused 
M.D.  samples.  The  F.D.A.  believes  that  the 
diversion  of  physician  samples  back  into 
channels  of  distribution  has  become  a na- 
tional regulatory  problem. 

“Scriptstarter”®  by  means  of  a preprint- 
ed prescription,  replaces  the  usual  drug  sam- 
ple. The  physician  writes  the  patient’s 
name  and  directions  on  the  prescription  form 
and  the  patient  then  takes  it  to  his  pharma- 
cist for  filling,  at  no  charge. 


The  pharmacist  is  reimbursed  by  filling 
out  an  attached  form  on  the  preprinted  pre- 
scription and  mailing  this  to  Ames  Com- 
pany, Inc.,  in  Elkhart,  Indiana. 

The  company  states  that  “Scriptstarter”® 
would  virtually  eliminate  the  dangers  result- 
ing from  diversion  of  samples  into  the 
hands  of  unauthorized  repackagers. 

Other  benefits  of  “Scriptstarter”®  will 
accrue  to  both  physicians  and  pharmacists, 
Ames  states.  Physicians  will  no  longer  be 
faced  with  the  problem  of  storing  and  han- 
dling samples,  and  will  be  assured  that  their 
patients  will  receive  a fresh  drug  from  their 
pharmacies. 

The  pharmacist  will  benefit  by  receiving 
his  profit  from  the  sample  transaction  and 
thus  not  lose  a sale  to  a sample. 

Under  this  plan  the  patient  can  still  be 
given  the  “trial”  or  “starter”  supply  at  no 
charge  as  is  now  being  done  with  a physician 
sample. 

The  “Scriptstarter”®  now  being  tested 
will,  if  successful,  be  adopted  by  Ames  Com- 
pany as  a definite  procedure. 

A Lesson  From  History — 

(As  pointed  out  by  Smith,  Kline  & French) 

It  is  a refreshing  surprise  to  hear  that 
Soviet  Russia  has  learned  a lesson  from 
capitalist  history.  The  chronicles  of  the 
Western  World  show  that,  in  one  civiliza- 
tion after  another,  the  trademark  has  been 
one  of  man’s  most  useful  inventions.  And 
now  the  Soviet  Union  has  decided  that  trade- 
marks, although  a foundation  of  free  enter- 
prise, must  be  made  a part  of  the  Communist 
economy. 

The  action  was  taken  when  the  Govern- 
ment found  that  its  “no-name  firms”  were 
turning  out  poor  products,  in  spite  of  con- 
stant inspection.  Entire  industrial  groups 
were  producing  shoddy  wares.  Lack  of 
identity  resulted  in  lack  of  incentive,  and 
was  clearly  responsible  for  lack  of  quality. 

Consequently,  to  distinguish  one  state- 
owned  firm  from  another,  the  Government 
first  gave  each  a name.  It  then  required 
many  firms  to  identify  their  products  with 
a trademark. 

“The  trademark,”  explained  V.  A.  Niki- 
forov, a Soviet  economist,  “makes  it  possible 
for  the  consumer  to  select  the  goods  which 
he  likes  . . . This  forces  other  firms  to  under- 
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take  measures  to  improve  the  quality  of 
their  own  product  in  harmony  with  the  de- 
mands of  the  consumer.  Thus  the  trade- 
mark promotes  the  drive  for  raising  the 
quality  of  production.” 

Professor  Marshall  I.  Goldman  of  Welles- 
ly  College,  in  a recent  article  on  trademarks 
in  the  Soviet  Union,  reported  that  Russia 
is  hoping  by  1965  to  have  some  30  to  40 
different  brands  of  radios  and  phonographs 
and  about  20  types  of  television  sets. 

Throughout  history,  the  trademark  has 
been  recognized  both  as  a stamp  of  identi- 
fication and  as  an  incentive  to  quality. 

In  ancient  Egypt,  a slave  put  his  own 
mark  on  every  brick  so  that  the  slavemaster 
knew  whom  to  punish  if  one  was  defec- 
tive. Soap  makers  in  Rome  received  stiff 
fines  and  were  prevented  from  doing  busi- 
ness if  their  products  were  unbranded. 
Flemish  tapestry  workers  who  failed  to 
mark  their  products  lost  their  right  hands. 
In  1266,  England  passed  a law  requiring 
bakers  to  mark  each  loaf  so  that  if  a bad 
one  turned  up  “it  will  be  knowne  in  whom 
the  faulte  lies.” 

But  now  in  the  United  States,  some  critics 
of  the  drug  industry  would  like  to  remove 
trademark  names  from  prescription  drugs. 
They  hold  to  the  theory  that  abolishing  or 
minimizing  the  value  of  trademarks  would 
greatly  reduce  the  cost  of  medicines.  They 
seem  to  ignore  the  fact  that  weakening  the 
trademark  system  is  likely  — as  the  Soviets 
have  found  — to  endanger  quality  and  the 
public  health. 

Without  trademarks,  there  would  be  far 
less  incentive  to  produce  prescription  drugs 
of  outstanding  quality.  Furthermore,  al- 
though many  products  sold  under  common 
names  are  acceptable,  they  are  not  “identi- 
cal” with  their  trade  name  counterparts. 
The  fact  is  that  “identical”  medicines  — if 
made  by  different  firms  — do  not  exist. 
Variations  resulting  from  differences  in 
production  methods  — differences  in  the 
size  of  particles,  in  the  types  of  binders 
and  coatings  — often  cause  supposedly 
“identical”  drugs  to  have  different  effects 
on  the  patient. 

With  the  present  system  of  trademark 
names,  the  physician  relies  on  the  integrity 
and  reputation  of  the  manufacturer,  and  spe- 
cifies by  name  the  exact  product  he  wants 
his  patient  to  receive.  In  this  way,  he 
knows  the  quality  and  effect  of  the  medi- 


cine. If  compelled  to  prescribe  a drug  by 
its  common  name,  the  physician  would  have 
no  such  guarantee.  When  human  lives  are 
at  stake,  inability  to  identify  the  manufac- 
turer of  drugs  is  a dangerous  gamble. 

The  Russians,  then,  in  matters  less  crucial 
than  medicines,  have  found  that  inspection 
is  no  substitute  for  incentive.  They  have 
learned  through  costly  experience  that  trade- 
marks are  the  best  protection  for  the  con- 
sumer. 

If  trademark  names  on  prescription  drugs 
are  weakened  in  America,  we  will  be  taking 
a step  backward.  Unlike  the  Soviets,  we 
will  have  ignored  a lesson  from  history. 

CARE,  Medico  Merge — 

Two  large,  respected  voluntary  agencies 
concerned  with  international  assistance, 
CARE  and  Medico  have  merged. 

The  reasons  for  this  merger  are  the  same 
— increased  efficiency,  lower  administrative 
costs  and  expanded  services. 

CARE  was  founded  in  November.  1945, 
as  the  Cooperative  for  American  Remittance 
to  Europe  to  meet  the  immediate  needs  of 
European  nations  shattered  by  war.  The 
volume  of  aid  it  has  given  during  this  period 
has  been  around  a half-billion  dollars. 

As  conditions  improved  in  Europe.  CARE 
terminated  its  services  in  many  European 
nations  and  started  programs  in  the  develop- 
ing nations  of  Asia,  the  Middle  East,  Latin 
America  and  Africa.  Services  are  now  given 
in  thirty-two  nations. 

Medico,  founded  in  1958  by  the  late  Dr. 
Tom  Dooley  and  Dr.  Peter  Comanduras,  was 
organized  to  establish  hospitals  and  provide 
American  physicians  and  personnel  to  staff 
them  in  newly  developing  areas. 

Medico  is  undertaking  or  organizing  sev- 
enteen projects  in  remote  villages  in  jungle 
and  mountain  areas  of  Laos,  Kenja,  Cam- 
bodia, Vietnam,  Malaya,  Afganistan  and  Hai- 
ti. In  each  instance,  the  projects  are  under- 
taken at  the  invitation  of  the  host  govern- 
ment. 

Wisdom  Hunting — 

What  riches  and  educational  material  may 
go  down  the  drain  because  of  failure  to  pub- 
lish is  anyone’s  guess.  Many  worthwhile 
papers  are  presented  at  society  meetings 
but  are  not  published.  The  ready  availabil- 
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ity  of  a State  Journal,  eager  to  fulfill  its  pri- 
mary purpose  of  communicating  medical 
knowledge,  makes  this  deficit  lamentable 
according  to  an  editorial  in  the  Wisconsin 
Medical  Journal. 

If  nothing  else,  the  energy  required  for 
the  production  of  a successful  medical  meet- 
ing warrants  a record  of  its  proceedings. 
After  the  initial  effort  for  the  meeting  is 
expended,  only  little  additional  effort  is  nec- 
essary to  reach  a much  greater  audience.  A 
State  Journal  provides  a means  for  the  pub- 
lication of  a great  variety  of  presentations 
whose  content  now  reaches  the  ears  of  only 
a few  doctors  fortunate  enough  to  be  phys- 
ically present. 

Tonic  or  Treatment — 

The  statement  “the  patient  received  anti- 
biotics” dates  from  the  time  when  penicillin 
was  the  only  available  antibiotic.  Thus  the 
prescription  of  an  antibiotic  usually  meant 
the  ordering  of  penicillin.  The  term  is  as 
meaningless  as  to  state  that  a patient  re- 
ceived a cardiac  drug.  As  more  and  more 
different  antimicrobial  drugs  have  become 
available  there  is  a need  for  greater  pre- 
cision in  their  use.  The  physician  must  dis- 
tinguish between  the  giving  of  a tonic  or 
a treatment,  according  to  the  title  of  an  edi- 
torial in  the  Archives  of  Internal  Medicine. 

Antibiotics  have  increased  in  number  and 
there  has  sometimes  been  a failure  to  rec- 
ognize their  specific  action  for  different 
types  of  microbes.  It  is  necessary  to  recall 
simple  steps  by  which  antimicrobial  drugs 
can  be  employed  rationally  and  specifically. 
It  is  an  initial  premise  that  antimicrobial 
drugs  are  not  tonics.  Their  therapeutic  ef- 
fect depends  upon  their  ability  to  inhibit  or 
kill  micro-organisms.  Therefore,  as  a first 
step  is  is  necessary  to  have  reasonable  cer- 
tainty that  the  patient  suffers  from  a micro- 
bial infection. 

The  second  step  requires  an  acknowledge- 
ment that  each  drug  has  a specific  effect 
on  a limited  number  of  micro-organisms. 
The  selection  of  the  appropriate  drug  re- 
quires a specific  etiologic  diagnosis  on  clin- 
ical grounds.  In  addition  it  may  be  possible 
to  obtain  suitable  specimens  to  support  the 
clinical  impression  by  the  obtaining  of  lab- 
oratory findings.  If  the  causative  organism 
is  defined,  initially  by  clinical  judgement, 
and  later  by  laboratory  results,  a drug  can 
be  selected  most  likely  to  succeed  by  draw- 


ing upon  published  evidence  or  the  physi- 
cian’s own  experience.  This  permits  the 
selection  of  the  most  effective  drug. 

In  the  interpretation  of  reports  from  the 
bacteriological  laboratory,  clinical  judgement 
is  required.  If  the  specimen  was  obtained 
from  a site  which  is  normally  without  a bac- 
terial flora,  the  recovery  of  a micro-organ- 
ism carries  much  importance  even  if  it  is 
in  disagreement  with  the  initial  etiologic 
diagnosis  based  upon  clinical  evidence.  By 
contrast,  the  isolation  of  an  unexpected  mic- 
ro-organism from  the  respiratory  tract  or 
from  a surface  lesion  requires  much  more 
critical  evaluation. 

Actually  antimicrobial  drugs  fall  into  only 
a few  classes.  A physician  need  be  familiar 
with  only  one  representative  drug  in  each 
class.  With  this  shortening  of  the  list  of 
available  drugs,  it  is  feasible  to  establish 
a fairly  simple  set  of  indications  for  each 
representative  drug. 


Association  of  the  Professions — 

The  Michigan  Association  of  the  Profes- 
sions is  now  three  and  one-half  years  of  age. 
It  has  already  become  the  fourth  largest 
professional  organization  in  that  state.  Its 
formation  received  its  impetus  from  the 
Michigan  State  Medical  Society.  It  has  at- 
tracted professional  members  and  gained 
public  recognition  and  support  because  it  is 
basically  sound,  according  to  the  President’s 
page  of  the  Journal  of  the  Michigan  State 
Medical  Society. 

The  Association  of  the  Professions  in 
Michigan  has  advanced  public  understand- 
ing of  the  professions’  dedication  to  service 
by  television  programs  and  general  publicity. 
It  has  improved  relations  between  profes- 
sions by  means  of  its  Congress  of  the  Pro- 
fessions. It  has  already  proven  a worth- 
while organization  to  favor  the  enactment 
of  valuable  legislation  and  to  oppose  deleter- 
ious measures. 

The  Association  has  interested  and  in- 
structed students  and  school  counselors  in 
the  professions.  It  sponsors  an  annual  con- 
ference with  guidance  counselors. 

Counterparts  of  the  Michigan  Association 
of  the  Professions  are  developing  in  eight 
other  states.  Professional  people  in  thirty- 
two  states  are  said  to  be  working  toward 
similar  organizations.  An  American  Asso- 
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ciation  of  the  Professions  has  incorporated 
with  the  intent  of  fostering  this  movement. 

The  support  of  this  activity  by  the  Mich- 
igan State  Medical  Society  is  said  to  be  evi- 
dence of  the  Society’s  ability  to  seize  initia- 
tive and  to  move  with  imagination.  It  is 
considered  a positive  program  to  anticipate 
social  change  and  to  take  full  advantage 
of  opportunities  for  progress. 


News  From  Our  Medical  Schools 

Ten  Courses  in  Continuation  Medical 
Education  To  Be  Available — 

The  first  in  the  series  of  ten  courses 
in  continuing  medical  education  was  an- 
nounced recently  by  the  University  of  Ne- 
braska College  of  Medicine. 

On  Oct.  4 and  5 physicians  from  Nebraska 
and  surrounding  states  will  meet  on  the 
Omaha  campus  to  discuss  problems  of  evalu- 
ating disabilities  of  workers.  This  course, 
under  the  direction  of  the  Department  of 
Preventive  Medicine  and  Public  Health  and 
the  Department  of  Physical  Medicine  and 
Rehabilitation,  is  designed  to  help  solve 
some  of  the  problems  faced  by  the  physician 
in  dealing  with  cases  involving  compensa- 
tion and  insurance  claims  as  a result  of  in- 
jury in  industry  or  on  the  farm.  In  addi- 
tion, it  will  deal  with  the  problem  of  evalu- 
ating a worker’s  ability  to  perform  occupa- 
tional tasks.  Course  Coordinator  Dr.  Carl 
Potthoff  stated  that  with  a growing  number 
of  Nebraskans  being  employed  off  the  farm, 
industrial  medicine  is  becoming  a more  and 
more  important  responsibility  of  the  physi- 
cian. Dr.  Potthoff  stated  that  the  report  of 
the  Nebraska  Compensation  Court  showed 
that  five  and  one-half  million  was  paid  out 
last  year.  He  hastened  to  add  that  the 
course  will  also  deal  with  disability  evalua- 
tion as  applied  to  agriculture. 

Dr.  Leon  Warshaw  of  New  York  City,  au- 
thor of  the  book,  “The  Heart  in  Industry,” 
and  Dr.  Einer  Johnson,  orthopedic  surgeon 
of  Rochester,  Minnesota,  will  be  guest  fac- 
ulty members  for  the  course.  In  addition 
there  will  be  presentations  by  representa- 
tives of  the  legal  profession  and  College  of 
Medicine  faculty. 

In  addition  to  the  October  course  in  Dis- 
ability Evaluation,  the  following  courses  will 
be  offered: 


Electrolytes  and  Fluid  Balance  — Dec.  6, 
1962. 

Obstetrics  and  Gynecology  — Jan.  17  and 
18,  1963. 

Advanced  Electrocardiology  — Febr.  4 
and  5. 

Recognition  and  Treatment  of  Psycho- 
neurotic Disorders  by  the  General  Prac- 
tioner  — Febr.  14  and  15. 

Useful  Laboratory  Examinations  and 
Their  Interpretation  — Febr.  28  and 
March  1. 

Gastroenterology  — March  14  and  15. 

Obstetrics  and  Gynecology  (Lincoln)  — 
March  28. 

Pediatrics  — April  15  and  16. 

General  Surgery  and  Trauma  — April  29 
and  30. 


Deaths 

NEMEC  — Edward  C.  Nemec,  M.D.,  Oma- 
ha. Doctor  Edward  C.  Nemec  48,  died  Aug- 
ust 10,  1962,  in  Omaha,  following  a week’s 
illness.  Bom  in  1914,  Doctor  Nemec  grad- 
uated from  the  Creighton  University  School 
of  Medicine  in  1938.  Doctor  Nemec  prac- 
ticed medicine  in  Omaha  and  was  a board 
and  staff  member  of  St.  Joseph’s  Hospital 
and  an  instructor  at  the  Creighton  Univ. 
School  of  Medicine. 


Know  Your 
Blue  Shield  Plan 


New  Joint  Payment  System — 

On  July  2,  1962,  Nebraska  Blue  Cross- 
Blue  Shield  initiated  a New  Joint  Payment 
System  for  radiological  and  pathological 
services  rendered  by  physicians  to  its  mem- 
bers in  hospitals. 

Prior  to  the  new  system  patients  were  not 
always  aware  that  they  had  received  pro- 
fessional services  of  physicians  for  radio- 
logical and  pathological  procedures  paid  by 
Blue  Shield. 

Under  the  old  system  these  procedures 
were  listed  on  the  Blue  Cross-Blue  Shield 
Statement  of  Account  furnished  by  the  hos- 
pital to  the  patient.  Although  the  proced- 
ures were  set  apart  under  the  Professional 
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Services  Section  of  the  statement,  the  pa- 
tient was  inclined  to  think  of  them  as  hos- 
pital services  because  the  statement  was  re- 
ceived from  the  hospital. 

Under  the  new  system  Nebraska  Blue 
Cross-Blue  Shield  mails  directly  to  the  pa- 
tient a copy  of  the  joint  check  made  payable 
to  the  hospital  and  physician  or  physicians. 
Listed  on  the  patient’s  copy,  under  Blue 
Cross  Payments,  are  the  various  services  fur- 
nished by  the  hospital  and  the  amount  pay- 
able under  each  classification.  Under  the 
Blue  Shield  Payment  section  of  the  patient’s 
copy  are  listed  the  professional  services  ren- 
dered by  physicians  and  the  amount  pay- 
able for  each  classification,  such  as  X Ray, 
Pathology  and  Other  Services. 

Also  imprinted  in  bold  type  on  the  pa- 
tient’s copy  is  the  statement,  “The  Blue 
Shield  Payment  Represents  Professional 
Services  Rendered  by  the  Physician (s)  List- 
ed Below  And  Are  Paid  By  Your  Blue  Shield 
Agreement. 

The  new  system  will  highlight  and  famil- 
iarize the  patient  with  the  distinction  be- 
tween professional  and  hospital  services.  It 
will  also  ease  the  accounting  and  administra- 
tive procedures  for  both  physicians  and  hos- 
pitals. 

To  further  simplify  the  work  load  for  the 
physician,  he  may  authorize  the  use  of  a 
stamp  endorsement.  Either  a simple  stamp 
with  the  name  of  the  hospital  and  physician, 
or  separate  stamps  are  acceptable.  The  en- 
dorsement does  not  need  to  be  a facsimile 
signature. 

Blue  Shield  is  unique  in  this  payment  sys- 
tem because  no  one  else  — including  private 
pay  patients — make  distinction  between  hos- 
pital and  professional  services.  Another  step 
forward  in  the  public  relations  job  that  has 
to  be  done  by  both  physicians  — and  Blue 
Shield. 


Auxiliary  President’s  Message 

(Continued  from  Page  559) 

The  Auxiliary  has  become  better  known 
than  ever  in  our  communities  because  of 
extensive  publicity  in  connection  with  legis- 
lative activities.  It  is  essential  that  we 
consolidate  our  image  by  becoming  equally 
publicized  for  our  work  in  other  fields  il- 
lustrating our  concern  for  the  health,  wel- 
fare, and  safety  of  the  community.  Your 


Auxiliary  wants  to  help  wherever  it  is  need- 
ed. 

The  State  Convention  will  be  in  Omaha 
next  May  12th,  13th,  14th  and  15th.  I hope 
to  see  you  then  and  as  I travel  over  the 
state.  It  is  not  all  work  and  no  play,  we 
have  fun  too. 

I pledge  my  loyalty  and  devotion  to 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  I will  support  its 
activities,  protect  its  reputation  and 
ever  sustain  its  high  ideals. 

Thank  you. 

Betty  Christlieb, 
President. 


Blue  Shield  and  the  Service  Ideal 

(Continued  from  Page  558) 
fully  paid  professional  services,  through  the 
voluntary  cooperation  of  their  Participating 
Physicians.  These  physicians  have  agreed 
to  accept  the  Plan’s  payment  as  full  pay- 
ment for  covered  services  whenever  the  in- 
come of  the  patient’s  family  is  within  an 
agreed  “income  limit.” 

Even  in  the  relatively  few  Blue  Shield 
Plan  areas  where  the  physicians  have  made 
no  such  formal  agreements  with  their  local 
Plan,  the  Blue  Shield  payment  schedules 
have  usually  been  formulated  by  the  local 
physicians  through  their  professional  so- 
cieties, and  many  if  not  most  of  the  doc- 
tors accept  the  Plan  payment  as  full  pay- 
ment when  the  patient  is  in  the  moderate 
or  lower  income  brackets. 

Thus  the  service  tradition  of  medicine  is 
exemplified  in  Blue  Shield,  to  the  great 
credit  of  the  profession.  Patients  of  modest 
incomes  like  the  “service  benefit”  idea  be- 
cause it  gives  them  a dependable  assur- 
ance that  their  Blue  Shield  subscription  pay- 
ments will  actually  cover  the  full  costs  of  the 
services  that  are  “covered”  by  their  con- 
tracts. 

Blue  Shield  is  the  most  important  ele- 
ment in  prepaid  medical  care;  and  the 
service  idea  (based  on  the  service  tradition 
of  medicine)  is  the  heart  of  Blue  Shield. 
(Reprinted  from  “Blue  Shield  Editorial  Com- 
ment.” prepared  by  National  Association  of 
Blue  Shield  Plans.) 
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Books 


During  the  past  few  months  the  United  States 
Senate,  the  President  of  the  United  States,  repre- 
senatives  of  the  American  Medical  Association, 
practicing  physicians,  and  the  patients  that  they 
sei-ve  have  debated  the  question:  “Should  the  U.S. 

adopt  a system  of  compulsory  health  insui'ance  for 
its  citizens?” 

This  debate  ( temporarily  shelved  by  the  U.S. 
Senate)  will  undoubtedly  continue.  If  as  physi- 
cians we  are  to  intelligently  answer  questions  con- 
cerning government  financed  medical  care,  we 
might  do  well  to  acquaint  ourselves  with  programs 
used  in  other  countries. 

Available  for  our  use  is  the  first  book  to  pro- 
vide an  inside  look  at  various  systems  of  com- 
pulsory health  insurance.  This  book,  “Financing 
Medical  Care  — An  Appraisal  of  Foreign  Pro- 
grams,’ ’has  been  edited  by  Helmut  Schoeck,  a 
professor  of  sociology  at  Emory  University,  and 
he  has  selected  fifteen  experts  (economists,  actu- 
aries, political  analysts,  physicians,  medical  re- 
searchers, statesmen,  and  a theologian)  from  Bri- 
tain, France,  Germany,  Austria,  Sweden,  Switzer- 
land, and  Australia  to  present  their  appraisals  of 
the  different  types  of  “state  medicine”  currently  in 
force  in  their  countries. 

“FINANCING  MEDICAL  CARE  — AN  AP- 
PRAISAL OF  FOREIGN  PROGAMS.”  Edited 
by  Helmut  Schoeck.  Published  in  June,  1962 
by  the  Caxton  Printers,  Ltd.  of  Caldwell,  Ida- 
ho. 314  pages.  $5.50. 


A second  volume  in  a new  series  of  paperbacks 
from  Little,  Brown  and  Company  of  Boston  is  now 
available  eand  will  be  of  interest  to  many  practic- 
ing physicians  in  Nebraska.  It  is  entitled  “Sui-- 
gery  — a Concise  Guide  to  Clinical  Practice,”  and 
it  has  been  designed  to  pi’ovide  a concise  yet  com- 
prehensive survey  of  modern  surgery,  and  to  serve 
as  an  up-to-date  guide  and  ready  reference  for  the 
medical  student,  the  intern,  the  resident,  and  the 
practicing  surgon.  To  achieve  this  goal  the  au- 
thors have  reviewed  surgical  practice  in  its  broad- 
est sense,  including  rehabilitation  and  the  newer 
anents  and  techniques.  The  authors  have  gone  be- 
yond traditional  limits  to  cover  such  subjects  as 
the  legal  obligations  of  the  surgeon  and  the  rela- 
tion to  surgery  of  the  patient’s  emotional  re- 
sponses. 

In  addition  to  the  material  which  the  reader 
would  expect  to  find  in  a comprehensive  surgical 
textbook,  chapters  have  been  included  to  cover  the 
following: 

a.  Diagnostic  radiology  and  radioactive  isotopes 

b.  Basic  principles  of  radiation  therapy 

c.  Cancer  chemotherapy 

d.  Laboratory  tests  used  at  Massachusetts  Gen- 
eral Hospital 


e.  Industrial  hazards  and  emergencies 

f.  Orthopedic  problems  and  practical  points  in 
rehabilitation 

g.  Diet  tables  used  at  Massachusetts  General 
Hospital 

h.  Amputations  and  prostheses 

i.  Ear,  nose,  and  throat  problems 

These  paperback  books  have  been  designed  to 
solve  a growing  dilemma  in  medical  publishing.  In 
this  day  of  expensive  and  sometimes  short-lived 
texts  an  increasingly  urgent  need  has  developed 
for  concise  yet  complete  textbooks  that  can  be  re- 
vised frequently  and  sold  for  a low  price.  This 
book  is  a real  bargain. 

Of  the  twenty-three  authors,  twenty  are  active 
young  men  on  the  Harvard  Medical  School  teaching 
staff  of  the  Massachusetts  General  Hospital.  Two 
authors  are  from  the  University  of  Michigan  Medi- 
cal School,  and  the  twenty-third  contributor  has 
been  an  active  surgeon  at  the  National  Heart  In- 
stitute in  Bethesda. 

“SURGERY  — A CONCISE  GUIDE  TO 

CLINICAL  PRACTICE.”  Edited  by  George  L. 

Nardi,  M.D.,  and  George  D.  Zuidema,  M.D. 

Published  in  1961  by  Little,  Brown  and  Com- 
pany of  Boston.  1034  pages  and  illustra- 
tions, $8.50. 


Whole  blood  transfusions  should  be 
used  primarily  in  the  treatment  of  or  antici- 
pation of  acute  blood  loss  when  it  is  neces- 
sary to  restore  or  maintain  the  blood  volume 
as  well  as  the  oxygen  carrying  capacity. 
Plasma,  albumin,  or  volume  expanders  may 
be  used  temporarily,  while  whole  blood  is 
being  made  available.  Blood  of  any  accept- 
able period  of  storage  may  be  used  for  the 
relief  of  acute  blood  loss  except  for  the  con- 
ditions noted  below. 

A patient  who  has  had  a severe  hemor- 
rhage but  in  whom  bleeding  has  subsided, 
or  a severely  anemic  patient  in  the  course 
of  an  acute  condition,  may  receive  blood 
which  has  been  stored  up  to  its  maximal 
dating  period. 

For  optimal  therapeutic  effect  and  for 
maximal  utilization  of  blood  resources, 
whole  blood  transfusion  should  be  used  only 
when  whole  blood  is  needed. 
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Todays  Health 
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A GOOD  BUY  IN 
PUBLIC  RELATIONS 

Today’s  Health  is  published 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription: 

0 2 YEARS  $5.00  Q 1 YEAR  $3.00 
tu.s..  u.S.  possessions  & Canada) 

Name 

Address 

City 


.Zone 


-State  . 


Please  Print— Use  separate  sheet 

for  additional  names.  SJ 


The  use  of  packed  red  cells  (less  than  5 
days  old)  is  recommended  when  the  recipi- 
ent must  depend  on  repeated  transfusions 
for  survival  in  the  course  of  severe  anemia. 
Blood  nearing  its  expiration  date  should  not 
be  used  for  such  patients,  as  in  so  doing 
more  transfusions  will  be  required  for  the 
maintenance  of  an  adequate  level  of  hemo- 
globin thus  exposing  the  patient  to  the 
danger  of  iron  overloading,  hepatitis  and 
other  transfusion  hazards. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 

Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Seey.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavy,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5C02  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Seey.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Robert  S.  Long,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 

Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 

W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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THE  A.M.A.  STUDENT  LOAN  FUND 

(Guest  Editorial) 

A far  reaching  new  medical  education 
loan  guarantee  program  is  now  under  way 
in  American  medicine.  The  goal  of  this 
program  is  to  help  eliminate  the  financial 
barrier  to  medicine  for  all  who  are  qualified 
and  accepted  by  approved  training  institu- 
tions. It  is  designed  to  provide  a means  of 
financing  a substantial  portion  of  the  cost 
of  a medical  education. 

The  loan  program  for  medical  students, 
interns  and  residents  is  the  result  of  a co- 
operative effort  by  American  medicine  and 
private  enterprise. 

The  program  is  administered  by  the 
American  Medical  Association’s  Education 
and  Research  Foundation.  The  E.R.F.  has 
established  a loan  guarantee  fund.  On  the 
basis  of  this  fund,  the  bank  will  lend  up 
to  $1,500  each  year  to  students.  The  E.R.F. 
in  effect  acts  as  cosigner.  For  each  $1  on 
deposit  in  the  E.R.F. ’s  loan  guarantee  fund, 
the  bank  will  lend  $12.50. 

More  than  3,300  students,  interns  and 
residents  have  borrowed  more  than  $6,000,- 
000  through  this  fund  since  it  was  started 
last  February.  Physicians  and  others  have 
contributed  almost  $700,000  to  the  loan 
guarantee  fund,  which  makes  possible  these 
loans. 

The  guarantee  fund  is  almost  depleted 
and  more  money  is  needed  immediately  to 
keep  up  the  loan  program.  Eventually  it 
will  become  self-sustaining  as  loans  are 
repaid,  but  right  now  substantial  financial 
help  is  needed.  Your  check  to  the  A.M.A.- 
E.R.F.,  535  North  Dearborn  St.,  Chicago, 
will  help  to  keep  this  important  program 
viable.  Contributions  to  the  Foundation  are 
tax  deductible. 

NOTE  : In  Nebraska,  44  students  in  med- 
ical school  have  borrowed  $49,300,  and  three 
in  hospitals,  $4,000,  a total  of  $53,300,  from 
this  fund.  This,  in  the  first  seven  months. 

—Ed. 

Editorial  furnished  by  the  A.M.A. 

and  published  at  the  request  of  the 

president,  Geo.  M.  Fister,  M.D. 


JARGONISM 

This  editorial  concerns  medical  writing 
but  might  well  be  applied  to  other  scien- 
tific exposition,  and  to  the  speaker  as  well 
as  the  writer.  It  is  widely  recognized  that 
writing  in  various  scientific  fields  is  not 
good;  of  course,  we  hear  most  about  that 
in  our  own  field,  medicine.  Many  reasons 
for  this  situation  have  been  advanced  in 
theory,  but  two  of  these  theoretical  reasons 
are  most  commonly  heard.  They  both  have 
to  do  with  the  basic  education  of  the  scien- 
tist. One  school  of  thought  holds  to  the 
idea  that  education  in  our  mother  tongue 
is  neglected ; that  is,  grammar  and  compo- 
sition. One  can  agree  that  these  basic 
educational  courses  are  cut  to  the  minimum. 
The  prospective  medical  student  can  see  no 
great  need  for  “wasting  time”  on  more 
than  the  bare  essentials  of  English;  and  the 
crowded  curriculum  makes  it  easy  for  the 
teachers  to  salve  their  consciences  and  agree 
with  the  student. 

The  second  reason  given  in  theory  is  that 
no  one  should  write,  even  in  the  sciences, 
either  “pure”  or  less  than  “pure,”  unless 
he  has  had  a thorough  grounding  in  the 
“humanities.”  It  is  easy  to  agree  that  edu- 
cation has  become  too  “practical.”  The  time 
was  that  one  obtained  an  education  for  the 
pleasure  it  gave  him,  and  any  practical, 
dollar-earning  by-product  of  such  a classical 
education  was  a secondary  consideration. 
Not  so,  now.  If  everyone  aspiring  to  write 
in  medicine  were  discouraged  from  under- 
taking it,  because  he  does  not  have  a strong 
foundation  in  English  and  a wide  acquaint- 
ance with  the  humanities,  we  would  suffer 
a tremendous  dearth  of  needed  information. 
We  must  write  in  spite  of  a deficient  funda- 
mental education  as  a background  for  this 
exercise. 

Most  physicians  who  undertake  to  write 
are  smart  enough  to  pay  attention  to  proper 
choice  of  words,  proper  grammatical  con- 
struction of  the  sentence  and  the  paragraph, 
and  the  application  of  the  rules  of  coher- 
ence, unity,  and  emphasis.  The  writer 
knows  he  must  have  something  to  say  and 
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must  say  it  as  concisely  as  circumstances 
permit. 

The  most  important  element  in  presenting 
a problem  in  writing  is  accuracy.  If  the 
writer  can  match  his  accuracy  of  exposi- 
tion by  a style  that  is  not  only  easy  to  read 
and  follow  but  that  enhances  the  aesthetic 
qualities  of  his  composition,  he  will  ac- 
complish his  goal  with  credit.  In  scanning 
a great  number  of  current  medical  journals, 
the  most  striking  deterrent  to  accuracy  and 
aesthetic  style  is  found  to  be  the  use  of 
jargon  ( jargonism,  if  we  may  create  a 
term).  This  prime  enemy  of  good  medical 
writing  has  developed  gradually  over  a long 
period  of  time.  Whether  it  is  due  to  a con- 
jugation of  ignorance  and  laziness,  as  some 
assume,  or  to  the  “go-go-go”  life  of  the  stu- 
dent and  physician  makes  little  difference  in 
the  results  — they  are  not  good.  Medicine 
is  classed  as  not-an-exact  science,  but  we 
have  no  right  to  make  it  less  exact.  Expo- 
sitions devoted  to  recording  scientific  facts 
are  not  easy  to  embelish,  but  the  more  read- 
able we  can  make  them,  the  more  widely 
they  will  be  read.  Let  us  look  for  some 
examples  in  current  medical  literature. 

We  could  begin  with  a copy  of  most  any 
medical  journal,  though  there  are  a very  few 
from  which  we  could  elicit  examples  with 
difficulty.  One  which  we  all  read  and  ap- 
preciate greatly  because  of  the  volume  of 
medical  information  spread  before  us  week 
after  week,  is  the  Journal  of  the  American 
Medical  Association  (J.A.M.A.)  A re- 
cent issue  of  this  remarkable  journal  con- 
tains some  excellent  examples  of  jargonism. 
First,  there  is  an  article  purporting  to  teach 
us  how  to  write  medical  manuscripts.  This 
article  contains  several  good  examples  of 
the  errors  its  writer  supposedly  abhors. 
Because  most  of  the  items  we  could  criticise 
belong  in  the  aesthetic  field  rather  than 
that  of  accuracy,  we  will  pass,  instead,  to 
another  article  on  a purely  medical  subject. 

In  the  same  issue  of  J.A.M.A.,  the  title 
of  an  article  contains  the  words  “.  . . Ther- 
apy of  Metastatic  Breast  Cancer.”  You  and 
I know  what  this  author  means  by  this  title, 
or  we  think  we  do.  The  words  “Breast  Can- 
cer,” used  in  this  connection,  violate  the 
rule  that  a noun  must  not  be  used  to  modify 
another  noun,  and  that,  if  so  used  the  two 
words  must  be  hyphenated.  Hyphenation 
is,  actually,  only  a makeshift.  Even  though 
one  cannot  convert  the  word  breast  to  an- 


other form  indicating  that  it  is  an  adjective 
or  adverb,  fortune  has  smiled  on  us  and 
given  us  another  name  for  the  breast, 
mamma.  This  is  convertible  to  mammary 
without  violating  any  grammatical  princi- 
ples. If  the  author  did  not  wish  to  say 
“cancer  of  the  breast,”  he  could  well  have 
said  “mammary  cancer.” 

This  particular  title  adds  insult  to  in- 
jury, as  it  were,  by  prefacing  the  word, 
breast,  with  the  word,  metastatic.  Now, 
what  the  author  says  seems  to  refer  to  can- 
cer in  a metastatic  breast.  Centuries  of  ob- 
servation have  failed  to  turn  up  an  ex- 
ample of  “metastatic  breast,”  so  we  just  do 
not  let  this  mislead  us.  Even  though  the 
reader  understands  what  the  author  is  driv- 
ing at,  this  fact  does  not  make  the  misstate- 
ment either  correct  or  acceptable. 

In  this  same  article  we  find  expression  of 
fallaceous  statements  about  data  from  the 
laboratory.  These  statements  are  less  a 
matter  of  misuse  of  our  language  than  of  in- 
accurate recording  of  data  which  should  be 
as  nearly  scientific  as  any  data  doctors 
usually  record.  The  following  quotation 
from  the  record  of  “Case  1”  are  repeated, 
essentially,  in  each  of  his  case  records: 
“Initial  serum  chemistries  were:  calcium 
9.8  mg.%,  phosphorus  4.1  mg.%,  . . . non- 
protein nitrogen  32  mg.%.”  Records  like 
this  are  very  common,  especially  in  papers 
that  have  not  yet  been  edited.  When  one 
says  the  serum  calcium  is  9.8  mg.%  he  says 
that  there  are  9.8  mg.  of  calcium  in  100.  The 
natural  question  is,  “100  what?”  If  the 
reader  did  not  know  the  per  cent  referred  to 
cubic  milliliters,  he  would  have  to  inter- 
pret the  per  cent  as  referring  to  milligrams. 
This  is  about  as  inaccurate  as  one  could  be 
in  recording  scientific  data.  While  you 
and  I know  what  the  writer  meant  to  say, 
there  may  be  readers  who  are  entirely  mis- 
led by  such  records. 

Medical  literature  is  replete  with  examples 
of  medical  jargonism,  and  this  is  not  an  ef- 
fort to  make  a complete  record  of  it.  Enough 
has  been  presented  to  suggest  greater  cau- 
tion both  in  speaking  and  writing  for  pub- 
lic consumption  — we  hope.  If  doctors  wish 
to  use  “pig-Latin”  in  the  doctors’  lounge, 
no  one  could  really  object;  but  in  speaking 
publicly  or  in  writing  for  the  medical  pub- 
lic, attention  to  proper  use  of  our  language 
will  pay  off  in  accuracy  and  in  aesthetics. 


608 


Nebraska  S.  M.  J. 


BLUE  CROSS  AND  GOVERNMENT 
MEDICINE 

Where  does  Blue  Cross  stand  on  the  ques- 
tion of  government  aid  in  the  care  of  the 
over-65  citizens,  and  why  are  its  plans  lag- 
ging behind  those  of  Blue  Shield  and  the 
commercial  carriers  of  health  insurance? 


Delay  of  the  King-Anderson  type  of  legis- 
lation, at  least  until  the  next  Congress  con- 
venes, has  needled  National  Blue  Shield 
and  the  commercial  carriers  into  a greater- 
than-ever  effort  to  meet  the  needs  of  the 
aged.  Blue  Cross,  on  the  other  hand,  has 
seemed  to  hang  back  letting  itself  be 
dragged  along  like  an  unwilling  steer  on 
the  end  of  a rope. 

Blue  Shield  and  the  commercial  carriers 
were  ready  to  initiate  a concerted  and  con- 
centrated drive  to  sell  any  and  all  over-65 
customers  as  early  as  this  October.  Blue 
Shield  has  been  able  to  iron  out  difficulties 
that  stymied  their  earlier  drive  toward  this 
goal,  and  the  commercials  have  achieved  a 
uniform  low  rate  on  a basic  health  policy, 
with  immunity  from  antitrust  action. 

Blue  Cross  and  Blue  Shield  have  made  it 
a practice  to  offer  parallel  packages  in  the 
past,  but  now  Blue  Cross  opined  it  probably 
would  have  to  delay  the  October  “push.” 
The  effort  seemed  to  be  moving  too  rapid- 
ly to  permit  Blue  Cross  to  square  its  policies 
with  those  of  Blue  Shield.  (?)  An  out- 
sider can’t  resist  the  suspicion  that  the  de- 
lay may  be  related  to  a concern  for  the 
outcome  of  the  November  elections. 

One  needs  only  to  recall  the  difficulty  ex- 
perienced, earlier  in  the  year,  in  getting 
Blue  Cross  and  the  A.H.A.  to  publicly  op- 
pose the  King-Anderson  Bill  and  the  Social 
Security  (S.S.)  system  of  financing  medical 
care  of  the  aged.  They  finally  opposed  the 
bill  but  did  not  deprecate  the  S.S.  system 
of  payment.  Also,  Blue  Cross  and  the 
American  Hospital  Association  are  still 
seeking  further  government  aid  in  financing 
hospital-costs  of  the  over-65  group. 

Perhaps  the  item  that  keeps  Blue  Cross 
and  the  A.H.A.  from  wholeheartedly  join- 
ing Blue  Shield  and  the  commercial  com- 
panies in  pushing  this  crusade,  is  their  ex- 
pressed desire  to  be  in  a position  to  ad- 
minister a national  program  should  one  be 
passed  by  Congress.  Thus,  maybe  they 
would  like  to  hold  onto  their  preferred  po- 
sition with  Blue  Shield  with  one  hand  while 


offering  the  other  hand  to  the  socialistic 
element  in  Congress.  Perhaps  they  are  sit- 
ting on  the  fence  eating  their  pie  whilst 
trying  to  have  it  too.  (For  a more  extended 
discussion  refer  to  “More  Health  Insurance 
for  the  Aged”  in  Medical  World  News  for 
August  31,  1962). 


Current  Comment 

Medical  Group  for  Health  Care  by 
Social  Security — 

The  National  Medical  Association  is  said 
to  have  become  the  first  professional  organ- 
ization of  doctors  to  endorse  health  care 
for  the  aged  under  Social  Security,  accord- 
ing to  the  Unionist,  the  official  newspaper 
of  the  Nebraska  State  A.F.L.-C.I.O.  A 
front  page  story  in  this  paper  states  that 
this  action  by  an  organization,  which  is 
the  spokesman  for  the  majority  of  the  na- 
tion’s Negro  doctors,  was  in  a sharp  split 
with  the  American  Medical  Association  to 
which  most  of  the  former  organization’s 
members  also  belonged.  At  the  National 
Medical  Association’s  67th  Convention,  a 
vote  was  106-71  in  favor  of  support  for 
the  principle  of  Social  Security  financing 
of  health  care. 

At  its  last  previous  convention,  this  or- 
ganization had  joined  the  A.M.A.  in  sup- 
port of  the  Kerr-Mills  Act. 


Changing  Laws — 

The  reaction  to  Thalidomide  has  been  ac- 
tivity from  the  Federal  level  for  change  in 
the  Federal  Pure  Food  and  Drug  Laws,  in 
an  endeavor  to  prevent  other  harmful  drugs 
being  introduced.  Many  changes  have  been 
mentioned,  including  some  from  Senator 
Estes  Kefauver. 

Just  what  is  wrong  with  the  present  law? 
While  Europe,  and  even  Canada  were  being 
exposed  to  this  new  drug,  which  does  the 
things  it  was  intended  to  do,  but  has  the 
deforming  side  capacity,  our  U.S.  law  did 
prevent  sale  of  it  in  the  United  States. 
Sampling  was  done,  and  recalled. 

The  claim  has  been  made  frequently  that 
the  Medical  Profession  was  too  slow  in 
adopting  and  using  new  discoveries.  The 
new  plans  would  slow  the  process. — Journal 
Michigan  State  Medical  Society. 
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Comments  From  Your  President 


We  find  ourselves,  at  this  point,  engaged 
in  many  activities  on  many  fronts.  In  the 
political  field  in  this  pre-election  period, 
making  contacts,  carrying  on  educational 
programs,  as  well  as  lending  active  support, 
which  we  hope  will  prove  effective  in  help- 
ing us  establish  and  maintain  policies  en- 
abling us  to  keep  the  practice  of  medicine  at 
its  present  high  standard,  unencumbered 
by  federal  control. 

The  Seminar  on  Public  Health  for  Nebras- 
ka, held  at  the  University  of  Omaha  in  the 
Eppley  Conference  Room  on  Saturday,  Sep- 
tember 29,  1962,  with  some  of  the  legis- 
lators present ; an  address  by  Governor  Mor- 
rison and  the  Honorable  Fred  A.  Seaton, 
helped  immensely  to  inform  and  point  up 
the  needs  of  the  Public  Health  Department. 

You  have  been  asked  to  cooperate  with 
the  United  States  Public  Health  Service 
and  the  Nebraska  State  Health  Department, 
concerning  the  Sabin  Type  III  polio  im- 
munization problem.  Because  of  the  rela- 
tively far  advanced  program  of  the  Sabin 
Oral  polio  vaccine  administration  in  Ne- 
braska, the  first  intensive  study  of  this  na- 
ture is  being  conducted  here  and  we  are 
sure  that  everyone  will  have  given  it  their 
active  support. 

The  North  Central  Conference  meeting 
in  Minneapolis  on  November  10,  1962,  as 
well  as  the  Fifth  Medical  Service  Confer- 
ence to  be  held  on  November  25,  1962,  in 
Los  Angeles,  the  day  prior  to  the  Interim 
Session  of  the  American  Medical  Associa- 
tion, should  give  some  definite  guide  lines  on 
Kerr-Mills  legislation,  and  implementation 
of  Kerr-Mills  programs,  according  to  the 
spirit  and  intent  of  the  legislation.  This, 
together  with  statistics  available  to  us  from 
those  states  who  have  already  implemented 
such  programs  should  be  of  considerable  as- 
sistance in  our  legislative  endeavors. 

The  American  Medical  Association’s  Edu- 


cation and  Research  Foundation  plan  of 
guaranteeing  bank  loans  to  medical  stu- 
dents, interns,  and  residents,  in  which  the 
A.M.A.  in  effect  becomes  cosigner  of  a 
long-term  note  with  reasonable  interest 
rates,  represents  a major  breakthrough  in 
permitting  students  to  pay  their  own  way 
by  borrowing  against  future  earnings.  The 
A.M.A.  must  set  up  a loan  guarantee  fund 
of  one  dollar  for  every  twelve  and  one-half 
dollars  loaned  to  students.  The  Education 
and  Research  Foundation  needs  money  for 
its  loan  guarantee  fund.  We  have  a re- 
sponsibility to  see  that  no  student  is  divert- 
ed from  the  study  of  medicine  because  of 
lack  of  money.  We  can  all  help  by  mailing 
a check  to  the  Education  and  Research 
Foundation  of  the  A.M.A.,  535  North  Dear- 
born, Chicago,  Illinois. 

0.  A.  Kostal,  M.D., 
President 


610 


Nebraska  S.  M.  J. 


ARTICLES 


SUCCESSFUL  MANAGEMENT  of 

Bleeding  Peptic  Ulcer* t 


Introduction 

THE  physician  engaged  in  the 
practice  of  medicine  will  be 
confronted,  from  time  to  time, 
with  the  problem  presented  by  the  patient 
having  a bleeding  ulcer.  Since  intelligent 
management  of  such  cases  may  well  con- 
stitute the  difference  between  recovery  and 
a fatal  outcome,  it  is  important  periodically 
to  review  and  appraise  current  methods  of 
treatment. 

Diagnostic  Approach 

Although  the  details  of  diagnosis  of  pep- 
tic ulcer  disease  are  beyond  the  scope  of 
this  discussion,  in  general  there  are  two 
approaches  to  the  problem:  the  conserva- 
tive and  the  aggressive.  The  conservative 
approach  consists  of  a carefully  taken  his- 
tory, physical  examination,  blood  and  stool 
studies  and  gastric  aspiration  to  determine 
the  presence  of  active  bleeding  into  the  stom- 
ach. Although  immediate  X-ray  examina- 
tion is  advocated  by  some,  a more  conserva- 
tive practice  is  to  postpone  this  until  the 
following  day  or  at  least  until  brisk  bleed- 
ing has  ceased.  By  this  time,  the  blood  vol- 
ume should  have  become  stabilized  and  the 
stomach  free  of  clots  which  might  interfere 
with  roentgen  interpretation.  Under  these 
circumstances  a more  satisfactory  examina- 
tion can  be  made.  The  aggressive  approach 
entails  immediate  X-ray  study  in  conjunc- 
tion with  esophagoscopy  or  gastroscopy.  If 
the  diagnosis  is  in  doubt,  early  endoscopy 
may  be  justified,  but  in  our  experience  is 
rarely  necessary. 

Classification 

In  the  management  of  bleeding  ulcer,  it 
is  useful  to  classify  patients  according  to 
the  severity  of  the  hemorrhage  and  to  the 
presence  or  absence  of  continued  bleeding. 
The  patient  having  a hemoglobin  greater 
than  nine  grams  or  an  hematocrit  greater 
than  30  per  cent  is  considered  to  have  a 
bleeding  episode  of  mild  to  moderate  sever- 
ity. On  the  contrary,  if  the  hemoglobin  has 
fallen  below  eight  grams  and  the  hematocrit 
below  25  per  cent  or  if  shock  is  present, 
the  hemorrhage  is  classified  as  being  se- 
vere. Obviously,  the  existence  of  continued 
bleeding  can  be  determined  only  after  sev- 


JAMES  W.  McBEE,  M.D.; 
THOMAS  D.  DAVIS.  JR..  M.D.; 
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JULIAN  M.  RUFFIN,  M.D. 
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eral  days  of  observation  and  will  be  dis- 
cussed subsequently.  Although  this  is 
purely  an  arbitrary  classification,  and  one 
group  may  merge  into  another,  it  enables 
one  to  outline  general  principles  of  treat- 
ment which  are  applicable  to  most  cases. 

Management 

Assuming  that  the  diagnosis  has  been  es- 
tablished, the  treatment  of  the  patient  with 
mild  to  moderately  severe  bleeding  usually 
is  simple  and  consists  of  bed  rest,  prefer- 
ably in  the  hospital,  the  conventional  ulcer 
diet,  antacids  and  sedatives.  However,  if 
nausea  is  present  or  hematemesis  has  just 
occurred,  constant  gastric  suction  should  be 
employed  for  12  to  24  hours,  and  then  the 
patient  fed  cautiously.  Even  in  mild  cases 
it  is  wise  to  have  suitable  blood  immediately 
available.  This  regimen  should  be  con- 
tinued until  the  stool  has  become  free  of 
blood  as  indicated  by  a negative  benzidine 
or  guaiac  determination  on  three  consecu- 
tive specimens.  After  the  bleeding  has 
ceased,  the  usual  long-term  management  of 
ulcer  is  instituted.  Severe  bleeding,  on  the 
contrary,  must  be  treated  as  a medical  emer- 
gency with  constant  gastric  aspiration  and 
replacement  of  blood  as  needed.  Anticholin- 
ergic drugs  administered  either  orally  or 
parenterally  are  contraindicated  during  a 
bleeding  episode.  These  drugs  paralyze 
the  stomach  and  theoretically  might  inter- 
fere with  clot  formation  by  decreasing 
smooth  muscle  contraction.  In  addition, 
they  may  render  operation  difficult  by 
causing  gastrointestinal  dilatation  and 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1962. 

tThis  study  was  supported  in  part  by  grants  from  the 
National  Institutes  of  Health. 
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atony.  Gastric  suction  is  of  more  value 
than  continuous  milk  or  alkali  drip.  It  ac- 
complishes the  same  purpose  without  the 
abdominal  distention  that  so  often  fol- 
lows this  type  of  therapy.  Topical  throm- 
bin has  been  of  no  value  in  our  hands.  Ice 
water  lavage  of  the  stomach  may  be  useful 
and  intragastric  cooling  has  been  recom- 
mended highly.  Irradiation  of  the  stomach 
in  the  acute  case  is  of  no  value.  There  are 
those  who  state  that  neither  transfusions 
nor  surgery  are  indicated  in  patients  hav- 
ing a bleeding  ulcer.  Such  an  attitude 
speaks  for  itself. 

An  important  aspect  of  the  management 
of  bleeding  ulcer  is  the  demonstration  of 
continued  or  recurrent  hemorrhage.  Cer- 
tainly, incontestable  evidence  of  this  vom- 
ting  or  aspiration  of  fresh  blood  from  the 
stomach,  the  passage  of  dark  red  blood  from 
the  rectum,  or  the  development  of  shock. 
The  demonstration  of  radioactivity  in  the 
stool  after  intravenous  injection  of  chromi- 
um51-labeled  red  cells  is  likewise  evidence 
of  bleeding.  A tarry  stool  or  fall  in  hemo- 
globin or  hematocrit  does  not  necessarily 
indicate  continued  bleeding  and  must  be 
evaluated  carefully.  Tachycardia,  a low 
grade  fever  and  an  elevated  blood  urea  nitro- 
gen are  all  suggestive  signs  of  continued 
hemorrhage. 

Indications  for  Transfusion 

Definite  indications  for  transfusions  are 
(1)  shock,  (2)  a hemoglobin  less  than  eight 
grams  and  an  hematocrit  less  than  25  per 
cent,  or  (3)  preparation  for  operation.  Op- 
tional indications  are  hemoglobin  levels  be- 
tween eight  and  ten  grams,  an  hematocrit 
between  25  and  30  per  cent,  and  postural 
hypotension.  One  realizes  that  there  is  a 
tendency,  especially  on  the  part  of  the  in- 
experienced physician,  to  transfuse  need- 
lessly. Such  an  attitude  is  to  be  deplored. 

Indications  for  Surgery 

In  general,  there  are  four  indications  for 
operation  in  bleeding  ulcer:  (1)  rapid 

blood  loss  requiring  multiple  transfusions 
to  maintain  an  adequate  blood  volume.  If 
more  than  five  units  in  24  hours  are  re- 
quired to  maintain  blood  volume,  it  is  un- 
wise to  delay  operation;  (2)  recurrent  hem- 
orrhage during  careful  medical  management 
in  the  hospital.  In  such  cases  it  is  extreme- 
ly likely  that  further  bleeding  will  take 
place,  and  therefore  it  is  wise  to  proceed 
with  surgical  treatment  immediately;  (3) 


repeated  hemorrhages.  How  many  times 
will  one  allow  a patient  to  bleed  before  ad- 
vising surgery?  There  are  many  factors 
which  must  be  considered,  such  as  the  fre- 
quency and  severity  of  the  bleeding,  the 
availability  of  medical  care,  the  loss  of  time 
from  one’s  occupation,  and  the  presence  of 
complicating  diseases  which  increase  opera- 
tive risk;  (4)  continuous  blood  loss  without 
the  development  of  shock.  The  patient  may 
bleed  slowly  for  days.  Just  how  long  this 
should  be  allowed  to  continue  is  a matter 
of  individual  judgment.  Whenever  the 
physician  becomes  convinced  that  the  bleed- 
ing will  not  cease  spontaneously,  operation 
is  indicated. 

Contrary  to  opinions  expressed  by  some 
authors  who  believe  that  all  patients  over 
the  age  of  fifty  should  be  operated  upon 
without  delay,  the  age  of  the  patient  should 
not  affect  one’s  thinking  with  two  excep- 
tions: (1)  the  young  patient  and  (2)  the  el- 
derly individual  with  a short  life  expectancy. 
In  neither  of  these  is  one  inclined  towards 
elective  surgery. 

Case  Reports 

The  following  case  reports  illustrate  the 
principles  presented  above: 

1.  Mild  to  Moderately  Severe  Bleeding. 

The  patient,  a fifty-eight-year-old 
white  male,  was  admitted  to  Duke  Uni- 
versity Medical  Center  on  September 
25,  1959,  giving  a history  of  typical  ul- 
cer distress  over  a period  of  several 
weeks.  On  the  day  of  admission  he 
passed  a tarry  stool  and  had  a brief 
period  of  syncope.  On  examination, 
he  was  not  in  shock  but  postural  hypo- 
tension was  present.  The  hemoglobin 
was  9.7  grams  per  100  ml.,  the  hemato- 
crit was  29  per  cent  and  the  stool  gave  a 
4-plus  guaiac  reaction.  No  blood  was 
found  on  gastric  aspiration.  The  pa- 
tient recovered  promptly  under  con- 
ventional ulcer  therapy  without  trans- 
fusion or  operation. 

Comment : Although  the  patient  had 

postural  hypotension  and  the  hemoglobin 
and  hematocrit  were  at  borderline  levels, 
it  was  decided  to  treat  him  with  the  usual 
ulcer  regimen,  omitting  transfusions.  By 
far  the  majority  of  bleeding  ulcers,  prob- 
ably 70-80  per  cent,  can  be  managed  suc- 
cessfully in  this  manner. 
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2.  Severe  Bleeding. 

The  patient,  a fifty-four-year-old 
white  male,  was  admitted  to  Duke  Uni- 
versity Medical  Center  on  November 
10,  1960,  giving  a history  of  ulcer  dis- 
tress over  a period  of  three  months. 
Melena  had  occurred  during  the  preced- 
ing week,  and  hematemesis  on  the  day 
of  admission.  On  examination,  the  pa- 
tient was  found  to  be  in  shock  with  a 
blood  pressure  of  80/0;  the  hemo- 
globin was  7.4  grams  per  100  ml.,  and 
the  hematocrit  was  28  per  cent.  Con- 
stant gastric  suction  was  instituted  and 
he  was  given  six  units  of  blood.  On  the 
following  day,  the  usual  medical  man- 
agement was  instituted  and  the  patient 
had  an  uneventful  recovery. 

Comment:  The  indications  for  transfu- 

sion in  this  case  were  obvious,  consisting  of 
shock  and  a low  hemoglobin  and  hemato- 
crit. To  withhold  blood  in  such  situations 
could  well  result  in  a fatality.  Patients  with 
severe  bleeding  require  transfusion  but 
most  of  them  recover  without  surgery. 

3.  Severe  Bleeding  Requiring  Surgery. 

The  patient,  a thirty-seven-year-old 
white  male,  was  admitted  to  Duke  Uni- 
versity Medical  Center  on  January  20, 
1961,  with  a history  of  epigastric  di- 
stress over  a period  of  several  weeks. 
Six  days  before  admission  he  vomited 
a large  quantity  of  blood,  was  hospital- 
ized elsewhere  and  transfused.  At 
that  time  a large  ulcer  on  the  lesser 
curvature  of  the  stomach  was  demon- 
strated by  X ray.  Despite  multiple 
transfusions  his  hemoglobin  fell  to  a 


level  of  4.8  grams.  On  examination,  he 
was  not  found  to  be  in  shock,  and  the 
only  finding  of  significance  was  marked 
pallor.  Gastric  aspiration  revealed  the 
presence  of  bright  red  blood.  He  was 
transfused  rapidly  and  operated  upon 
as  soon  as  satisfactory  blood  levels 
could  be  obtained.  A subtotal  resec- 
tion was  carried  out  with  prompt  cessa- 
tion of  bleeding  and  an  uneventful  re- 
covery. 

Comment:  The  very  low  hemoglobin  in 

spite  of  multiple  transfusions,  and  the  pres- 
ence of  fresh  blood  in  the  gastric  aspirate, 
made  emergency  surgery  mandatory.  To 
delay  operation  in  such  cases  usually  results 
in  a fatality. 

An  Axiom 

Given : 

1.  Survival  until  therapy  can  be  started 
in  a hospital. 

2.  The  intelligent  use  of  transfusions. 

3.  Constant  observation  by  a team  of 
competent  observers  and 

4.  A capable  surgeon  prepared  to  oper- 
ate at  any  time,  night  or  day. 

Then: 

No  one  should  die  of  a bleeding  peptic 
ulcer. 

Our  Experience  at  Duke  University 
Medical  Center 

Utilizing  the  principles  outlined  above, 
there  have  been  no  deaths  from  a bleeding 
peptic  ulcer  on  our  service  during  the  past 
thirty-two  years. 


“That  we  are  living  today  in  an  era  of  social  and  spiritual 
degeneration  is  apparent  to  all  of  us  who  are  old  enough  to  have 
observed  the  changes  in  our  political  philosophy  which  have  taken 
place  in  the  last  25  years.  We  are  now  living  in  an  era  of  ‘hand- 
outs’ and  ‘giveways.’  It  is  no  longer  the  custom  to  push  our  en- 
deavors ‘above  and  beyond  the  call  of  duty’  for  the  sake  of  the 
whole  . . .”  (Koontz:  On  Reading  Lists  for  Medical  Students  and 
Young  Doctors.  Med.  Times,  September,  1959). 
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Infantile  Spasms 

With  Hypsarhythmia 


RATHER  recent  methods  of  ther- 
apy have  shown  that  success 
can  be  achieved  at  times  in  a 
syndrome  which,  when  untreated,  leads  al- 
most inexorably  to  a very  tragic  conclusion. 
This  paper  is  written  to  bring  to  the  atten- 
tion of  the  general  practitioner  the  details 
of  diagnosis,  treatment,  and  prognosis  in 
this  mysterious  disease. 

Infantile  spasms  with  hypsarhythmia,  as 
it  has  been  called,  strikes,  without  warn- 
ing, the  very  young  and  defenseless,  often 
follows  a very  insidious  course  and  leaves 
its  victims  little  better  than  mere  vegetables. 
The  child  is  usually  less  than  one  year  old 
when  the  parents  begin  to  notice  a brief 
nodding  of  the  head  or  other  quick  body 
movements  which  last  for  an  instant,  but 
leave  their  mark  of  drowsiness  or  irrita- 
bility. As  these  episodes  occur  more  and 
more  frequently,  it  becomes  increasingly 
obvious  to  the  parents  that  the  child  has 
somehow  become  less  responsive  to  his  sur- 
roundings, and  motor  skills  formerly  ac- 
complished with  ease  are  strangely  lost. 
These  quicky  body  movements  often  occur 
repeatedly  in  a series,  and  w here  they 
might  have  been  overlooked  previously, 
now  are  obvious  to  the  parents  as  some  sort 
of  “spasm.”  These  children  have  a typical 
electroencephalographic  (EEG)  pattern 
which  has  been  called  hypsarhythmia.1  Al- 
though the  EEG  may  improve  and  the 
spasms  may  disappear  by  the  age  of  five 
years,  most  children  are  left  severely  re- 
tarded in  the  mental,  motor  and  special  sen- 
sory fields.2  This  total  picture  thus  de- 
scribes a syndrome  of  infantile  spasms, 
hypsarhythmia  and  severe  developmental  re- 
tardation. 

The  onset  of  the  symptoms  of  this  syn- 
drome usually  occurs  between  the  age  of 
three  and  twelve  months,  and  seldom  after 
the  age  of  two  years.  The  so-called  spasms 
are  very  brief  in  duration  and  probably  are 
not  noticed  by  the  parent  initially  or  may 
be  ignored  because  of  their  brevity.  There 
are  two  general  patterns  of  spasms  noted,3 
one  is  very  similar  to  the  Moro  or  “startle” 
reflex,  consisting  of  a brisk  extension  of  the 
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arms  and  legs.  The  other  is  the  predomi- 
nantly flexor  type,  consisting  of  a sudden 
flexion  of  the  head  on  the  chest  with  flexion 
of  the  arms  and  legs.  The  spasms  may  be 
a combination  of  the  two  or  may  consist 
only  of  a rapid  quivering  or  jerking  motion. 
The  attack  is  of  very  short  duration,  last- 
ing only  a few  seconds  and  frequently  is  ac- 
companied by  a cry  which  is  said  to  be  “post- 
ieal”  in  type.  The  attacks  occur  most 
often  on  awakening  and  may  occur  in  a 
series  lasting  a few  minutes.  The  most  out- 
standing observation  about  the  children  is 
that  they  all  mature  normally  until  onset 
of  the  spasms,  and  then,  suddenly,  they  are 
noted  to  be  generally  disinterested  in  their 
environment.  They  fail  to  smile  or  react 
to  stimuli  and  take  a general  backward  step 
in  development.  This  dullness  is  generally 
noted  quite  rapidly  following  the  first  few 
attacks  and  often  is  the  main  thing  that 
calls  the  parents’  attention  to  the  serious- 
ness of  the  seemingly  minor  spasms. 

Attacks  of  infantile  spasms  are  often  mis- 
taken clinically  either  for  myoclonic  seizures 
or  petit  mal,  although  they  are  not  so 
abrupt  or  as  short  as  myoclonic  seizures. 
Because  of  the  variety  of  spasms  involved 
with  these  entities,  differentiation  often  can 
only  be  made  by  EEG.1’ 2 The  EEG-pat- 
terns  seen  in  infantile  spasms  has  been 
called  hypsarthymia  (“mountains”  arhy- 
thmia).  Gibbs  and  Gibbs  describe  it  as 
“The  easiest  to  detect  of  the  cerebral  dys- 
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rythmias  of  epilepsy;  even  easier  than  the 
three  per  second  spike  and  wave  of  petit 
mal  because  it  is  continuously  present  and 
nonepisodic.”1  It  consists  of  high  voltage 
slow  waves  and  spikes  occurring  randomly 
in  different  cortical  areas,  at  times  appear- 
ing focal  and  at  times  generalized.  This 
generalized  pattern  is  very  diffusely  disor- 
ganized, without  the  definite  rhythmicity 
of  the  three  per  second  spike  and  wave  of 
petit  mal. 

As  stated  above,  this  pattern  is  almost 
continuously  present  whether  the  child  is 
awake  or  asleep,  changing  to  high  voltage 
_spikes  with  fast  activity  during  the  actual 
spasms  which  are  longer  in  duration  than 
myoclonic  seizures  and  have  more  spike  ac- 
tivity. 

The  attacks  occur  more  frequently  in 
males,  two  to  one.1  They  rarely  occur  after 
the  age  of  five  years,  whether  the  patient 
is  treated  or  not,  but  by  that  time  the  child 
is  often  totally  demented.  Most  authors 
agree  that  it  is  the  mental  deterioration  that 
is  the  most  serious  result.  After  the  child 
has  had  spasms  for  a few  weeks  or  months, 
he  almost  always  is  retarded  in  all  aspects 
of  development.  In  1954,  Gibbs,  et  al.5 
stated  that  87  per  cent  of  their  patients  had 
mental  retardation,  which  is  more  than  is 
found  in  any  other  form  of  epilepsy.  Al- 
though eventually  all  aspects  of  develop- 
ment are  affected,  motor  function  is  usual- 
ly the  last  to  be  impaired.  A generalized 
muscular  overactivity  may  be  one  of  the 
first  signs,  with  flaccidity  or  spasticity  as 
an  end  result.  It  is  generally  concluded 
that  the  chaotic  appearance  of  the  EEG  is 
rarely  found  after  five  years  of  age.  By 
that  time  it  usually  becomes  normal  or  de- 
velops into  focal  abnormalities.  The  pa- 
tient at  this  time  may  experience  general- 
ized convulsions.  The  course  of  the  EEG  is 
almost  parallel  to  the  clinical  course  of  the 
seizures.6  In  those  patients  whose  seizures 
cease,  normal  EEG’s  will  be  obtained.  This 
constitutes  over  50  per  cent  of  the  patients 
treated  in  some  series.7  However,  as  men- 
tioned previously,  the  general  retardation 
of  the  child  is  usually  severe. 

Oddly  enough,  the  first  known  mention 
of  this  entity  in  the  medical  literature  was 
in  1841,  in  the  form  of  a plea  to  the  editor 
of  the  Lancet  by  a doctor  whose  own  child 
developed  the  symptoms  at  about  four 
months  of  age.8  He  noted  gradual  mental 
deterioration  thereafter,  although  the  child’s 


development  had  been  normal  prior  to  the 
onset  of  the  illness.  He  described  the 
spasms  as  a “bobbing  of  the  head,”  which 
Locock  had  told  him  were  “salaam  convul- 
sions,” about  which  little  could  be  done. 
The  child  also  had  the  short  cry  which  is 
seen  in  many  of  these  children. 

From  that  time  until  1950,  very  little 
was  actually  published  to  help  clarify  this 
entity.  English  medical  literature  men- 
tioned “massive  spasms,”  “flexion  spasms,” 
“nodding  spasms,”  “jack  - knife  convul- 
sions,” “infantile  myoclonic  seizures,”  “sa- 
laam spasms,”  and  “lightening  majors,” 
while  the  Germans  spoke  of  them  as  “Ginss 
Krampfe”  or  “ Blitz  - Nick  - und  Salaam 
Krampfen”  which  described  the  lightening 
fast  nodding  of  the  head  and  body  flexion 
very  well.  However,  it  was  not  until  1952 
that  Gibbs  and  Gibbs,1  in  their  Atlas  of 
Electroencephalography,  accurately  defined 
the  clinical  pattern  and  correlated  it  directly 
to  the  EEG-pattern  which  they  called  hyp- 
sarhythmia. 

Thus  an  exact  syndrome  was  described 
consisting  of  these  sudden  spasms  and  hyp- 
sarhythmia,  which  they  called  “Infantile 
Spams.”  The  term  spasm  was  used  because 
these  episodes  were  too  short  for  a true 
convulsion  and  too  long  for  the  rapid  jerks 
of  myoclonic  seizures.  They  also  described 
myoclonic  seizures  and  differentiated  them 
with  the  EEG  from  infantile  spasms.  Since 
then,  there  has  been  considerably  more  in- 
trest  in  the  subject,  as  shown  by  the  medical 
literature.  However,  most  studies,  even  as 
recent  as  1959,  did  considerable  “lumping” 
of  various  seizure  patterns  without  separa- 
tion of  cases  by  EEG  findings. 

Hypsarthymic  EEG  patterns  have  also 
been  found  in  patients  with  phenylketo- 
nuria9 and  in  definite  cases  of  epilepsy.4 
In  this  latter  instance,  Bower  and  Jeavons 
made  an  excellent  attempt  at  differentiating 
EEG’s.  They  noted  that  other  investigat- 
ors seemingly  had  difficulty  classifying  the 
less  typical  EEG-patterns.  They  analyzed 
them  using  a scoring  system  designed  to 
separate  the  characteristics  of  hypsarhyth- 
mia  from  those  of  nonhypsarhythmic  epilep- 
sy. However,  the  ages  of  these  patients 
with  epilepsy  and  hypsarthymia  were  not 
stated,  nor  was  it  determined  as  to  whether 
or  not  they  might  have  had  infantile  spasms 
at  the  onset  of  their  difficulty. 

During  the  past  fifteen  years  much  time 
and  effort  have  been  devoted  to  the  etiology 
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of  this  syndrome.  The  cause  has  been  at- 
tributed to  a multiplicity  of  factors,  such  as 
pre-  or  postnatal  brain  damage  due  to 
anoxia,  birth  trauma,  encephalitis,  or  vari- 
ous immunizations.7- 10- n- 12  Hereditary  fac- 
tors have  also  been  considered.  Low13  stat- 
ed that,  in  reality,  the  seizures  appear  to  be 
a “nonspecific  reaction  of  the  very  young 
brain  to  a variety  of  causes.”  The  striking 
similarity  of  the  onset  and  progression  of 
this  disease  to  that  found  in  phenylketonuria 
has  prompted  much  research,14  but  no  con- 
sistant  metabolic  defect  has  been  found  ex- 
cept for  an  increase  of  urinary  xanthurenic 
acid  when  given  a tryptophan  loading  test, 
in  five  children  in  Cochrane’s  series.15  Of 
course,  all  children  with  infantile  spams 
should  be  checked  for  urinary  phenylpyruvic 
acid. 

Low16  believes  the  hypsarhythmic  brain 
pattern  and  seizures  to  be  due  to  decreased 
concentration  or  activity  of  enzymes  in  the 
very  young  child.  He  states  that  physiolo- 
gists have  shown  that  the  activity  of  sev- 
eral enzymes  can  be  increased  by  adminis- 
tration of  cortisone  and  decreased  by  adren- 
alectomy. He  believes  that  these  children 
have  trouble  with  their  enzyme  functions 
early  and  need  help  over  these  humps.  He 
also  states  that  those  who  responded  favor- 
ably with  increased  attention  and  improved 
motor  performance  did  so  within  a period 
of  three  days  to  three  weeks  following  ini- 
tiation of  cortisone  therapy. 

Treatment  of  this  syndrome  in  the  past 
has  been  very  discouraging.  As  Livingston 
states,  “these  are  the  most  difficult  seizures 
to  control,”7  and  most  agree  that  the  com- 
mon anticonvulsants  are  of  no  assistance. 
Some  have  had  success  with  ketogenic 
diets,7  “whose  therapeutic  effect  presumably 
depends  upon  a shift  of  the  body  metabolism 
towards  acidosis,”1  but  results  have  not 
been  conclusive.14  Intensive  antibiotic  ther- 
apy using  aureomycin17  has  sometimes  been 
effective  in  normalizing  the  EEG,  causing 
reduction  of  seizures,  and  improvement  of 
mental  acuity.  This  therapy  seemed  to  af- 
fect a wide  variety  of  EEG  disorders  that 
were  unchecked  by  other  medication.  Klein 
and  Livingston,  in  1950,  reported  improve- 
ment in  four  epileptic  patients  with  admin- 
istration of  ACTH.18  However,  these  pa- 
tients were  all  beyond  the  age  of  typical  in- 
fantile spasms  with  hypsarthvmia  when 
treated.  Seven  out  of  ten  of  Low’s16  pa- 
tients showed  definite  improvement  with 
cortisone  or  ACTH.  Only  the  three  oldest 


of  his  series,  age  two  to  two  and  one-half 
years,  did  not  benefit.  A case  study  of  60 
consecutive  patients  by  Stamps  and  Gibbs19 
revealed  that  ACTH  therapy  over  a one 
year  period  resulted  in  dramatic  improve- 
ment in  36  patients  with  almost  complete 
cure  in  5 of  these  36  patients.  Whereas 
Cox  and  Martin20  believe  that  brain  dam- 
age may  be  prevented  by  early  corticosteroid 
therapy,  the  work  of  Dobbs,  et  al.21  with 
ACTH  has  given  variable  clinical  response. 
As  yet,  there  is  no  explanation  for  the  ap- 
parent good  results  from  corticosteroid  ther- 
apy, but  Klein  and  Livingston18  seem  to 
think  it  is  in  some  way  due  to  the  effect 
of  these  hormones  on  carbohydrate,  protein 
and  fat  metabolism.  Low’s16  theory  of  in- 
creased enzymatic  activity  with  cortisone  in 
children  apparently  needing  this  added  help 
sounds  logical.  Regardless  of  the  mecha- 
nism, since  this  therapy  appears  to  bring 
relief  in  many  cases,  it  is  worth  a thera- 
peutic trial  in  any  child  with  infantile 
spasms  to  prevent  the  almost  inevitable  seri- 
ous outcome  of  severe  permanent  mental  re- 
tardation. 

In  the  following  paragraphs  we  will  try 
to  analyze  the  results  of  therapy  in  cases 
which  we  have  studied  over  the  past  few 
years.  Using  the  strict  diagnostic  criteria 
as  mentioned  previously,  a series  of  16 
cases  were  collected.  The  following  three 
case  histories  of  the  series  are  given  to  il- 
lustrate the  various  types  of  patterns  in- 
volved and  the  response  noted  to  treatment. 
The  first  patient  was  treated  with  only  the 
routine  anticonvulsants,  the  second  patient 
was  given  cortisone  with  an  excellent  re- 
sponse, and  the  third  patient  illustrates  a 
case  of  very  poor  response  to  cortisone. 

Case  No.  3 — J.S.  (Anticonvulsant 
therapy  only).  This  white  male  was 
first  seen  at  15  months  of  age  with  a 
history  that  at  6 months  of  age  he  be- 
gan having  episodes  of  uttering  a 
sharp  cry,  dropping  his  head  on  his 
chest,  and  having  a “dazed  look  on  his 
face.”  These  attacks  became  more  fre- 
quent and  more  severe,  with  his  legs 
stiffening  and  trembling  for  several 
minutes.  If  an  attack  came  while  he 
was  sitting,  he  would  fall  to  the  floor. 
At  this  first  visit  it  was  noted  that 
the  child  was  pale  and  flaccid,  rolled 
his  head  from  side  to  side  and  could- 
n’t crawl,  sit  or  stand.  He  also  ap- 
peared not  to  recognize  people.  Family 
history  revealed  that  a maternal  sister 
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had  epilepsy  and  there  were  “fainting 
spells”  on  the  paternal  side. 

An  EEG  revealed  paroxysmal  bursts 
of  single  and  multiple  spikes  with  no 
focal  abnormality,  compatible  with  hyp- 
sarhythmia. 

The  patient  was  treated  with  Myso- 
line,  dilantin  and  phenobarbital  with 
some  control  of  the  seizures.  At  two 
years  of  age,  the  patient  was  able  to 
walk  if  held  by  the  hand,  but  appeared 
to  be  deaf  and  almost  totally  blind.  At 
almost  three  years  of  age  he  still  was 
unable  to  hold  up  his  head  and  was 
unable  to  sit  or  stand  by  himself.  He 
appeared  severely  retarded  mentally, 
unable  to  talk,  deaf,  and  almost  com- 
pletely blind.  He  died  at  age  four  and 
one-half  years  of  fulminating  tubercu- 
losis which  had  developed  following 
commitment  to  a state  hospital. 

Case  No.  4 — M.C.  (Good  result 
with  cortisone  therapy).  This  five- 
month-old  white  male  entered  the  hos- 
pital with  a history  of  having  appar- 
ently been  in  good  health  until  three 
weeks  previously.  At  that  time,  the 
patient  began  having  quick  “spasms” 
during  which  his  arms  and  legs  were 
drawn  to  his  trunk  and  his  head  would 
turn  to  the  right.  The  baby  was  also 
very  hyperirritable.  A pneumoenceph- 
alogram showed  moderate  internal 
hydrocephalus  with  no  displacement  of 
the  ventricles.  An  EEG  showed  diffuse 
high  voltage  spikes  with  multiple  foci 
both  awake  and  asleep  compatible  with 
hypsarhythmia. 

The  patient  was  placed  on  elixir  of 
phenobarbital  1/4,-grain  every  eight 
hours  with  some  control  of  the  spasms 
and  he  was  discharged.  He  was  read- 
mitted in  one  month  because  of  an  in- 
crease in  the  number  of  spasms  a few 
days  previously.  He  was  placed  on 
Achromycin  syrup,  1 dram  every  eight 
hours,  elixir  of  phenobarbital,  1 dram 
every  six  hours,  and  Meticorten  in  de- 
creasing dosages  from  50  mg.  daily 
down  to  maintenance  doses  of  5 mg. 
q.i.d.  in  six  days.  The  patient  became 
seizure-free  and  seemed  more  alert  and 
playful  almost  immediately.  An  EEG 
taken  two  weeks  after  the  start  of  ste- 
roid therapy  showed  theta  rhythm, 
5-6/sec.  with  some  3-4/sec.  waves.  No 


focal  signs  and  a few  2/sec.  waves. 
The  sleep  pattern  was  negative  except 
for  one  spike  in  the  right  anterior  tem- 
poral area.  This  EEG  was  considered 
normal  for  his  age  (6  months).  Achro- 
mycin was  discontinued  at  that  time, 
with  the  phenobarbital  and  Meticorten 
gradually  decreased  until  the  pheno- 
barbital was  discontinued  after  ten 
months.  The  Meticorten  was  stopped 
five  months  later.  The  child  at  present 
is  three  years  old  and  is  described  as 
mentally  alert,  seizure-free,  and  intelli- 
gent as  well  as  normal  physically  except 
for  smallness  of  stature  and  hirsutism. 

Case  No.  14  — J.B.  (Poor  result 
with  ACTH  and  cortisone  therapy). 
This  five-month-old  white  male  was  ad- 
mitted to  the  hospital  with  a history 
of  having  been  apparently  normal  un- 
til the  age  of  three  months,  when  he 
seemed  to  lose  interest  in  his  sur- 
roundings. He  no  longer  reached  for 
objects  and  did  not  seem  to  notice  his 
parents.  At  around  four  months  of 
age  he  began  having  “sudden  jerking 
movements”  which  were  described  as 
a forward  nodding  of  the  head,  flexion 
of  the  legs  and  an  “embracing”  ges- 
ture of  the  arms.  These  were  often 
repeated  in  a series  and  he  would  fre- 
quently cry  following  the  attacks. 

The  patient’s  birth  was  apparently 
normal  and  his  development  had  been 
normal  until  onset  of  the  seizures. 

The  patient  was  febrile  on  admission 
and  a purulent  drainage  was  noted  com- 
ing from  both  eyes.  EEG  showed  dif- 
fuse paroxysmal  single  and  multiple 
spike  activity  compatible  with  hypsa- 
rhythmia. The  child  was  given  Aureo- 
mycin  Ophthalmic  ointment  to  both 
eyes  four  times  daily,  and  tetracycline 
pediatric  drops,  100  mg.,  3 times  daily, 
orally.  The  infection  cleared  rapidly 
and  he  was  given  ACTH  daily  with 
gradually  increasing  doses  up  to  30 
units  a day.  After  four  weeks  of  this 
therapy  without  much  improvement,  he 
was  placed  on  Meticorten  5 mg.  t.i.d., 
dilantin  % gr.  t.i.d.,  and  phenobarbital 
14  gr.  b.i.d.  He  remained  seizure-free, 
but  very  listless  and  sleepy  on  this 
medication  schedule.  Phenobarbital 
was  stopped  because  of  this,  with 
prompt  recurrence  of  the  seizures. 
Phenobarbital  was  again  added,  but  the 
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seizures  still  continued  about  three 
times  daily.  The  patient  was  last  seen 
at  ten  months  and  at  that  time  he  was 
still  experiencing  seizures,  was  unable 
to  support  his  head  and  his  eyes  failed 
to  fix  on  any  object.  Extreme  mental 
retardation  remained  and  the  patient  is 
now  awaiting  placement  in  a home  for 
feebleminded  children. 
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An  EEG  illustrating  the  typical  findings 
of  hypsarhythmia  is  shown  in  figure  1. 
The  diffusely  disorganized  pattern  of  high 
voltage  spikes  and  slow  waves  randomly 
emitting  from  the  various  cortical  areas 
give  a very  striking  chaotic  EEG  in  this 
farhythmia,  and,  as  stated  previously,  is 
quite  diagnostic. 

Of  the  16  cases  studied  in  the  series,  11, 
(69%)  of  the  patients  were  male  and  5 
(31%)  were  female.  Onset  of  symptoms 
in  these  cases  varied  from  five  weeks  of 
age  to  four  years  of  age,  with  11  of  the  16 
patients  having  onset  of  their  disease  before 
one  year  of  age.  Thirteen  of  the  16  patients 
were  treated  with  steroids,  while  three  Were 
given  anticonvulsant  therapy  only.  Of  the 
13  receiving  steroids,  excellent  results  from 
this  therapy  were  obtained  in  six,  moder- 
ate improvement  was  noted  in  four,  and 
poor  results  were  obtained  in  only  three  pa- 
tients. 

From  this  study,  with  poor  results  noted 
in  only  three  patients  on  steroids,  we  feel 
that  cortisone  therapy,  as  recommended  by 
many  authors,  is  definitely  indicated.  The 
three  patients  who  were  treated  solely  with 
anticonvulsant  therapy  had  extremely  poor 
results.  Response  to  cortisone  therapy 
seems  definitely  related  to  age  of  onset 
and  the  period  between  onset  and  initiation 
of  therapy.  That  is,  if  onset  of  symptoms 
is  within  the  first  few  months  of  life,  cor- 
tisone therapy,  to  be  effective,  should  be 
started  almost  immediately.  If  the  symp- 
toms occur  after  the  first  year  or  so,  a long- 
er interval  between  onset  and  initiation  of 
therapy  may  still  effect  a good  result.  Per- 
haps the  brain  is  more  sensitive  to  any  de- 
ranged metabolism  in  these  first  few  months 
of  life  when  the  nervous  system  is  so  im- 
mature and  so  much  change  is  taking  place. 
Later,  apparently,  the  physiology  is  not  as 
crucial  and  temporary  disturbances  can  be 
tolerated  often  for  periods  of  a few  months 
rather  than  for  just  days  or  weeks  as  in 
the  earlier  period  of  life.  In  this  regard, 
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Figure  1 


it  is  noted  that  in  this  series,  those  pa- 
tients who  had  moderate  improvement  or 
excellent  results  had  a time  lapse  of  but 
2.8  months  between  the  onset  of  symptoms 
and  the  initiation  of  therapy.  In  contrast 
to  this,  there  was  an  average  of  17  months 
between  the  onset  of  symptoms  and  the  ini- 
tiation of  cortisone  therapy  in  the  three  who 
failed  to  respond  to  this  therapy.  Thus,  a 
prompt  diagnosis  with  rapid  initiation  of 
cortisone  therapy  is  imperative,  especially 
in  the  first  year  of  life,  if  severe  mental  or 
motor  retardation  is  to  be  avoided. 

No  definite  precipitating  factors  could 
be  established  in  any  of  the  16  cases  studied. 
A family  history  of  some  type  of  seizures 
was  found  in  5 of  the  16  patients,  which  is 
much  greater  incidence  than  mere  chance 
would  allow.  Detailed  data  concerning 
these  patients  is  outlined  in  table  1.  Note 
that  a high  incidence  of  mental  or  sensory 
impairments  was  observed  in  this  series 
as  in  all  previously  reported  case  studies 
by  various  investigators. 


Conclusions 

The  historical  background  and  the  clinical 
description  of  the  syndrome  of  infantile 
spasm  with  hypsarhythmia,  with  a review 
of  16  patients,  has  been  presented.  Thir- 
teen patients  were  treated  with  cortisone 
and  some  improvement  was  noted  in  all  but 
three  patients  with  this  therapy.  Correla- 
tion of  prompt  initiation  of  therapy  with 
results  seems  evident  and  thus  makes  early 
recognition  of  this  syndrome  imperative. 
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THE  UNEXPECTED  IN  NEW  DRUG  RESEARCH 
The  most  challenging  problems  in  the  field  of  drugs  center 
mainly  on  diseases  which  are  not  yet  clearly  understood.  The 
research  efforts  required  for  their  resolution  will  entail  basic 
understanding  and  a close  integration  of  many  disciplines.  The 
problems  still  with  us  are  difficult  and  complex.  No  one  can 
state  with  certainty  what  the  future  holds.  Indeed,  in  the  field 
of  research  and  new  products  we  are  often  puzzled  — or  even 
astonished  — at  the  least  expected  point  . — Dr.  Ernest  H.  Vol- 
wiler,  former  president,  Abbott  Laboratories,  to  Senate  Subcommit- 
tee on  Antitrust  and  Monopoly,  Dec.  9,  1961. 
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MANAGEMENT  of 

Senile  Cataract * 


BEFORE  discussing  the  manage- 
ment of  senile  cataract,  I 
should  like  to  review,  briefly, 
the  embryology,  anatomy,  and  physiology  of 
growth  of  the  crystalline  lens.  The  lens 
arises  from  a pinched  off  piece  of  epithelium 
that  becomes  specialized  under  the  influ- 
ence of  the  neuro-ectoderm  of  the  optic 
vesicle.  This  piece  of  epithelium  is  infold- 
ed and  pinched  off  from  the  surface.  It  be- 
comes surrounded  by  the  optic  vesicle.  The 
lens  in  its  adult  form  has  a single  anterior 
layer  of  germinal  epithelium.  As  these 
germinal  cells  reach  the  equator  they  pro- 
liferate continuously  and  form  the  lens 
fibres.  These  fibres  are  laid  down  from 
the  outside  inward,  and,  therefore,  the  or- 
iginal fibres  laid  down  in  embryonic  life 
are  still  present  in  old  age.  It  is  because 
of  this  method  of  growth  that  the  lens  con- 
tinues to  expand  as  long  as  it  remains  alive. 

Anatomically  the  lens  has  three  principle 
regions:  the  capsule,  the  cortex  which  lies 
underneath  the  capsule,  and  the  nucleus 
which  makes  up  the  central  portion  of  the 
lens.  The  types  of  cataracts  are  named  in 
relation  to  these  anatomical  regions ; ( 1 ) 
capsular  or  sub-capsular;  (2)  cortical;  (3) 
nuclear.  Lens  fibers  grow  from  the  equator 
constantly  adding  new  layers  of  cortex  un- 
derneath the  capsular  epithelium.  This 
zone  is  the  only  actual  living  zone  of  the 
lens.  It  is  relatively  soft  and  is  known 
as  the  cortex.  The  actual  limit  of  the  cor- 
tex is  not  well  defined  but  blends  into  the 
nucleus.  These  nuclear  fibers  are  dead  fi- 
bers, but  for  some  reason  maintain  their 
transparency  until  late  in  life  when  some 
chemical  change  takes  place  which  causes 
them  to  become  darker  in  color  and  lose 
some  of  their  transparency.  When  this 
takes  place  a nuclear  opacity  occurs  which 
is  one  of  the  commonest  types  of  senile 
cataracts  in  the  older-age-group,  70  to  90 
years.  When  the  cortex  dies,  the  proteins 
lose  their  transparency  and  become  grey. 
This  produces  the  cortical  type  of  cataract 
which  is  the  commonest  type  of  change  in 
the  middle-age-group,  60  to  70.  The  third 
/type  of  cataract  seen  clinically  is,  also, 
really  a change  in  the  cortex  but  is  limited 
chiefly  to  the  posterior  subcapsular  area 
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and  involves  the  most  recently  laid  down 
lens  fibers.  This  is  called  a subcapsular 
type  of  cataract  and  is  frequently  seen  in 
the  age  groups,  between  45  and  60  years  of 
age.  These  three  types  of  cataract,  nuclear, 
cortical  and  subcapsular  may  also  be  com- 
bined together  in  the  same  lens.  The  opa- 
city may  be  predominately  nuclear,  but 
with  some  cortical  change,  or  predominate- 
ly nuclear  with  some  posterior  subcapsular 
change.  There  may  be,  also,  combinations 
of  nuclear  and  cortical  types.  These  merge 
into  one  another  and  there  is  no  sharp  di- 
viding line  between  them.  The  type  found 
in  one  eye  however,  is  like  that  in  the  other 
eye  of  the  same  patient.  Senile  cataracts 
are  always  eventually  bilateral. 

Cataracts  also  may  be  classified  as  to  the 
stage  of  development.  This  is  a clinical 
classification  and  is  based  on  the  amount 
of  clouding  or  opacity  of  the  lens.  When 
this  produces  an  equivalent  amount  of  visual 
loss,  the  cataract  is  classified  according  to 
the  amount  of  visual  disturbance  it  pro- 
duces. Any  lens  opacity  may  be  called  a 
cataract,  pathologically,  but  clinically  the 
lens  opacity  should  not  be  called  a cataract 
until  it  is  producing  some  visual  loss.  It  is, 
therefore,  wrong  to  tell  a patient  that  he  has 
cataracts  when  only  early  peripheral  spokes 
or  early  nuclear  sclerosis  is  found.  When 
the  vision  becomes  reduced  to  20/30  or 
20/50  vision,  the  patient  is  still  able  to  read 
ordinary  print  and  get  along  quite  well,  the 
cataract  may  be  considered  to  be  immature. 
From  20/70  to  20/200,  the  visual  handicap 
becomes  greater.  Below  20/70  ordinary 
reading  of  newsprint  is  impossible  and  for 
clinical  purposes  the  lens  can  be  considered 
to  be  mature;  yet,  pathologically,  the  cata- 
ract is  still  quite  immature.  Visual  loss  be- 
low 20/200  may  be  considered  to  indicate 
a mature  cataract  and  usually  by  this  time 
pathological  changes  have  progressed  far 
enough  so  that  the  lens  is  also  pathological- 
ly mature.  This  is  the  stage  that  used  to 
be  considered  ripe  for  surgical  treatment. 
With  the  old  surgical  techniques  it  was 
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necessary  to  wait  for  this  stage  to  develop 
before  operation  was  attempted.  Since 
about  1930,  the  intracapsular  technique  has 
developed.  The  entire  lens  is  removed  in 
the  capule,  and  this  clinical  stage  of  matur- 
ity need  not  be  awaited.  The  lens  can  be 
removed  with  safety  in  the  immature  stage 
or  anytime  that  the  vision  is  reduced  be- 
low the  useful  level  of  20/50  or  20/70  de- 
pending on  the  need  of  the  patient. 

The  development  of  cataract  is  very  rare- 
ly simultaneous  in  the  two  eyes.  One  eye  is 
usually  from  a year  to  several  years  in 
advance  of  the  other.  Under  these  condi- 
tions the  vision  in  the  better  eye  determines 
the  time  for  surgery  in  the  poorer  eye.  It 
is  always  quite  difficult  to  explain  to  the 
patient,  and  it  is  hard  for  him  to  under- 
stand why  if  one  cataract  is  ripe  and  ready 
for  surgery  that  this  eye  should  not  be  oper- 
ated upon.  Some  surgeons  feel  that  this 
should  be  done  simply  to  get  the  cataract 
out  of  the  way  and  have  the  eye  ready  to 
be  used  when  the  need  arises.  I personally 
feel  that  this  may  be  doing  unnecessary 
surgery.  Many  of  these  patients  who  do 
not  understand  the  problem  are  quite- 
unhappy  when  they  realize  that  the  eye 
that  had  been  operated  on  will  not  function 
with  the  unoperated  eye,  and  they  are  still 
only  using  their  old  eye  and  not  the  oper- 
ated one.  The  reason  for  this  is  that  the 
images  produced  in  the  eye  following  a 
cataract  operation  are  three  times  larger 
than  the  images  in  the  unoperated  eye  and 
the  two  eyes  will  not  function  together. 
This  is  sort  of  like  trying  to  drive  a team 
made  up  of  a Shetland  pony  and  a percher- 
on.  Occasionally  the  lens  on  one  side  is 
much  farther  advanced  and  has  become  hy- 
permature.  It  may  become  swollen  and 
cause  glaucoma,  or  become  liquid  and  cause 
iritis.  Then,  of  course,  the  lens  has  to  be 
removed  even  if  the  vision  in  the  other  eye 
is  still  good.  This  generally  takes  between 
twelve  and  fifteen  years  from  the  earliest 
beginnings  of  the  cataract  and  is  not  too 
common  an  occurrence. 

There  are  no  drugs  or  drops  that  will 
prevent  the  death  of  the  lens.  Good  food 
and  good  general  health  may  contribute  to 
the  slowing  down  of  this  aging  process.  I 
think  that  the  lens  stops  growing  before  it 
dies.  If  this  growth  factor  could  be  found 
and  applied,  the  lens  might  not  die.  The 
fountain  of  youth  has  not  yet  been  found. 
Frequent  changes  of  glasses  may  be  need- 
ed. When  the  vision  can  not  be  improved, 


and  the  patient  is  unhappy,  then  operation 
should  be  advised. 

The  surgical  technique  has  been  improved 
in  the  last  twenty  years.  Better  anesthesia 
has  made  operation  easier  and  safer.  The 
majority  of  cataracts  are  still  done  under 
local  anesthesia  since  this  area  can  be 
blocked  off  completely.  The  patient  feels 
no  discomfort  with  good  anesthesia,  and 
with  deep  retrobulbar  injection  and  facial 
block  the  lids  cannot  be  squeezed  and  the 
eyes  cannot  be  moved.  This  allows  the  sur- 
geon to  control  the  removal  of  the  lens  with- 
out the  danger  of  vitreous  loss  which  is  al- 
ways a serious  complication  of  cataract  sur- 
gery. Until  recently  vitreous  was  lost  in 
ten  to  fifteen  per  cent  of  cataract  opera- 
tions. At  the  present  time,  most  surgeons 
have  reduced  this  complication  to  as  low  as 
one  to  three  per  cent.  One  other  complica- 
tion was  the  rupture  of  the  lens  capsule. 
In  recent  years  this  complication  has  been 
reduced  by  the  use  of  Chymotrypsin.  This 
is  a pancreatic  enzyme  which  dissolves  the 
zonular  fibers  without  dissolving  the  cap- 
sule. This  allows  the  lens  to  be  picked  out 
with  more  ease  and  less  chance  of  capsular 
rupture.  This  new  method  is  sometimes 
spoken  of  as  dissolving  the  cataract.  This, 
of  course,  does  not  take  place,  as  it  is  only 
the  zonule  that  is  weakened.  The  lens  still 
has  to  be  removed  either  with  forceps  or  a 
small  suction  cup.  It  was  thought  that  this 
new  method  might  allow  lenses  to  be  re- 
moved from  children  or  very  young  adults, 
but  this  has  proved  too  dangerous  because 
of  the  increased  vitreous  loss  that  takes 
place  in  these  young  individuals.  Most 
surgeons  feel  that  use  of  trypsin  should  be 
limited  to  the  middle  age  bracket,  where  a 
strong  zonule  is  to  be  expected. 

The  complications  in  the  postoperative 
period  have  been  reduced  to  almost  the  van- 
ishing point  by  the  use  of  small  sharp  nee- 
dles and  very  fine  sutures,  both  silk  and 
gut.  Sutures  are  used  routinely  now  and 
have  reduced  instances  of  wound  rupture, 
iris-prolapse  and  postoperative  hemorrhage 
to  a very  small  percentage.  It  would  be 
safe  to  tell  a patient  that  he  has  at  least  a 
98  per  cent  chance  of  having  a good  sur- 
gical result.  The  visual  result,  however, 
following  cataract  operations  are  influenced, 
of  course,  by  the  previous  condition  of  the 
retina,  which  is  not  always  normal. 

Certainly  the  fear  of  the  cataract  oper- 
ation should  not  prevent  a person  from  hav- 
ing a surgical  operation.  Age  is  no  contra- 
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indication.  These  people  can  be  out  of  bed 
the  day  following  operation  or  even  the  day 
of  operation,  if  it  is  necessary.  The  long 
period  of  bed  rest  with  both  eyes  tied  up  has 
been  eliminated.  The  stay  in  the  hospital 
has  been  reduced  to  four  to  five  days  as  a 
rule.  It  might  be  possible  to  shorten  this 
one  more  day  if  there  is  good  care  and  su- 
pervision in  the  patient’s  home. 

There  are  still  two  serious  complications 
which  are  extremely  rare:  (1)  the  expul- 
sive hemorrhage;  and  (2)  the  pyogenic  in- 
fection which  occurs  at  the  time  of  oper- 
ation. These  account  for  only  a small  frac- 
tion of  one  per  cent  of  all  lost  eyes.  The 
first  complication  can  not  be  avoided.  The 
last  can  be  reduced  by  meticulous  aseptic 
technique.  The  chief  danger  in  the  man- 
agement of  cataract  lies  in  overlooking  glau- 
coma which  may  be  simultaneously  present. 
If  glaucoma  is  present  during  the  waiting 
period,  the  patient  occasionally  comes  in  for 


operation  and  finds  that  the  glaucoma  has 
destroyed  the  optic  nerve.  Surgery  now 
will  not  improve  his  vision.  This  is  the  rea- 
son that  cataract  patients  should  be  seen 
at  frequent  intervals  to  be  sure  glaucoma  or 
other  retinal  pathologic  change  is  not  de- 
veloping. 

The  use  of  plastic  lenses  and  more  care- 
fully ground  optical  glass  also  improve  the 
efficiency  of  the  patient  after  the  cataract 
has  been  removed.  Contact  glasses  can  be 
worn  by  some  people  after  a cataract  oper- 
ation. They  are  very  useful  to  a young 
person  with  a unilateral  cataract.  This 
solves  the  problem  of  unequal  image  size, 
and  a patient  can  use  both  eyes  together 
with  this  system,  but  extra  reading  glasses 
are  needed.  The  use  of  small  plastic  lenses 
inside  the  eye  is  still  experimental.  It  has 
been  done  successfully,  but  the  follow-up  has 
not  been  long  enough  to  recommend  it  as 
yet. 


FREEDOM  IN  THE  FIELD  OF  HEALTH  CARE 
Those  who  advocate  more  inroads  upon  our  liberty  fail  to  rec- 
ognize that  it  is  not  a mere  coincidence  that  the  life  span  of  Ameri- 
cans today  is  longer  than  that  of  the  people  of  any  other  major 
nation.  It  is  no  accident  that  there  are  more  than  3,000,000 
Americans  alive  today  who  would  be  dead  if  our  national  death 
rate  had  not  been  reduced  through  improved  diagnosis  and  care. 
These  facts  are  not  due  to  climate,  to  food,  or  to  public  health 
measures.  They  are  due  to  the  dynamism,  the  spirit,  and  the  free- 
dom of  choice  existing  today  within  the  field  of  health  care.  The 
three  fundamental  elements  of  medicine  in  this  country  — the 
physician,  the  pharmacist,  and  the  pharmaceutical  manufacturer 
— have  worked  together  in  a climate  invigorated  by  the  spirit 
of  freedom,  and  together  they  have  provided  medical  care  unsur- 
passed anywhere  in  the  world.  — Frances  C.  Brown,  President, 
Schering  Corporation,  to  National  Association  of  Retail  Drug- 
gists, Oct.  5,  1961. 
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Mastoiditis: 

RECENT  CONCEPTS  OF  MEDICAL 
AND  SURGICAL  MANAGEMENT  . . . 

A Review  of  Current  Literature 


OF  the  two  broad  categories  of 
hearing  impairment  that  are 
traditionally  classified  as  ei- 
ther conduction  or  perception  deafness,  this 
paper  will  relate  to  those  chronic  inflamma- 
tory conditions  whose  sequelae  are  charac- 
terized by  either  a total,  or  partial  impair- 
ment of  conduction.  Accordingly,  dealt 
with  will  be  the  relatively  common,  chronic 
purulent  mastoiditis  infections  that  are  oft- 
en allied  with  perforations,  scarring,  or  in- 
flammation of  the  tympanic  membrane; 
middle  ear  infections,  acute,  chronic,  or  re- 
infective  from  a mastoid  focus. 

Characteristically  the  initial  infections 
are  fostered  by  hypertrophied  adenoidal  ob- 
struction of  the  eustachian  tube  and  ini- 
tiated by  such  diverse  organisms  as  the  eti- 
ological agents  of  meningitis,  syphilis,  ty- 
phoid fever,  mumps,  measles,  and  hemolytic 
streptococcal  diseases,  to  mention  but  a few 
of  the  more  common  ones.  At  the  other  end 
of  the  microscopic  spectrum  are  organisms 
of  esoteric  interest  only,  such  as  the  precip- 
itating cause  of  Haverhill  fever,  Streptobac- 
illus  monilaforms.1 

Though  considerably  less  common  than  be- 
fore the  advent  of  antibiotics,  nevertheless, 
with  the  emergence  of  resistant  organisms 
the  incidence  of  acute  and  chronic  mastoid- 
itis is  gradually  increasing. 

If  not  acquired  through  a hematogenous 
route,  the  secondary  mastoid  pathology  is 
a complication  of  acute  purulent  otitis 
media  infected  with,  in  order  of  frequency, 
beta  hemolytic  streptococcus,  various  types 
of  pneumococcus,  and  Staphylococcus  au- 
reus. 

In  children,  the  onset  of  the  infection  is 
particularly  insidious  due  to  the  paucity 
of  physical  findings  before  a frank  dis- 
charge is  manifest  in  the  external  auditory 
canal.  Usually,  pain  over  the  mastoid  bone 
and  associated  emissary  vein,  peri-auricular 
and  mastoid  edema  are  present.  Based  on 
sensitivity  studies  of  the  causative  organ- 
ism^), appropriate  chemotherapeutic 
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agents  should  be  given  in  adequate  doses. 
Naturally,  curtailment  of  activities  and 
sedatives  are  prescribed  along  with  the 
treatment  of  any  concurrent  infections  of 
the  nose,  throat,  or  sinuses. 

Most  acute  mastoiditis  infections  respond 
to  this  regimen,  but  occasionally  the  bony 
septa  of  the  mastoid  cells  are  broken  down 
and  exudate  persists  in  the  mastoid  process. 
The  patient  may  appear  to  be  well,  clinical- 
ly, but  subtle  otoscopic  changes  in  the  drum 
membrane,  a feeling  of  fullness  in  the  af- 
fected ear,  low  grade  fever,  leukocytosis, 
and  elevated  erythrocyte  sedimentation 
rate  (ESR)  all  persist.  X-ray  studies  of  the 
mastoids  are  the  only  means  of  visualizing 
the  true  extent  of  the  disease  process,  and 
the  contrast  between  the  manifest  physical 
symptoms  and  the  degree  of  invasion  of  the 
mastoid  bone  is  often  quite  dramatic. 

Untreated  mastoditis  can  initially  cause 
hearing  loss  of  a conduction  type  and,  even- 
tually, complications  such  as  petrositis,  lat- 
eral sinus  thrombophlebitis,  labyrinthitis, 
meningitis,  and  brain  abscess.  The  middle 
ear  infection  may  also  cause  a paralysis 
of  the  facial  nerve,  and  a labyrinthine  in- 
volvement. These  complications  are  all  in- 
dications for  a radical  mastoid  opera- 
tion.2- 3- 4 

The  physio-pathological  rationale  predis- 
posing to  chronicity  is  the  so-called  neo- 
Wittmackian  theory  of  Tumarkin,  who  has 
drawn  attention  to  the  fact  that  exudative 
otitis  media  in  adults  shows  a predilection 
for  the  hypocellular  mastoid.  In  fact,  hypo- 
cellularity  is  itself  a stigma  of  disease.  De- 
position of  new  bone  is  known  to  occur  in 
chronic  inflammation,  whether  in  the  mas- 
toid or  any  other  bone.  Moreover,  while 
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mastoidectomy  in  children  frequently  re- 
veals a cellular  mastoid,  in  adults  the  chron- 
ically infected  mastoid  is  almost  universally 
hypocellular.  Ear,  nose  and  throat  special- 
ists are  familiar  with  adult  mastoid  which, 
in  the  first  stages  of  the  mastoidectomy,  or 
preoperative  X rays  appears  to  be  acellular, 
but  yields  tiny  isolated  unhealthy  cells  in 
remote  regions  after  the  removal  of  thick 
layers  of  dense  bone.  These  clinical  ob- 
servations can  be  readily  explained  by  the 
concept  of  a chronic  inflammation  abolish- 
ing the  pneumatic  system.  Again,  it  is  be- 
lieved by  many  that  pneumatization  can  be 
inhibited  by  disease  during  the  years  of 
childhood.  Tumarkin  contends  that  patho- 
logical processes  can  inhibit  pneumatization 
at  any  time  until  the  process  is  complete, 
that  is,  up  to  the  twelfth  year.  High  among 
such  pathological  processes  he  places: 

(a)  Eustachian  obstruction 

(b)  Exudative  otitis  media 
either  singly  or  in  combination.5 

Proceeding  from  predisposing  causes,  a 
correlation  will  be  attempted  of  two  inde- 
pendently published  papers,  one  in  this 
country  by  Pou,  and  one  from  Finland  of 
Kari  and  Pulkkinen.  The  latter  of  these 
statistically  illustrates  that  if  an  ear  with 
otitis  media  does  not  heal  in  three  weeks 
under  the  proper  antibiotic  therapy,  and 
hearing  remains  impaired,  it  is  advisable  to 
perform  mastoidectomy.  If  prolonged  med- 
ical (nonsurgical)  treatment  is  used,  the 
mastoid  cells  and  the  antrum  will  be  filled 
with  edematous,  granulating  mucosa  in 
which  fibrous  changes  take  place  during 
healing.  The  result  in  many  cases  will  be 
adhesive  otitis  with  permanently  impaired 
hearing. 

If  the  operation  is  done  early,  hearing  al- 
ways returns  to  normal.  The  dangers  asso- 
ciated with  mastoidectomy  are  negligible  in 
skilled  hands,  or  with  proper  supervision. 
They  advocate  the  use  of  Popper’s  musculo- 
periosteal  flap,  though  the  American  sur- 
geon Pou  has  improved  upon  this  procedure, 
as  will  be  described  below.  Kari  and  Pulk- 
kinen found  the  final  level  of  hearing  was 
better  than  20  db,  (average  of  500,  1000, 
and  2000,  c.p.s.)  if  there  had  been  no  time 
for  fibrosing  changes  in  the  middle  ear  to 
develop.  It  is  shown  that  changes  in  bone 
conduction  also  occur,  the  postoperative  lev- 
els being  often  better  than  the  preoperative 
levels.  This  is  due  to  the  fact  that  impaired 
mobility  in  the  labyrinthine  window  causes 


lowered  bone  conduction  which  disappears 
when  the  ear  is  healed.  In  adhesive  otitis, 
lowered  bone  conduction  may  be  entirely 
due  to  these  fibrous  changes  and  does  not 
necessarily  indicate  any  inner  ear  functional 
loss. 

Also  stressed  in  this  article  was  the  value 
of  myringotomy  and  aspiration  of  the  mid- 
dle ear  with  concurrent  bacterial  analysis 
during  the  initial  conservative  therapy.  It 
is  now  possible  to  treat  all  but  the  most  tena- 
cious nidus  of  infection  in  this  manner. 
This  no  doubt  would  have  required  a mas- 
toidectomy in  earlier  years.6 

One  of  the  most  recent  clinical  investiga- 
tions of  Litton  and  McCabe  indicate  their 
initial  success  in  treating  viscid  middle  ear 
effusions  by  means  of  injecting  aqueous 
solutions  of  chymotrypsin  through  the  tym- 
panic membrane.  These  observations  have 
led  them  to  discard  myringotomy  and  aspir- 
ation in  certain  selected  cases  and,  as  indi- 
cated, place  the  enzyme  directly  into  the 
middle  ear.  This  instillation  procedure 
could  be  carried  out  in  the  office  with  a 
minimum  of  equipment  and  no  anesthesia.7 

This  review  should  thus  far  have  estab- 
lished that  early  diagnosis,  sensitivity  analy- 
sis, treatment  ivith  appropriate  antibiotics, 
and  a dry  asymtomatic  ear  with  no  X-ray 
changes  after  3 weeks  can  be  considered  the 
usual  course  for  individuals  with  a drain- 
ing ear.  For  the  other  one  per  cent,  con- 
servative therapy,  and  a long  series  of  vari- 
ous antibiotics  is  not  only  futile,  but  also 
potentially  dangerous. 

This  minority  of  patients  can  be  evaluat- 
ed by  a radiologist  in  elucidating  the  patho- 
logical evolution  of  such  specific  X-ray 
changes  as: 

1.  Clouding  of  the  middle  ear 

2.  Clouding  of  the  air  cells 

3.  Clouding  of  the  antrum 

4.  Fuzziness  of  the  cellular  partitions 

5.  Increased  visualization  of  the  sinus 
plate 

6.  Increased  visualization  of  the  semi- 
circular canals 

7.  Clouding  of  the  hypotympanic  zone 

Rigid  criteria  must  be  applied  in  the  inter- 
pretation of  mastoid  films  of  patients  under 
antibiotic  treatment.  Persistence  of  cellular 
clouding  and  failure  of  the  intercellular  sep- 
ta to  regain  fine  definition  constitute  a 
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warning  signal  that  the  patient  may  not  be 
well  regardless  of  the  clinical  picture.  A 
large  number  of  such  patients  are  found  at 
operations  to  have  nonpurulent  granulomat- 
ous changes  in  the  mucous  membranes  as 
well  as  marked  softening  of  the  bony  parti- 
tions. In  essence,  the  infection  is  present 
in  an  attenuated  form.8* 9 -10 

Dr.  Jack  W.  Pou,  of  Shreveport,  Louisi- 
ana, recently  operated  on  twelve  patients 
with  suppurative  otitis  media  and  with  cen- 
tral perforations  who  did  not  respond  to 
conservative  treatment.  Surgical  interven- 
tion consisted  of  an  atticomastoidectomy 
without  turning  a flap,  thus  avoiding  crea- 
tion of  a postoperative  mastoid  cavity  (after 
Henner,  R.  and  Jeantet,  C.  Laryngoscope 
68:780,  1958),  while  perforations  of  the 
tympanic  membrane  regardless  of  size  were 
closed  with  a vein  graft. 

A dry  ear  was  obtained  in  all  12  patients 
and  the  perforations  closed  in  all  but  three.8 

Summary 

It  has  been  the  aim  of  this  paper  to  crys- 
tallize the  broad  reasonings  behind  the  most 
recent  clinical  and  surgical  management  of 
both  acute  and  chronic  middle  ear  infections 
and  their  associated  mastoiditis.  Stressed 
was  the  fact  that  irreversible  hearing  loss 


may  occur  after  only  two  to  three  weeks  of 
unrewarding  chemotherapy.  Also  intro- 
duced was  an  improved  surgical  procedure, 
atticomastoidectomy,  which  is  rapidly  gain- 
ing prominence  due  to  its  effectiveness  in 
eliminating  the  postoperative  mastoid  cav- 
ity which  has  proved  so  troublesome  during 
development  in  children. 

The  author  is  grateful  to  Dr.  James  J. 
O’Neil  for  the  impetus  that  stimulated  this 
review  and  to  Dr.  Allan  Davis  and  Dr. 

A.  Ross  McIntyre  for  helpful  suggestions 
during  the  preparation  of  the  final  draft. 
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“SERIOUS  ABUSES”  IN  KEFAUVER  INVESTIGATION 
I can  accept  with  reasonably  good  grace  the  fact  that  an 
elected  representative  of  the  people  may  feel  it  necessary  to  keep 
himself  in  the  public  eye.  I recognize,  too,  that  a Congressional  Com- 
mittee — and  particularly  the  chairmanship  of  a choice  commit- 
tee — is  a zealously  sought  and  jealously  guarded  vantage  point, 
one  that  permits  almost  unlimited  range  for  personal  interests 
as  well  as  the  representation  of  constituents  and  the  business  of 
the  Congress.  I cannot,  however,  passively  accept  abuse  of  these 
normal  and  reasonable  practices.  I firmly  believe  that  the  two- 
year  investigation  of  the  U.S.  pharmaceutical  industry  by  the  Ke- 
fauver  Committee,  an  investigation  now  entering  its  third  year, 
involves  serious  abuses  of  our  democratic  process.  — John  T.  Connor, 
President  of  Merck  & Co.,  to  Pharmaceutical  Advertising  Club. 
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Community  Health  Problems 

III.  The  Use  of  "GRASS  ROOTS  CONFERENCES" 

As  a Method  of  Polling  Community 
Opinion  on  Health  Problems 


I.  Introduction. 

II.  The  Informal  Conference  in  Polling 
Community  Opinion. 

III.  A Group  Conference  on  Health: 

Purpose 

The  Team 

The  Participants 

IV.  Preparation  and  Organization : 

1.  Defining  the  Problem. 

2.  Formulation  of  Study  Points. 

3.  Phrasing  of  Questions. 

4.  Selection  of  Team. 

5.  Method  of  Procedure. 

6.  Selection  of  Participants. 

V.  Conference  Procedure. 

VI.  Assembling  and  Organization  of  Con- 
ference Data. 

VII.  Summary. 

Introduction 

THE  need  for  identifying  com- 
munity health  problems  and 
public  attitudes  about  health 
requires  a choice  of  method  for  contacting 
the  public  and  gaining  their  knowledge  and 
opinions.  This  paper  will  attempt  to  pre- 
sent an  analysis  of  the  “conference  method” 
and  will  be  based  upon  the  features  and 
situations  experienced  in  an  actual  series 
of  health  opinion  conferences  referred  to  in 
the  preceding  publication  by  Ford,  Lyman, 
and  Majors.  (Nebraska  State  M.J.  47:580.) 

The  Informal  Conference  in  the  Poliing 
of  Community  Opinion 

The  informal  conference  as  a means  of 
sampling  public  opinion  may  be  described  as 
an  organized,  informal  discussion  among  a 
group  representing  a broader  group  or  class. 
Such  a conference  may  be  staffed  by  a 
“team”  consisting  of  a discussion  group 
leader  and  a few  trained  observers.  Those 
in  the  conference  whose  opinions  are  being 
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sought  are  known  as  the  “participants,” 
and  with  the  “team”  constitute  the  “group.” 

Results  of  the  informal  conference  can 
be  most  fruitful  when  onlv  a minimum  of 
direction  and  control  needs  to  be  exerted. 
The  discussion  leader  provides  stimulation 
and  direction  while  the  other  team  mem- 
bers observe  and  record.  The  proceed- 
ings of  the  conference  should  be  handled  on 
an  informal  basis.  Because  of  the  unstruc- 
tured nature  of  this  type  of  conference,  it  is 
extremely  difficult  to  devise  objective  tools. 
Consequently,  analysis  of  the  conference  by 
the  team  is  highly  subjective.  Thus,  the 
first  observation  one  could  make  of  this  type 
of  process  is  that  the  study  team  must  be 
skilled. 

No  doubt  greater  objectivity  could  be 
gained  by  techniques  other  than  the  infor- 
mal conference,  but  these  techniques  would 
require  much  more  time  for  preparation  and 
application.  A second  observation  is  that 
the  informal  group  conference  allows  a sav- 
ings in  time  and  effort.  The  informal  con- 
ference to  skilled  observers  can  yield  a 
wealth  of  information  about  community 
opinions,  attitudes,  and  the  characteristics 
of  the  groups  involved. 

Third,  the  informal  conference  can  serve 
as  a guide  for  planning  the  type  of  immedi- 
ate action  which  requires  community  sup- 
port, can  confirm  or  deny  earlier  opinions 
about  the  community,  can  help  clarify  pre- 
existing knowledge,  and  can  indicate  the  di- 
rection of  change  felt  to  be  necessaiy  by 
community  spokesmen  and  the  professional 
workers. 
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A Group  Conference  on  Health 

In  Omaha,  United  Community  Services 
has  done  much  of  its  work  through  the  in- 
formal group  conference.  These  attempts  at 
sampling  community  opinion,  knowledge, 
and  interest  through  informal  means  have 
been  called  “grass  roots  conferences.”  The 
grass  roots  conferences  on  health  to  be  dis- 
cussed here  were  made  possible  through  a 
scholarship  in  public  health  awarded  by  Ak- 
Sar-Ben  to  a junior  medical  student  of 
Creighton  University  School  of  Medicine. 
With  the  collaboration  of  staff  members 
both  of  the  Omaha  United  Community  Serv- 
ices and  the  Health  Department,  he  under- 
took this  type  of  survey  of  community  atti- 
tudes toward  health.  Purpose  of  this  grass 
roots  conference  on  health  was  to  determine : 

1.  What  various  socio-economic  groups 
considered  as  the  major  community 
health  problems  confronting  the  citi- 
zens of  Omaha; 

2.  The  depth  and  quality  of  perception 
shown  by  various  public  groups ; and 

3.  The  thoroughness  and  consistency  of 
their  conclusions  about  community 
health. 

In  this  series  of  discussions,  under  the 
stimulation  of  provocative  questions,  the 
professional  team  could  observe  and  draw 
conclusions  concerning  the  attitudes  of  vari- 
ous representative  groups  toward  health  per- 
sonnel, community  health,  and  personal 
health.  At  the  same  time,  team  members 
could  determine  what  the  public  believes 
comes  within  the  scope  of  health.  Not  only 
was  this  study  expected  to  yield  informa- 
tion concerning  the  adequacy  of  health  edu- 
cation on  the  community  level,  but  it  also 
attempted  to  determine  to  what  extent  the 
public  would  support  or  demand  community 
health  measures,  once  made  aware  of  the 
problem.  The  approach  in  these  conference 
sessions  implied  that  conclusions  reached 
would  have  some  effect  in  the  making  of  de- 
cisions as  to  what  future  courses  of  action 
were  to  be  taken  upon  public  health  prob- 
lems. The  sessions  indicated  how  broadly 
public  health  could  be  defined  and  still  be 
accepted  by  the  community;  the  degree  of 
public  understanding  and  acceptance  of 
health  information  from  and  through  news 
media ; what  health  measures  would  be  sup- 
ported by  various  segments  of  the  commun- 
ity ; and  which  problems  the  community 
ascribes  to  public  and  which  to  voluntary 


programming.  The  conferences,  in  short, 
probed  to  learn  the  knowledge,  the  attitude, 
and  the  thinking  in  each  group  in  matters 
pertaining  to  community  health. 

The  conference  sessions  dealt  also  with 
more  intangible  aspects  — such  as  depth 
of  feeling  and  self  assurance.  Not  only  were 
specific  problems  and  comments  noted,  but 
also  how  the  comments  were  made: 

1.  What  nonverbal  reactions  members  of 
the  group  made  to  points  brought  out 
by  someone  else. 

2.  What  degree  of  accord  did  the  indi- 
vidual and  total  groups  have. 

3.  What  eagerness  to  participate  was 
present. 

4.  What  degree  of  apathy  or  unsureness 
was  indicated. 

5.  What  degree  of  leadership  was  present 
among  the  participants. 

The  Team  in  the  Health  Conferences 

Since  the  professional  team  was  faced 
with  the  twofold  task  of  stimulating  discus- 
sion and  recording  observations,  it  seemed 
advisable  to  make  a division  of  labor  on 
this  basis.  The  role  of  the  discussion 
leader  was  primarily  that  of  a catalyst  or  a 
stimulator  by  directing  questions  and  com- 
ments designed  to  gain  full  group  partici- 
pation. One  of  the  advantages  of  the  limited 
control  placed  upon  the  discussion  group 
was  that  this  allowed  them  to  range  afield 
in  the  discussion,  and  to  demonstrate  chan- 
nels of  thinking  and  association. 

The  less  active  members  of  the  research 
team  were  responsible  for  recording  and 
proceedings  during  the  conference.  Their 
status  was  not  rigidly  established,  and  it 
was  accepted  that  the  recorders  could  par- 
ticipate if  they  felt  the  occasion  required  it. 
It  was,  however,  thought  unwise  to  have 
too  many  people  from  the  study  group  com- 
peting for  the  attention  of  the  participants. 

Because  it  was  believed  extensive  note 
taking  would  have  a disrupting  effect  upon 
participants,  only  key  points  were  noted  for 
later  reference. 

The  director  of  the  Health  Department 
was  present  at  all  the  sessions.  He  had  no 
specific  duties,  but  at  the  end  of  each  con- 
ference he  spoke  briefly,  taking  advantage 
of  the  opportunity  to  provide  information 
and  clarify  points  which  had  arisen  during 
the  discussion.  He  stated  that  the  confer- 
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ences  were  also  an  education  for  him,  be- 
cause the  opportunity  to  learn  firsthand  the 
opinions  and  attitudes  of  citizens  of  the  com- 
munity. 

Original  concern  that  the  presence  of  the 
Health  Director  would  prove  inhibitory 
turned  out  groundless.  In  fact  it  was 
thought  that  his  presence  gave  an  air  of 
purpose  to  the  meetings. 

The  Participants 

To  a great  extent,  validity  in  the  confer- 
ence method  of  developing  information  de- 
pends upon  how  typical  the  conference  group 
is  of  the  community  whose  opinion  is  de- 
sired. Therefore,  the  advantage  of  working 
with  pre-existing  groups  should  be  weighed. 

A “readymade”  group,  such  as  members 
of  a club  or  employees  of  a firm,  has  some 
of  the  components  of  an  ideal  discussion 
group  in  that  there  is  usually  a great  deal 
of  comfort  and  security  because  of  the 
familiarity  of  each  member  with  the  others. 
This  condition  makes  possible  rapid  in- 
volvement of  the  group  discussion  topic.  A 
gathering  together  of  people  who  have  had 
little  or  no  previous  contact  is  less  likely  to 
function  so  well  in  this  regard.  In  confer- 
ence groups  considering  new  and  unfamiliar 
subjects  it  appears  best  to  have  groups 
whose  members  have  experienced  some  de- 
gree of  previous  interaction.  This  factor 
gains  importance  when  conference  time  is 
limited.  For  example,  the  “housewives- 
group”  was  composed  of  neighborhood 
women  living  in  close  proximity,  and  the 
“higher  socio-economic  group”  was  com- 
posed of  women  who  knew  each  other  so- 
cially and  shared  club  activities. 

Preparation  and  Organization 
for  Conferences 

Preparation  for  conferences  of  this  type 
involves  at  least  six  distinct  steps  outlined 
as  follows : 

1.  Defining  of  the  'problem:  Since  many 
of  the  questions  and  comments  which 
may  be  devised  to  stimulate  the  confer- 
ence group  must  be  rather  subtle, 
there  is  danger  that  the  direction  of 
the  sessions  may  become  lost.  Free- 
dom of  discussion,  although  of  prime 
importance,  may  result  in  highly  di- 
vertive  conversation.  Therefore,  the 
problem  objective  must  be  simple  and 
clear  in  the  minds  of  the  research 


team.  Although  this  objective  could 
not  be  formally  phrased,  the  confer- 
ence series  did  not  tend  to  go  too  far 
afield. 

2.  Formulation  of  specific  study  points 

which  relate  to  the  general  problem: 
These  points  should  provide  informa- 
tion about  the  main  problem  and  yield 
information  which  may  assist  in  de- 
vising a course  of  action  to  be  taken. 
In  the  grass  roots  conferences  on 
health,  examples  of  some  of  the  mat- 
ters probed  which  related  to  the  basic 
question  were:  (1)  a definition  of 

health;  (2)  what  are  Omaha’s  health 
problems?;  (3)  what  are  the  causes 
of  health  problems?  and  (4)  what 
can  be  done  about  them?  These  study 
points  gave  some  specifics  in  pursuit 
of  the  principal  question,  without 
making  the  principal  question  obvi- 
ous. 

3.  Phrasing  of  questions  related  to  the 
specific  study  points:  Questions  can 
be  applied  during  a conference  to  give 
direction  and  impetus  where  the  con- 
ference lags  or  goes  too  far  afield. 
These  questions  should  be  clearly  and 
simply  phrased,  with  a minimum 
amount  of  verbiage.  When  dealing 
with  a controversial  or  highly  emo- 
tional matter,  the  question  should  be 
diplomatic.  In  many  cases,  an  in- 
direct question  may  result  in  a truer 
indication  of  opinion  than  one  bluntly 
and  straightforwardly  put. 

.4.  Selection  of  team  members:  Deter- 
mining the  persons  to  be  on  the  team 
for  each  conference  is  a quantitative, 
as  well  as  a qualitative  question.  In 
these  sessions,  the  following  points 
were  observed : ( 1 ) The  research  team 
should  be  limited,  in  order  not  to 
hamper  discussion  unduly.  Too  large 
a research  team  could  give  the  confer- 
ence participants  the  feeling  that  they 
are  dominated  by  strangers  and  pro- 
fessionals. (2)  Certain  groups,  par- 
ticularly from  the  higher  socio-eco- 
nomic levels,  could  more  quickly  over- 
come hesitance  or  shyness  before 
strangers.  Although  the  size  of  the 
research  team  might  vary,  it  was  felt 
necessary  in  the  health  conferences  to 
have  nearly  the  same  observers  pres- 
ent at  each  conference,  so  that  ap- 
praisals would  be  consistent.  (3)  In 
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addition  to  the  discussion  leader,  the 
team  should  provide  for  two  or  three 
recording  observers. 

5.  Adopting  the  method  and  procedure 
of  the  conference:  The  method  and 
purpose  must  be  very  clear  to  the 
study  team.  It  is  valuable  from  the 
standpoint  of  education,  planning,  and 
morale  of  the  study  team  to  subject 
the  method  and  procedure  to  discus- 
sion among  the  team.  Through  this 
process,  they  can  present  their  sug- 
gestions and  get  a thorough  under- 
standing on  procedure.  In  determin- 
ing what  practices  will  be  used  in  the 
conference,  it  is  necessary  for  the 
team  to  understand  how  the  data  and 
information  obtained  will  be  used. 
This  will  help  in  the  recording  of  in- 
formation and  help  the  discussion 
leader  to  determine  the  extent  and  di- 
rection of  stimulation  and  guidance 
needed.  The  research  team  of  the 
“grass  roots  conferences  on  health” 
conferred  on  the  techniques  to  be  used 
in  the  conferences  and  their  signifi- 
cance. An  important  element  was 
lacking  in  that  there  was  no  definite 
advance  plan  about  how  material 
would  be  assembled.  A specific  plan 
for  the  gathering  of  impressions 
from  the  individual  research  team 
members  about  the  various  confer- 
ences was  not  formulated  until  the 
conferences  were  underway. 

6.  Determination  of  participant  selection 
(by  socio-economic  grouping)  and  de- 
cisions on  size  and  construction  of 
group : (1)  Obviously,  there  must  be 
a choice  made  about  what  groups  to 
confer  with.  In  this  regard,  the  topic 
to  be  discussed  will  be  the  leading 
criterion.  This  was  true  in  the  health 
conferences.  (2)  The  size  of  each 
conference  group  must  be  determined. 
In  addition  to  gross  size,  considera- 
tion must  be  given  to  ratio  of  the  par- 
ticipants to  team  members.  In  the 
grass  roots  conferences  on  health,  each 
conference  group  consisted  of  approx- 
imately a dozen  individuals  with  a 
ratio  of  four  participants  to  each  re- 
search person.  (3)  The  time  and  place 
of  the  conferences  is  a question  to  be 
resolved  according  to  the  character- 
istics of  the  individual  conference 
groups.  It  is  felt  preferable  to  con- 


duct the  conferences  in  an  environ- 
ment familiar  to  the  participants. 
The  health  conferences  were  held  in 
places  of  employment,  a church,  a 
neighborhood  community  center,  and 
in  private  homes.  Time  of  the  con- 
ference should  be  determined  by  the 
convenience  to  the  participants. 

Conference  Procedure 

A smooth  conference  will  depend  upon 
adequate  preparation,  an  understanding  of 
the  methods  to  be  used,  and  skillful  use  of 
group  dynamics.  Variables  to  be  considered 
include  problems  of  seating,  lighting,  ventil- 
ation, and  other  physical  matters. 

The  exact  procedure  to  be  followed  will 
vary  with  the  meeting  facilities,  the  times  of 
the  sessions,  and  the  character  of  the  par- 
ticipants. In  the  health  conferences,  it  was 
observed  that  preliminary  nondirective  chat- 
ting among  the  participants  and  team  pro- 
moted a relaxed  atmosphere  and  a casual 
participant  attitude  toward  the  research 
team.  This  was  especially  easy  to  do  in  the 
home  and  church  environment.  Therefore, 
it  is  recommended  that  time  be  allotted  prior 
to  the  beginning  of  a conference  for  this 
purpose.  Best  results  were  obtained  when 
the  members  of  the  team  circulated  among 
the  participants  in  advance  and  so  became 
familiar  to  them.  This  preliminary  period 
of  interaction  measured  heavily  in  the  pro- 
ductivity of  the  remainder  of  the  session. 

The  seating  order  was  found  to  be  im- 
portant. Seating  the  research  team  at  one 
end  of  the  room  tended  to  make  sessions  too 
formal.  Most  sessions  the  team  located 
themselves  throughout  the  room,  and  this 
was  adopted  as  preferable.  Further,  it  was 
found  better  for  the  team  to  sit  slightly  to 
the  rear  of  those  immediately  adjacent  to 
them.  In  this  fashion  their  notetaking  was 
not  prominently  displayed.  In  fact,  during 
several  of  the  health  sessions,  the  partici- 
pants seemed  oblivious  to  the  note  taking 
once  they  became  absorbed  in  the  discussion. 

The  health  conferences,  generally,  began 
with  an  introduction  by  the  discussion  lead- 
er of  himself  and  various  members  of  the 
research  team.  The  participants  were  not 
asked  to  identify  themselves  because  of  a 
desire  to  encourage  freedom  of  discussion 
through  a feeling  of  anonymity.  As  part 
of  the  preparatory  remarks,  the  discussion 
leader  announced,  in  vague  general  terms, 
the  purpose  of  the  conference.  Early  in  the 
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discussions,  the  discussion  leader  made  com- 
ments calculated  to  arouse  the  interest  and 
elicit  questions  among  the  participants. 
One  of  the  first  questions  offered  was  a re- 
quest for  a participant  definition  of  health. 
This  simple  question  uniformly  lead  into  a 
broad  discussion  and  generally  was  enough 
to  get  the  conversational  wheels  turning.  In 
those  cases  when  an  initial  question  or  two 
did  not  elicit  sufficient  response  among  the 
participants,  it  was  necessary  for  the  dis- 
cussion leader  to  prod  specific  individuals 
until  someone  was  found  who  could  overcome 
his  reticence.  When  a responsive  chord  was 
hit,  the  discussion  leader  amplified  upon  the 
topic  or  switched  to  related  topics,  always 
attempting  to  sustain  enthusiasm. 

The  idea  is  to  probe  various  aspects  of  the 
subject  which  allow  inferences  to  be  drawn 
about  the  participants’  interests,  opinions, 
and  knowledge.  As  was  noted  previously, 
the  observers  were  not  confined  to  noting 
individual  comments,  but  also  to  noting  con- 
flicting opinions  or  indifferences  on  the  part 
of  the  participants.  Group  interaction  was 
carefully  noted  by  the  team. 

The  discussion  leader  had  to  be  sensitive 
to  participant  response  and  had  to  deal  with 
the  ability  of  the  participants  to  relate  to 
him.  Because  he  cannot  take  written  notes 
during  the  sessions,  the  discussion  leader 
must  rely  upon  his  ability  to  recall  events 
occurring  during  the  conferences.  Conse- 
quently, his  evaluations  may  be  more  subjec- 
tive than  those  of  the  reporting  observers 
and  will  tend  more  to  reflect  the  degree  of 
difficulty  or  ease  experienced  in  drawing 
the  participants  into  discussion. 

No  questions  were  answered  by  the  pro- 
fessionals during  the  discussion  session,  but 
always  turned  back  into  the  group  for  dis- 
cussion. 

Assembling  and  Organizing 
Conference  Data 

The  treatment  of  conference  results  is  an 
important  phase  in  a project  of  this  sort. 
To  approach  this  phase  unsystematically  is 
to  risk  rendering  the  entire  project  worth- 
less. It  is  at  this  point  that  bias  must  be 
effectively  curbed.  A well-formulated  sys- 
tem for  the  recording  of  data  and  describing 
groups  helps  minimize  subjectivity  which  is 
the  most  obvious  disadvantage  of  this  kind 
of  poll. 

Work  on  the  minutes  of  each  session 


should  be  done  without  delay,  while  the 
transitory  impressions  are  still  fresh  in  the 
minds  of  the  team.  It  is  important  to  place 
nonrecorded  impressions  of  the  conference 
in  written  form  at  the  same  time.  Thereby, 
opinions  stated  and  incidents  occurring  will 
be  a matter  of  record,  and  an  analysis  of 
the  group  from  the  viewpoint  of  group 
dvnamics  and  characteristics  can  be  evolved. 
To  assist  this  process,  it  may  be  observed 
that  professionals  skilled  in  analyzing  hu- 
man behavior  add  to  the  research  team 
through  their  perceptive  skills. 

An  analysis  schedule  should  be  devised 
for  conference  evaluation.  It  should  contain 
an  outline  of  pertinent  information  about 
each  participant  group.  This  will  help  in- 
sure that  the  members  of  the  research  team 
making  the  analysis  have  a common  back- 
ground from  which  to  depict  the  participant 
group  characteristics.  Ideally,  all  members 
of  the  research  team  should  reply  to  this 
schedule  independently.  A master  report 
can  then  accurately  incorporate  data  on 
characteristics  observed  by  the  entire  team. 
This  can  add  immensely  to  the  general  value 
of  the  study. 

The  information  drawn  after  each  session 
should  be  noncomparative  in  nature,  since 
comparison  of  groups  can  be  done  only 
after  sessions  are  completed. 

Again,  to  be  accurate,  the  noncomparative 
reports  should  include: 

(1)  the  interest  of  participants; 

(2)  the  ability  of  the  participants  to 
communicate ; 

(3)  group  interaction  observations; 

(4)  the  reactions  of  the  conference  group 
to  the  study  team. 

It  would  be  impossible  to  have  an  inter- 
est in  group  characteristics  and  group  opin- 
ion and  not  be  interested  in  group  compari- 
son. It  may  be  observed  that  a comparative 
process  is  contingent  upon  a descriptive  pro- 
cess, as  previously  outlined.  To  facilitate 
comparison,  a scale  can  be  devised  for  the 
study  team  to  rank  impressions  about  group 
characteristics.  The  group  characteristics 
compiled  after  each  conference  are  useful  in 
equating  one  group  with  another  and  are  an 
aid  to  the  observers  in  recalling  conference 
situations.  It  may  be  finally  observed  that  a 
thorough  and  clear  descriptive  analysis  of 
every  group  after  each  session  is  of  great 
value  in  overcoming  bias  and  in  eliminating 
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confusion  at  the  end  of  the  series  of  meet- 
ings. 

The  recorded  minutes  deal  with  factual 
data  needing  little  in  the  way  of  immediate 
qualification,  and  may  be  considered  anal- 
ogous to  the  open  end  question-and-answer, 
as  used  in  a typical  questionnaire.  Most  of 
the  recorded  matter  will  be  in  essay  form 
out  of  which  the  principal  points  need  to  be 
extracted.  The  “rating  scale”  later  to  be 
used  in  comparing  the  groups  requires  no 
further  extraction.  The  final  extraction  of 
pertinent  points  should  be  based  upon  a 
final  schedule  evolved  from  the  main  prob- 
lem points  and  session  questions.  This  final 
schedule  need  not  necessarily  be  prepared 
beforehand  since  important  items  can  come 
to  light  during  the  conference  which  might 
have  a bearing  on  the  study.  This  schedule 
should  ask  for  replies  in  a precise  manner, 
and  should  specifically  request  the  type  of 
answer,  that  is,  whether  it  be  simply  af- 
firmative or  negative,  a count,  a topical  re- 
ply, or  combinations  of  these. 

In  conclusion,  then,  we  can  describe  the 
resultant  data  as  being  qualitative  (consist- 
ing of  the  impressions  by  the  team)  and 
quantitative  (factual  information  which  can 
be  enumerated).  The  treatment  of  that  data 
involves  three  processes:  (1)  recording  of 
incidents,  impressions,  and  occurrences  dur- 
ing the  conference;  (2)  procesing  and  ex- 
traction; and  (3)  the  application  of  a sched- 
ule or  questionnaire  to  the  recorded  data  of 
the  team. 

The  study  team  should  participate  in  de- 
vising the  final  schedule  and  should  reply  to 
it  on  the  basis  of  their  observations.  Final 
data  will  be  used  in  four  essential  ways: 
(1)  in  describing  the  various  groups;  (2) 
in  describing  the  total  information  emanat- 
ing from  the  conference  groups;  (3)  in  mak- 
ing assumptions  about  the  communities  or 
larger  groups  which  the  participants  repre- 


sent; (4)  in  making  comparisons  among  the 
groups  and  then  in  generalizing  this  to  the 
larger  groups,  such  as  a city. 

In  short,  it  may  be  observed  that  when 
forming  the  concise  points  of  the  main 
study  problem,  it  is  necessary  to  plan  care- 
fully the  manner  in  which  the  material  will 
be  obtained  and  the  manner  in  which  it 
will  be  organized  and  analyzed. 

Summary 

1.  Conferences  such  as  “grass  roots 
health  conferences”  can  be  a valuable  tool 
in  approaching  community  problems. 

2.  Although  there  is  considerable  chance 
for  error  in  the  conference  method,  advant- 
ages in  gaining  time  and  good  will  may  be 
equally  important. 

3.  Techniques  for  achieving  a high  level 
of  quality  in  the  conference  method  can  be 
achieved  by  proper  planning. 

4.  Conclusions  about  group  attitudes 
around  a given  subject  can  be  adequately 
drawn  through  the  conference  method. 

5.  Good  “cross-cut”  opinions  can  be 
gleaned  from  conferences  with  various 
groups. 

6.  Proper  planning  and  procedure  using 
skillful  research  persons  add  to  value  of 
conferences. 

7.  The  organization  of  data  is  the  key  to 
successful  conference  results. 

8.  This  “conference  poll”  is  a competent 
form  of  gathering  reliable  information. 
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THE  BEST,  NOT  THE  CHEAPEST,  DRUG 
The  trade-name  behind  which  a firm  places  its  reputation 
and  its  assurance  of  quality  and  purity  allows  me  to  make  my 
selections  quickly  and  with  confidence  so  I can  get  the  best  response 
with  the  chosen  medications  for  my  patient’s  needs.  The  essence 
of  medical  practice  is  the  response  of  the  physician  to  the  individual 
needs  of  the  individual  patients.  Professional  judgment  should  not 
necessarily  be  qualified  on  the  basis  of  what  is  cheapest.  — Paul 
D.  Foster,  M.D.,  President,  California  Medical  Association  Council, 
in  California  Pharmacy,  October,  1961. 
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SPECIAL  CONTRIBUTION 


Neurologic  Manifestations  of 

Rickettsial  Infections 


THE  basic  lesion  in  rickettsial  in- 
fections consists  of  swelling  and 
proliferation  of  vascular  endo- 
thelium. A disseminated,  focal  vasculitis 
and  'perivasculitis  of  smaller  vessels  and 
capillaries  result.  In  the  more  severe  ill- 
nesses. the  nervous  system  is  extensively  in- 
volved. Nodular  microgranulomata  appear, 
formed  of  vascular  and  glial  proliferation. 
Petechial  hemorrhage  is  common,  at  these 
sites.1- 2-3 

In  man  there  are  at  least  nine  well-de- 
fined rickettsial  diseases,  each  caused  by  a 
specific  rickettsia.  These  disorders  have 
many  pathologic  and  clinical  features  in 
common  and  present  a spectrum  from  the 
most  malignant  forms  of  epidemic  typhus 
to  benign  rickettsial-pox. 

Rickettsial  infections  may  be  confused 
with  viral  infections  and  drug  reactions,  also 
manifested  by  febrile  episodes  and  skin 
rashes.  It  appears  likely  that  a small  num- 
ber of  clinically  presumed  cases  of  “viral” 
meningitis  and  encephalitis  may  well  be 
cases  of  rickettsial  etiology.4 

Responding  well  to  antibiotic  therapy 
(chloramphenicol,  tetracycline),  rickettsial 
infections  must  be  recognized  early  to  spare 
the  individual  the  occasional  considerable 
vascular  damage  which  otherwise  may  en- 
sue. 

Neurologic  manifestations  are  reported 
particularly  in  the  following  groups  (ar- 
ranged in  order  of  frequency  and  severity  of 
neurologic  involvement) : 

Epidemic  typhus 
Tsutsugamushi  (scrub  typhus) 

Spotted  fever 
Mediterranean  fever 
Q fever 

In  severe  infections,  cardiac  effects  and 
peripheral  vascular  “collapse”  may  lead  to 
grave  hypotension,  thence  secondary  cere- 
bral effects.  Likewise,  occasionally,  uremia, 
gangrene,  secondary  bacterial  infection  (as 
otitis  media,  pneumonia,  furunculosis)  may 
occur  with  eventual  neurologic  implication. 

European  literature  reports  a number  of 
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cases  with  variable  (at  times  striking,  at 
times  subtle)  neurologic  syndromes  which 
appear  associated  with  rickettsial  infections. 
The  etiologic  relationship,  while  not  always 
convincing,  warrants  further  scrutiny.  At 
times  the  diagnosis  appears  based  mainly  on 
laboratory  data,  post-hoc  reasoning  or  coin- 
cidences. The  rickettsial  etiology  of  multi- 
ple sclerosis-like  disease  has  also  been  posed.6 
The  possible  role  of  rickettsial  diseases  in 
neurologic  conditions  has  received  only  in- 
termittent, speculative  or  casual  attention 
to  date  and  awaits  concerted  investigation. 

Besides  producing  anticipated  neurologic 
manifestations  during  an  acute  and  very  se- 
vere rickettsial  infection,  these  diseases 
may,  at  times,  smolder  in  low-grade,  chronic 
forms,  latent  or  occult  forms.1-7’8’9  This 
has  given  rise  to  speculation  that  such  infec- 
tions may  be  etiologic  in  obscure  neurologic 
diseases,  especially  where  vasculitis  or  de- 
myelinization  occur. 

Common  to  rickettsial  infections  are  gen- 
eral symptoms  of  acute  infection  (outstand- 
ingly severe  at  times),  a “rash,”  diagnostic 
agglutination  and  complement-fixation  re- 
actions. Neurologic  symptoms  appear  only 
after  the  infection  is  well  under  way  (dur- 
ing second  week  of  illness)  and  are  usually 
(although  not  always)  in  direct  relationship 
to  the  severity  of  the  infection. 

All  of  the  nonspecific  neurologic  and  neu- 
rologic-like accompaniments  of  an  intense, 
acute  infectious  disease  are  present  with 
these  severe  illnesses,  including  headache, 
orbital  and  ocular  pain,  muscular  pains, 
tremors  and  twitching,  dizziness  and  verti- 
go, hyperesthesia,  acute  brain  syndrome 
(delirium),  lethargy,  coma  and  meningism. 

Older  age  groups  usually  present  a high- 
er incidence  of  complications  and  mortality 
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with  rickettsial  infections,  especially  with 
severe  infections. 

Laboratory  diagnosis  includes  the  non- 
specific Weil-Felix  reaction  which  is  nega- 
tive, however,  in  Q fever,  rickettsialpox  and 
trench  fever  and  occasionally  negative  in 
Rocky  Mountain  spotted  fever  and  Brill- 
Zinsser  typhus.  More  certain  and  specific 
tests  include  isolating  the  organism,  com- 
plement-fixation and  agglutination  reac- 
tions. The  latter  tests  are  particularly  valu- 
able in  the  second  week  of  illness  and  often 
reveal  a i*ising  titre. 

Stupor,  acute  brain  syndrome  (“toxic” 
confusional  state,  delirium),  and  meningeal 
irritation  are  common  with  severe  rickett- 
sial infections.  Occasionally  more  definitive 
bulbar  involvement,  cranial  nerve  palsies, 
reflex  changes,  convulsions,  focal  cerebral 
deficits,  optic  neuritis  and  extrapyramidal 
(basal  ganglia)  syndromes  occur.  Spinal 
fluid  findings  are  inconstant  and  variable. 

Neurologic  residuals  and  sequelae  are 
more  common  with  severe,  acute  illnesses 
and  especially  those  with : 

1.  Prolonged  coma 

2.  Near  fatality 

3.  Severe  neurologic  symptoms 

Epidemic  typhus  may  disclose  diffuse, 
multifocal  or  focal  encephalitic  involvement 
during  the  acute  phase.  Acute  brain  syn- 
drome (delirium)  and  stupor  are  common. 
Cranial  nerve  palsies,  optic  neuritis,  cere- 
bellar deficit,  medullary  and  pontine  signs, 
basal  ganglia  syndromes,  plegias,  spasticity, 
convulsive  seizures  or  dysphasias  may  ap- 
pear. Residual  defects  and  sequelae  include 
personality  changes,  organic  mental  deficits, 
convulsive  disorders,  blindness,  deafness, 
diplopia,  tremors,  ataxia  and  Parkinsonism. 
Often  the  degree  of  recovery  without  se- 
quelae is  amazing.1-3-5’10'11 

One  instance  of  nontraumatic,  chronic 
subdural  hematoma  associated  with  typhus 
is  reported. lla 

Scrub  typhus  may  be  accompanied  by  neu- 
rologic features  similar  to  acute  epidemic 
typhus.  Cranial  nerve  involvement  includes 
dysphagia  and  dysarthria,  extraocular  mus- 
cle palsy  and  pupillary  changes.  Cerebellar 
syndromes,  convulsive  seizures,  polyneuritis, 
radiculitis,  papilledema  and  muscle  fascicu- 
lations  have  been  described.  Residuals  and 
sequelae  include  personality  changes,  organ- 


ic mental  deficits,  convulsive  disorders,  neu- 
ritis and  radiculitis.1-3’5'12'18 

Spotted  fever  may  also  manifest  diffuse, 
multifocal  or  focal  encephalitic  features  in 
the  acute  phase.  Convulsive  seizures,  acute 
brain  syndrome  (delirium),  stupor,  reflex 
changes,  plegias,  spasticity,  cranial  nerve 
palsies,  optic  neuritis,  rigidity,  opisthotonus, 
basal  ganglia  syndromes,  cerebellar  deficit 
and  muscle  fasciculation  are  reported. 
Residuals  and  sequelae  may  follow:  plegias, 
spasticity,  organic  mental  deficits,  person- 
ality changes,  convulsive  disorder,  cranial 
nerve  palsy  and  peripheral  nerve  paraly- 
sis.1'3-  5.11.14 

Q fever  may  occasionally  feature  acute 
menigeal  or  encephalitic  syndromes.1-5’11'15 
These  are  usually  benign  and  transient,  oc- 
casionally (not  invariably)  accompanied  by 
mild  to  moderate  pleocytosis  of  spinal  fluid. 
Neuritis,  radiculitis  and  Guillain  - Barre' 
syndromes  have  been  described.16  Subacute, 
chronic  and  recurrent  forms  may  oc- 
cur6, 12> 17’ 18’ 19  with  organic  mental  deficit, 
Parkinsonism,  multiple  sclerosis-like  syn- 
dromes, myelitis,  encephalitis,  optic  neuritis 
or  radiculitis. 

Mediterranean  fever  rarely  may  manifest 
neurologic  findings  in  the  acute  phase.  Men- 
ingitis, encephalitis  and  myelitis  have  been 
recorded.  One  case  of  cerebral  infarction 
in  a young  adult  appeared  associated  with 
this  infection.20  Recurrent  or  prolonged 
febrile  episodes  have  been  accompanied  by 
encephalitis,  myelitis,  optic  neuritis  or 
radiculitis.18  Optochiasmal  arachnoiditis  has 
also  been  considered  due  to  this  infec- 
tion.21-22 

Murine  typhus  records  an  occasional  acute 
case  with  meningoencephalitis,  cranial  nerve 
palsy,  or  convulsive  seizures12- 18-  19- 22>  23 
Optochiasmatic  arachnoiditis  is  believed  to 
be  a sequel  in  rare  cases. 

BHll-Zinsser  (endemic)  typhus  may  rare- 
ly demonstrate  neurologic  data.  A men- 
ingitic syndrome  has  been  recorded.24 

Summary 

The  basic  lesion  in  rickettsial  infections 
consists  of  swelling  and  proliferation  of 
vascular  endothelium.  A disseminated,  focal 
vasculitis  and  perivasculitis  of  smaller  ves- 
sels and  capillaries  results.  In  the  more 
serious  illnesses,  the  nervous  system  is  ex- 
tensively involved. 
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Trench  Fever  R.  quintana  Human  body  louse  Central  Europe,  Mexico  Crowded,  unsanitary  conditions 


It  appears  likely  that  a small  number  of 
clinically  presumed  cases  of  “viral”  menin- 
gitis and  encephalitis  actually  may  be  of 
rickettsial  etiology.  Rickettsial  infections 
respond  to  chloramphenicol  or  tetracycline 
therapy. 

In  the  United  States,  Rocky  Mountain 
spotted  fever,  murine  typhus,  and  Q fever 
are  the  most  common  rickettsial  infections. 

In  severe,  acute  infections,  cardiac  in- 
volvement, peripheral  vascular  “collapse,” 
uremia,  gangrene  and  secondary  bacterial 
infections  may  occur  with  eventual  neuro- 
logic implication.  Common  to  the  picture  of 
any  severe,  acute  infectious  disease  are  such 
features  as  marked  headache,  orbital  and 
ocular  pain,  muscular  aching,  tremors  and 
twitching,  dizziness  and  vertigo,  hyper- 
thesia,  lethargy,  delirium,  coma  and  men- 
ingism. 

In  acute,  severe  infection,  diffuse,  multi- 
focal or  focal  encephalitic,  cerebellar,  brain- 
stem, myelitic,  radicular  or  neuritic  syn- 
dromes may  appear  particularly  during  or 
after  the  second  week  of  illness.  Neurologic 
residuals  and  sequelae  are  more  common  in 


cases  with  prolonged  coma,  near  fatality, 
and  outstanding  neurologic  features  during 
the  acute  phase. 

Spinal  fluid  findings  and  leukocyte  counts 
are  variable  and  inconstant.  Weil-Felix  re- 
actions are  of  no  value  in  Q fever  and  may 
be  negative  in  some  cases  of  Rocky  Moun- 
tain spotted  fever.  Agglutination  and  com- 
plement-fixation tests  must  be  depended  on. 
These  are  particularly  valuable  in  the  sec- 
ond and  third  week  of  illness  and  often  re- 
veal a rising  titre. 

A number  of  neurologic  conditions  have 
been  reported  with  subacute,  chronic,  re- 
current (or  “recrudescent”)  and  occult  rick- 
ettsial infection.  Here  the  literature  and 
documentation  are  less  clear.  Etiologic  re- 
lationships are  not  always  convincing.  At 
times  diagnoses  appear  based  mainly  on  lab- 
oratory data,  post-hoc  reasoning  or  coinci- 
dences. The  possible  role  of  rickettsial  in- 
fections in  neurologic  diseases  has  received 
only  scattered  and  speculative  attention  to 
date. 


(Bibliography  fi’om  author  on  request). 


SERENDIPITY  IN  DRUG  RESEARCH 
Everybody  who  talks  about  the  products  of  the  future,  should 
admit  from  the  outset  that  he  doesn’t  know  what  he’s  talking  about. 
Because  we  literally  don’t  know  — and  in  some  ways  can’t  even 
imagine  — - what  will  turn  up  . . . Drug  research  today  doesn’t 
proceed  in  a logical  straightforward  line  from  the  discovery  of  the 
cause  of  a disease  to  the  discovery  of  a treatment  for  that  dis- 
ease. Instead,  scientists  experiment  with  a broad  range  of  chem- 
icals, related  chemicals,  and  chemicals  related  to  the  related  chem- 
icals. Some  of  the  greatest  breakthroughs  in  the  industry  were 
found  while  working  on  something  else.  The  new  diuretics,  for 
example,  came  while  looking  for  a way  to  keep  the  kidneys  from 
excreting  penicillin  too  rapidly.  — Walter  A.  Munns,  President, 
Smith,  Kline  & French  Laboratories,  to  New  York  Society  of  Se- 
curity Analysts. 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
November  3,  Norfolk,  Norfolk  State  Hos- 
pital 

November  17,  Hastings,  Mary  Lanning 
Hospital 

December  1,  Alliance,  Central  School 
Building 

NEBRASKA  CHAPTER  — American  Col- 
lege of  Surgeons;  Annual  Clinical  Ses- 
sion; Sunday,  November  11,  Hastings, 
Nebraska. 

MEDICAL  SCIENCE  SEMINAR  of  the 
Adams  County  Medical  Society  — Novem- 
ber 14,  4:30  p.m.,  Hotel  Clarke,  Hastings, 
Nebraska.  (For  more  details  see  note 
under  “Announcements.”) 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  — Annual  interim  session; 
Ambassador  Hotel,  Los  Angeles;  Novem- 
ber 24-25,  1962. 

THE  AMERICAN  MEDICAL  WOMEN’S 
ASSOCIATION  — Scientific  Session  and 
House  of  Delegates;  Ambassador  Hotel, 
Los  Angeles,  November  29  and  30,  1962. 

THE  NEBRASKA  STATE  OBSTETRIC 
AND  GYNECOLOGY  SOCIETY  — Will 
hold  its  annual  Scientific  Session  at  the 
Flamingo  Hotel  in  Las  Vegas,  Nevada, 
on  November  30  and  December  1,  1962. 

NINTH  CONGRESS  OF  T H E PAN-PA- 
CIFIC ASSOCIATION  — November  5 to 
13,  1963,  and  First  Pan-Pacific  Mobile 
Educational  Lecture  Seminar,  November 
13  to  December  10,  1963 ; the  first  of  these 
to  be  held  in  Honolulu,  Hawaii,  and  the 
second,  in  New  Zealand,  Australia,  Thai- 
land, the  Philippines,  Hong-Kong,  and 
Japan.  All  physicians  cordially  invited 
to  attend  one  or  both.  For  further  in- 
formation, write  Dr.  F.  J.  Pinkerton,  Di- 
rector-General, Pan-Pacific  Surgical  As- 
sociation, Suite  570,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 

EIGHTH  HAHNEMANN  SYMPOSIUM  — 
Sheraton  Hotel,  Philadelphia;  December 
12-14,  1962.  For  further  information, 
write  Wilbur  W.  Oaks,  M.D.,  Director, 
Hahnemann  Medical  College  and  Hospital, 
230  N.  Broad  St.,  Philadelphia  2,  Pennsyl- 
vania. 


MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion — 10:00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  17,  1963. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif.;  February 
27  to  March  3,  1963. 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion — Cornhusker  Hotel,  Lincoln,  March 
2 and  3,  1963. 

GRADUATE  INSTRUCTIONAL  COURSE 
and  Nineteenth  Annual  Congress  Amer- 
ican College  of  Allergists  — March  24-29, 
1963;  Americana  of  New  York.  For  fur- 
ther information,  write  John  D.  Gillaspie, 
M.D.,  2141  Fourteenth  Street,  Boulder, 
Colorado. 


Medicare  in  Operation 

Medicare  Permits — 

Dependents  of  service  members,  wives, 
dependent  husbands  and  children  residing 
with  their  sponsors  shall  have  free  choice 
of  civilian  medical  services,  only  when  it 
is  first  established  that  the  uniformed  serv- 
ices medical  facilities  are  inadequate  and 
can  not  handle  the  particular  type  of  treat- 
ment and/or  that  they  are  handling  their 
maximum  amount  at  the  present  time. 

When  this  is  the  case  and  the  dependent 
has  acquired  the  services  of  civilian  medical 
facilities,  Medicare  requires  that  the  patient 
or  sponsor  submit  a non-availability  state- 
ment to  this  effect,  along  with  the  physi- 
cian’s report.  In  order  for  complete  allow- 
ance by  Medicare  on  claims,  the  date  of 
issuance  on  the  non-availability  permit  must 
coincide  with  that  at  the  time  treatment 
first  commences. 

These  permits  are  mandatory  with  the 
exception  of  acute  emergencies  which  are 
a threat  to  the  life  or  the  well-being  of  the 
patient.  In  this  case,  the  physician  should 
state  this  is  a BONA  FIDE  ACUTE 
EMERGENCY  on  the  claim  form,  and/or 
submit  a brief  report  reporting  same. 

Possession  of  this  permit  does  not  neces- 
sarily insure  that  all  services  rendered  to 
the  dependent  will  qualify  for  Medicare 
payment. 
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The  limited  benefits  and  possible  hazards 
of  the  Closed  Chest  Method  of  Resuscitation 
in  cardiac  standstill  prompt  the  reprinting 
of  the  following  statement  from  the  Journal 
of  Occupational  Medicine,  Vol.  4,  No.  9, 
September,  1962. 

THE  CLOSED  CHEST  METHOD  OF 
CARDIOPULMONARY  RESUSCITATION 
Benefits  and  Hazards 

An  original  statement  on  the  closed-chest 
method  of  cardiopulmonary  resuscitation 
prepared  by  the  American  Heart  Associa- 
tion has  been  revised  to  incorporate  recom- 
mendations of  an  Ad  Hoc  Committee  of  the 
Industrial  Medical  Association  appointed 
for  this  purpose.  In  its  present  form  this 
statement  is  subscribed  to  by  the  Industrial 
Medical  Association,  the  American  Heart 
Association,  and  the  American  National  Red 
Cross. 

In  view  of  the  growing  interest  in  the 
closed  chest  method  of  cardiopulmonary  re- 
suscitation, and  the  possible  dangers  in  its 
indiscriminate  use,  the  following  statement 
has  been  prepared  as  a guide  to  the  public 
regarding  the  present  place  of  this  new  tech- 
nique. 

The  closed  chest  method  of  cardiopulmon- 
ary resuscitation  has  been  proved  effective 
as  a medical  procedure  in  certain  cases  of 
stoppage  or  disruption  of  the  heart  beat. 
However,  it  is  to  be  considered  a temporary 
method  and  additional  medical  treatment, 
which  may  include  the  use  of  drugs  and  an 
electric  defibrillator,  is  usually  required  to 
restore  the  circulation  permanently. 

The  heart  beat  may  stop  as  a result  of  a 
variety  of  conditions  or  circumstances  such 
as  water  submersion,  electrical  shock,  as- 
phyxiation, heart  attack,  or  during  anes- 
thesia or  surgery.  Most  people  who  experi- 
ence sudden  stoppage  or  disruption  of  the 
heart  beat  (cardiac  arrest)  cannot  be  saved 
even  under  ideal  circumstances  in  a hos- 
pital. The  least  measure  of  success  has  been 
experienced  in  coronary  heart  “attack” 
cases.  However,  the  prompt  use  of  cardio- 
pulmonary resuscitation  has  enabled  lives 
to  be  saved  which  previously  might  have 
been  lost.  The  new  technique  of  closed 
chest  cardiac  massage  makes  it  possible  to 
continue  blood  circulation  without  opening 
the  chest,  thus  greatly  extending  the  pos- 
sibilities for  attempting  saving  of  life.  Con- 
sequently, it  is  the  desire  of  all  concerned 


to  achieve  widespread  use  of  this  method 
where  it  can  be  used  safely  and  effectively. 

The  public  should  be  advised,  however, 
that  the  application  of  closed  chest  cardio- 
pulmonary resuscitation  calls  for  a work- 
ing diagnosis  of  the  victim’s  condition.  It 
is  important  to  be  sure  that  the  circulation 
has  actually  stopped  because  the  method  in- 
volves certain  hazards.  Reported  injuries 
to  patients  have  included  damage  to  the 
heart  and  liver,  internal  bleeding,  multiple 
rib  fractures,  and  puncture  of  the  lungs.  In 
untrained  hands  the  risk  of  injury  is  in- 
creased. It  is  particularly  important  to 
avoid  the  possibility  of  inflicting  serious  in- 
jury on  a person  under  the  mistaken  im- 
pression that  cardiac  arrest  has  occurred 
when  the  individual  has  simply  fainted  or 
lost  consciousness  from  some  other  cause. 

Successful  application  of  closed  chest 
cardiopulmonary  resuscitation  depends  on 
thorough  and  careful  training.  One  is  most 
unlikely  to  be  able  to  achieve  artificial 
blood  circulation  by  this  method  if  his  only 
training  is  from  reading  written  instruc- 
tions. 

In  view  of  these  facts,  it  is  suggested 
that  closed  chest  cardiopulmonary  resuscita- 
tion be  applied  only  by  carefully  trained 
personnel  so  that  it  may  be  utilized  with 
the  greatest  safety  and  effectiveness.  Two 
qualified  persons  are  preferable  because  it 
is  necessary  to  maintain  artificial  respira- 
tion at  the  same  time  the  heart  is  being 
massaged  externally.  A decision  as  to 
whether  training  in  this  procedure  should 
be  extended  to  certain  segments  of  the  gen- 
eral public  must  be  postponed  until  further 
experience  accumulates. 

The  organizations  joining  in  this  state- 
ment believe  that  emphasis  should  be  placed 
at  this  time  in  training  physicians,  dentists, 
nurses  and  specially  qualified  emergency  res- 
cue personnel  so  that  the  procedure  will  be- 
come more  widely  available. 

(From  the  Journal  of  Occupational  Medicine, 
September,  1962  issue  (Vol.  4,  No.  9). 


The  following  note  from  the  J.A.M.A. 
181:430  (Aug.  4)  1962,  is  reprinted  at  the 
request  of  the  Director,  Department  of 
Nursing,  American  Medical  Association: 

The  continued  achievement  of  high  stand- 
ards of  patient  care  in  the  preventive,  cura- 
tive, and  restorative  aspects  of  illness  de- 
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pends  upon  a harmonious,  collaborative  re- 
lationship betiveen  medicine  and  nursing. 
In  an  effort  to  protect  and  foster  an  en- 
during alliance  of  understanding  and  co- 
operation between  these  tivo  major  health 
professions,  the  Committee  on  Nursing  has 
instituted  a continuing  program  of  liaison, 
communication,  education,  and  research. 
The  Committee  has  authorized  publication  of 
the  folloiving  report  on  its  objectives  and 
program. 

Veronica  L.  Conley,  Ph.D., 
Secretary. 


OBJECTIVES  AND  PROGRAM  OF  THE 

A.M.A.  COMMITTEE  ON  NURSING 

The  program  of  the  A.M.A.  Committee 
on  Nursing  is  based  on  three  general  as- 
sumptions: (1)  that  nurses  have  a separate 
and  distinct  professional  status  and  their 
contributions  are  those  of  co-workers;  (2) 
that  nursing  should  expect  the  medical  pro- 
fession to  support  and  endorse  high  stand- 
ards of  nursing  education  and  service ; and 
(3)  that  each  of  the  various  levels  of  aca- 
demic and  technical  accomplishment  in 
nursing  makes  its  own  unique  contribution 
to  the  total  health  care  of  the  public. 

On  the  basis  of  these  broad  assumptions, 
the  Committee  has  adopted  the  following  ob- 
jectives : 

1.  To  expand  and  strengthen  liaison  ac- 
tivities betiveen  organizations  representing 
the  medical  and  nursing  professions  at  the 
national,  state,  and  local  levels. 

Liaison  has  been  established  with  all  the 
major  nursing  organizations  (including  the 
American  Nurses’  Association,  the  National 
League  for  Nursing,  the  National  Federa- 
tion of  Licensed  Practical  Nurses,  the  Na- 
tional Association  for  Practical  Nurse  Edu- 
cation and  Service,  and  others)  as  well  as 
with  constituent  and  component  medical 
associations,  medical  specialty  groups,  and 
several  national  organizations  with  a collat- 
eral interest  in  nursing. 

The  Committee  feels  that  one  of  its  ma- 
jor contributions  is  to  promote  interprofes- 
sional conferences  between  physicians  and 
nurses.  A committee  composed  of  A.M.A. 
and  A.N.A.  representatives  is  now  planning 
a conference  on  nurse-physician  aspects  of 
professional  practice.  The  Committee  on 
Nursing  will  also  encourage  the  inclusion 


of  nurses  on  programs  of  national  and  state 
medical  meetings  and  attempt  to  remedy 
the  scarcity  of  positively  oriented,  unbiased 
material  on  nursing  in  the  medical  litera- 
ture. 

2.  To  study  and  report  to  the  medical 
profession  on  current  practices  and  trends 
in  nursing  and  on  developments  among 
nursing  auxiliary  personnel. 

Through  its  headquarters  staff,  the 
Committee  is  collecting  information  on 
nursing  matters  vital  to  physicians.  A file 
of  abstracts,  excerpts,  and  reprints  is  avail- 
able for  quick  reference. 

3.  To  stimulate,  initiate,  and,  where  feas- 
ible, support  research  in  areas  pertinent  to 
the  nurse-physician  relationship  in  profes- 
sional practice. 

Such  research  requires  the  collaboration 
of  many  disciplines.  Several  nurse-physi- 
cian teams  are  now  engaged  in  extensive 
research  projects.  These  include  studies  of 
interdisciplinary  participation  in  planning 
care;  the  nursing  needs  of  chronically  ill 
ambulatory  patients;  and  the  amount  and 
type  of  nursing  service  which  makes  the 
maximum  contribution  to  maternal  and  in- 
fant welfare. 

4.  To  offer  advisory  services  to  both  pro- 
fessions on  interprofessional  matters. 

The  secretary  and  chairman  of  the  Com- 
mittee serve  at  present  on  the  committee  on 
careers  of  the  National  League  for  Nursing. 
The  secretary  is  also  a member  of  the  ad- 
visory council  of  the  National  Federation  of 
Licensed  Practical  Nurses,  the  National 
League  for  Nursing’s  committee  to  study 
costs  of  nursing  education,  and  the  hospital 
advisory  council  of  the  National  Association 
for  Practical  Nurse  Education  and  Service. 
The  Committee  will  also  serve  as  a con- 
sultant group  to  committees,  councils,  and 
departments  within  the  A.M.A.  Similar 
services  have  been  offered  to  constituent  and 
component  medical  associations. 

5.  To  provide  support  and  assistance  to 
the  nursing  profession  and  its  nonprofes- 
sional auxiliary  personnel  in  their  efforts 
to  maintain  high  standards. 

Nursing,  like  medicine,  is  faced  with 
pressing  demands  for  change  if  high  stand- 
ards are  to  be  maintained  in  our  present  en- 
vironment of  rapid  scientific  and  social  ad- 
vances. Nursing  is  now  engaged  in  a con- 
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tinuous  reevaluation  of  its  educational  sys- 
tem, its  scope  of  services,  its  legal  respon- 
sibilities, and  other  phases  of  its  practice 
which  reflect  in  the  quality  of  patient  care. 
This  Committee  supports  the  efforts  of  the 
nursing  profession  in  maintaining  high 
standards  and  offers  its  cooperation  and  as- 
sistance. 

6.  To  encourage  physicians  to  accept  in- 
vitations to  serve  on  nursing  school  fac- 
ulties. 

In  view  of  growing  pressures  on  the  pro- 
fessional nurse  to  assume  responsibilities  of 
a medical  nature,  the  teaching  role  of  the 
physician  warrants  reevaluation.  At  the 
present  time,  some  nursing  schools  are  find- 
ing it  necessary  to  assign  nurse  faculty 
members  to  lecture  on  medical  subjects. 

If  the  medical  and  nursing  professions 
are  to  make  the  fullest  use  of  their  joint 
potential,  they  must  have  not  only  a common 
denominator  of  interest  in  the  patient  and 
a comparable  body  of  knowledge,  but  also 
the  kind  of  relationship  that  derives  from 
a deeper  appreciation  of,  and  respect  for, 
each  other  as  allies  working  toward  the 
same  goals. 

Clarence  H.  Benage,  M.D. 

Elias  S.  Faison,  M.D. 

Benson  W.  Harer,  M.D. 

Charles  L.  Leedham,  M.D. 

William  R.  Willard,  M.D. 

Arthur  A.  Kirchner,  M.D., 
Chairman. 

( Reprinted  from  the  Journal  of  the  American 
Medical  Association,  August  4,  1962,  Vol.  181,  page 
430.  Copyright  1962,  by  American  Medical  Asso- 
ciation). 


Medicine  in  the  News 

Pickin’s  From  the  Papers — 

Infant  mortality  is  being  studied  through- 
out the  United  States.  During  1961,  of  the 
150,000  births  studied  nationally,  more 
than  2300  were  supplied  by  St.  Joseph’s 
hospital,  Omaha.  A committee  headed  by 
Dr.  Theodore  R.  Pfundt,  chairman  of  the 
department  of  pediatrics  at  Creighton  Med- 
ical School,  has  been  engaged  in  this  study 
from  its  inception.  One  of  the  many  inter- 
esting findings  is  that  whereas  on  the  aver- 
age in  the  nation  only  50  per  cent  of  the  pre- 
mature infants  weighing  between  two  and 
three  pounds  survive,  at  St.  Joe’s  71  per  cent 
lived.  An  attempt  is  being  made  to  study 


every  item  connected  with  or  surrounding 
the  event  of  birth,  that  might  conceivably 
affect  survival  of  the  child.  (From  Omaha 
World-Herald,  Aug.  30,  1962). 

A new  continuing  training  course  for  vo- 
cational rehabilitation  officers  who  work 
with  persons  who  have  suffered  mental  ill- 
ness has  been  launched  at  the  Nebraska  Psy- 
chiatric Institute  of  the  University  of  Ne- 
braska College  of  Medicine.  A federal 
grant  of  taxpayers  dollars  amounting  to  al- 
most $90,000,  the  first  of  a series  which 
may  total  $400,000,  has  been  received  to 
underwrite  the  cost  of  this  course. 


Human  Interest  Tales 

Dr.  Wm.  Heusel  has  started  a practice  in 
the  Hooper  Clinic. 

Dr.  William  Farmer  has  become  asso- 
ciated with  Dr.  R.  L.  Heins  in  Falls  City. 

Dr.  and  Mrs.  Rea  Buchanan,  Grand  Island, 
celebrated  their  50th  wedding  anniversary 
during  the  month  of  August. 

Dr.  Robert  A.  Brooks,  Boston,  has  moved 
to  Lincoln  and  is  associated  with  Drs.  F.  H. 
Tanner  and  H.  L.  Papenfuss. 

Dr.  Arden  Bonebrake,  Nebraska  City, 
was  elected  president  of  the  Otoe  County 
Medical  Society  in  September. 

Dr.  Marion  R.  Cosand,  having  completed 
a general  surgery  residency  in  Omaha,  has 
started  a practice  in  Fremont. 

Dr.  Robert  E.  Mockett  has  become  asso- 
ciated with  Dr.  Maurice  D.  Frazer  in  the 
practice  of  radiology,  in  Lincoln. 

Dr.  Joseph  J.  Borghoff,  Omaha,  was  elect- 
ed a Fellow  in  the  International  College  of 
Surgeons  at  a Convocation  in  New  York 
City. 

Dr.  Jerry  X.  Tamisiea,  Omaha,  has  been 
elected  vice-chairman  of  the  advisory  coun- 
cil of  the  American  Society  of  Clinical  Path- 
ologists. 

Dr.  Vernon  G.  Ward  has  joined  Drs.  Dan 
A.  Nye,  Robert  C.  Rosenlof,  and  Wm.  E. 
Nutzman  in  the  Medical  Arts  Building  at 
Kearney. 

Dr.  William  Chleborad  has  begun  prac- 
tice in  general  surgery  at  Fremont  and  is 
associated  with  Drs.  Harry  A.  Jakeman, 
C.  C.  Nelson  and  G.  J.  Millet. 
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Dr.  Harris  B.  Graves,  Omaha,  was  elected 
president  of  the  Nebraska  Chapter,  Ameri- 
can Academy  of  General  Practice,  at  its 
annual  scientific  meeting  in  Lincoln. 

Doctors  of  the  Lincoln  County  Medical  So- 
ciety, and  their  wives,  met  during  Septem- 
ber and  heard  Dr.  Thaddeus  Krush  of  the 
Nebraska  Psychiatric  Institute  as  guest 
speaker. 


Announcements 

Adams  County  Medical  Society  to  Hold 
Medical  Science  Seminar — 

The  Adams  County  Medical  Society  in- 
vites you  to  attend  a Medical  Science  Sem- 
inar, Hotel  Clarke,  Hastings,  Nebraska, 
Wednesday,  November  14th,  1962.  Guest 
speaker:  Richard  H.  Jesse,  M.D.,  Assistant 
Professor  of  Surgery,  The  University  of 
Texas  and  the  M.  D.  Anderson  Hospital  and 
Tumor  Institute.  The  program  schedule  is 
as  follows:  4:30  p.m. — Registration;  5:00 
p.m. — Lecture  and  Discussion : Carcinoma 
of  the  Thyroid ; 6 :30  p.m. — Social  Hour ; 
7 :30  p.m. — Dinner  with  wives ; 8 :30  p.m. — 
Lecture  and  Discussion : Diagnosis,  Treat- 
ment and  Prognosis  of  Intra-Oral  Lesions. 

A program  for  the  wives  is  being  planned 
by  the  Adams  County  Medical  Society  Med- 
ical Auxiliary,  including  a fashion  show  at 
5:00  p.m.  and  a meeting  at  8:30  p.m.  at 
which  the  State  Auxiliary  President  will  be 
present. 

Reservations  to  Loyd  R.  Wagner,  M.D., 
Mary  Lanning  Memorial  Hospital,  Hastings, 
Nebr. 

Approval  has  been  requested  for  accredi- 
tation by  the  American  Academy  of  Gen- 
eral Practice. 

Two  Postgraduate  Conferences  at  Iowa — 

Postgraduate  conferences  on  “New  Con- 
cepts and  Therapy  in  Hypertensive  Disease” 
and  “Respiratory  Diseases”  will  be  held  No- 
vember 30  at  the  State  University  of  Iowa 
College  of  Medicine,  Iowa  City.  Each  con- 
ference will  be  one-half  day.  Such  topics  as 
“Workup  of  the  Hypertensive  Patient,” 
“Salt,  Fat  and  Hypertension,”  and  “Prob- 
lems of  the  Hypertensive  and  His  Physi- 
cian” will  highlight  the  cardiac  conference. 
Guest  speakers  will  be  Dr.  Lewis  K.  Dahl, 
head  of  the  Research  Medical  Service, 


Brookhaven  National  Laboratory,  New 
York,  and  Dr.  John  H.  Laragh,  associate 
professor  of  clinical  medicine  at  Columbia 
University  College  of  Physicians  and  Sur- 
geons. The  afternoon  conference  on  chest 
disease  will  include  talks  on  skin  tests  in 
the  diagnosis  of  chest  disease,  presentations 
of  the  latest  research  on  chest  disease,  and  a 
chest  and  infectious  disease  clinic.  Guest 
faculty  will  include  Dr.  Arthur  M.  Olsen, 
consultant  in  medicine,  Mayo  Clinic, 
Rochester,  Minn.,  and  Dr.  William  W.  Stead, 
professor  of  medicine  at  Marquette  Univer- 
sity, Milwaukee,  Wis.  Physicians  who 
would  like  to  receive  programs  and  registra- 
tion materials  should  write  to  John  A.  Gius, 
M.D.,  Director,  Postgraduate  Medical 
Studies,  Office  of  the  Dean,  College  of  Medi- 
cine, Iowa  City,  Iowa. 

Course  in  Laryngology  and 
Bronchoesophagology — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryn- 
gology and  Bronchoesophagology,  March  18 
to  30,  1963 : animal  demonstrations,  practice 
in  bronchoscopy  and  esophagoscopy,  diag- 
nostic and  surgical  clinics,  lectures.  Limited 
to  15  registrants.  Write  the  Department  at 
1853  West  Polk  Street,  Chicago  12. 

November  Postgraduate  Conferences — 

College  of  Medicine,  State  University  of 
Iowa,  will  hold  the  following  Medical  Post- 
graduate Conferences  during  the  month  of 
November:  Nov.  7-8,  Institute  on  Abnormal 
Newborn;  Nov.  13-15,  Medical  Seminar, 
Federal  Aviation  Agency;  Nov.  16,  Otolar- 
yngology Conference  for  General  Practice 
Group;  Nov.  30,  Cardiac  Diseases  ( V2  day) 
and  Respiratory  Diseases  (V2  day). 


News  and  Views 

Two-Thirds  of  U.S.  Physicians  Found  to  Have 
Ailments  Detected  by  Laboratory  Tests — 

Preliminary  analysis  of  the  pathology 
tests  run  at  the  A.M.A.  exhibit  laboratory  in 
Chicago  in  June  indicates  that  two-thirds 
of  the  physicians  tested  had  significant  ab- 
normalities, Dr.  Thomas  M.  Peery,  exhibit 
chairman,  reported  recently  at  the  meeting 
of  the  American  Society  of  Clinical  Pathol- 
ogists. Dr.  Peery  is  chief  pathologist  at 
George  Washington  University  and  Hos- 
pital, Washington,  D.C. 
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Many  doctors  had  more  than  one  abnormal 
finding  — 2212  abnormal  results  being  re- 
ported in  the  total  of  1771  physicians  tested, 
Dr.  Peery  said. 

A total  of  17  tests  were  made  on  each 
doctor.  Nine  of  the  tests  were  blood  chem- 
ical procedures  and  yielded  the  most  ab- 
normal results — 1963.  The  four  urinalysis 
procedures  yielded  122  abnormalities;  three 
hematologic  procedures  also  turned  up  122 
abnormalities. 

Elevated  blood  glucose  was  found  in  21% 
(378)  of  the  physicians  tested,  elevated 
blood  cholesterol  in  30%  (533),  and  elevated 
uric  acid  in  36%  (632). 

Illnesses  or  malfunctions  that  can  be  indi- 
cated by  the  above  tests  include:  by  blood 
chemical  procedures  — diabetes,  impaired 
liver  and  kidney  functioning,  pancreatic  and 
other  digestive  diseases;  by  urinalysis  — 
diabetes,  liver  disease,  and  diseases  of  the 
kidney  and  bladder ; by  hematology  — ane- 
mia, infectious  diseases,  and  indications  of 
pulmonary,  cardiac  and  other  conditions;  by 
blood  glucose — diabetes  mellitus  and  other 
disorders ; by  blood  cholesterol  — forewarn- 
ing of  coronary  thrombosis  and  other  ail- 
ments; by  uric  acid — possible  forewarning 
of  gout. 

Dr.  Peery  pointed  out  that  while  the  chem- 
ical abnormalities  do  not  necessarily  promise 
actual  disease,  they  do  suggest  the  desir- 
ability of  laboratory  follow-up  and  detailed 
clinical  evaluation  in  each  instance.  All 
the  physicians  whose  tests  were  significant- 
ly abnormal  received  a letter  suggesting  that 
pertinent  tests  be  repeated  by  the  physi- 
cian’s own  pathologist. 

The  exhibit  laboratory  and  its  findings 
are  evidence  of  the  importance  of  laboratory 
tests  in  health  evaluation,  Dr.  Peery  stated, 
adding  that  “the  information  to  be  gained 
by  laboratory  procedures  far  exceeds  that 
to  be  obtained  from  even  the  broadest  pos- 
sible extension  of  the  physical  examination.” 

Dr.  Peery’s  concluding  remarks  were: 

“It  seems  likely  that  significant  abnor- 
malities can  be  detected  early  and  in  some 
instances  corrective  measures  can  be  applied 
before  organic  disease,  as  might  be  detected 
on  physical  examination,  ever  becomes  evi- 
dent. Furthermore,  the  necessary  informa- 
tion can  be  obtained  far  more  quickly  and 
inexpensively  than  by  physical  examination. 


“The  role  of  general  physicians  in  use  of 
laboratory  tests  should  not,  however,  be  neg- 
lected. It  is  he  who  should  interpret  the 
test  results  to  the  patient,  give  counsel  as 
to  corrective  measures,  and  arrange  for 
follow-up  studies. 

“It  is  easily  conceivable  that  in  the  fu- 
ture the  number  of  laboratory  tests  done  as 
a part  of  health  evaluation  may  far  exceed 
the  number  that  will  be  done  on  hospitalized 
patients.” 

Former  Dean  at  U.  of  N.  College  of 
Medicine  Appointed — 

Dr.  Harold  C.  Lueth,  Dean  of  Nebraska’s 
College  of  Medicine  and  Superintendent  of 
the  University  Hospital  from  1946  to  1952, 
has  been  appointed  a member  of  President 
Kennedy’s  12-member  national  health  re- 
sources advisory  committee. 

A clinical  professor  of  medicine  at  the 
University  of  Illinois  Medical  Center,  Dr. 
Lueth  is  also  a Brigadier  General  in  the 
Army  reserve  and  consultant  to  the  Army’s 
Surgeon  General,  and  a member  and  Chair- 
man of  the  Council  on  National  Security  of 
the  American  Medical  Association. 

The  advisory  group  to  which  Dr.  Lueth 
has  been  appointed  by  the  President,  will 
make  recommendations  to  the  Director  of 
the  Office  of  Emergency  Planning  on  ques- 
tions of  policy  relative  to  the  production,  al- 
location, and  utilization  of  health  resources 
under  various  emergencies  and  mobilization 
situations. 


The  Empty  Seats — 

Comparing  education  to  obstetrics,  an 
editorial  in  the  Pennsylvania  Medical  Jour- 
nal notes  that  it  is  possible  to  have  a baby 
in  the  absence  of  a doctor  just  as  it  is 
possible  to  acquire  education  without  a 
teacher.  It  is  the  mother  that  does  carry 
out  the  essential  functions  and  the  student 
in  education  that  performs  the  essential  ac- 
tivity. In  spite  of  this  truism,  there  are 
indications  that  an  increasing  number  are 
falling  into  the  error  of  regarding  post- 
graduate medical  study  as  a passive  function 
of  the  doctor-student. 

Continuing  education  of  the  practitioner 
has  become  a popular  subject  and  many 
agencies  related  to  medicine  show  an  indi- 
cation of  increasing  participation.  Some 
have  gone  so  far  as  to  suggest  compulsory 
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education  for  practicing  physicians.  It  is 
the  hope  of  the  many  interested  agencies  to 
improve  methods  of  postgraduate  education 
and  to  sharply  decrease  the  practitioners  ig- 
norance. 

There  is  much  to  be  said  in  favor  of  these 
efforts  to  improve  the  education  of  the 
physician.  It  is  to  be  hoped  that  educational 
techniques  will  be  developed  with  greater 
efficiency  so  as  to  minimize  the  learning- 
effort  and  to  increase  the  resultant  knowl- 
edge. 

If  physicians  agree  to  the  propriety  of  this 
conclusion,  there  are  inconsistencies  in  their 
conduct.  The  ideal  postgraduate  presenta- 
tion, which  often  is  the  State  Societies  an- 
nual session,  may  be  rather  poorly  attend- 
ed. At  least,  in  spite  of  the  several  hundred 
attending,  there  are  empty  seats  at  the  sci- 
entific meetings. 

These  empty  seats  may  exist  in  spite  of 
the  presentation  of  the  latest  scientific 
knowledge  by  well-qualified  educators.  In 
many  programs,  an  effort  is  made  to  pro- 
vide an  opportunity  for  the  discussion  of 
practical  problems  by  practicing  physicians. 
Discussion  is  encouraged,  but  the  response 
is  often  minimal. 

An  addition  to  the  chance  for  education 
and  medical  practice,  the  annual  meeting  of 
the  State  Society,  provides  a simultaneous 
opportunity  for  learning  of  Socio-Economic 
forces.  The  House  of  Delegates,  and  its 
reference  committee  meetings  in  particular, 
are  open  to  all  and  need  the  thinking  of 
the  many  physicians  who  are  in  attendance. 

These  seats  should  not  be  empty. 


Deaths 

ARNOLD  — M.  0.  Arnold,  M.D.,  Grand 
Island.  Doctor  M.  0.  Arnold,  73,  died  in 
Grand  Island,  Nebraska,  September  8,  1962, 
after  an  illness  of  two  years.  Born  July  19, 
1889,  in  Gage  Valley,  Nebraska,  Doctor 
Arnold  completed  his  medical  education  at 
Northwestern  University  School  of  Medi- 
cine. He  completed  his  internship  and  six 
years’  residency  at  St.  Luke’s  Hospital  in 
Chicago  after  which  he  established  his  prac- 
tice in  St.  Paul,  Nebraska.  In  1948  he 
moved  to  Grand  Island  where  he  became 
resident  physician  to  the  Pershing  Hospital 
at  the  Soldiers  and  Sailors  Home. 


The  Woman's  Auxiliary 

Dawson  County  Medical  Society — 

Mrs.  Ray  Wycoff,  Lexington,  was  hostess 
for  the  September  meeting  of  the  Dawson 
County  Medical  Auxiliary.  Mrs.  H.  0.  Bix- 
ler  presented  the  program  “Poetry.” 

President,  Mrs.  D.  A.  McGee,  presided 
at  the  meeting  and  reviewed  the  committee- 
chairmanship  assignments  which  were  made 
at  the  spring  meeting  with  Mrs.  0.  P.  Rosen- 
augh,  Cozad.  At  that  time  Janet  Hock  and 
Gary  Landers,  Lexington,  and  Lynn  Tom- 
lin, Cozad,  were  named  recipients  of  the 
Auxiliary  Medical-Career  Loan  Fund  for 
1962-63. 

Mrs.  McGee  was  hostess  for  the  annual 
Auxiliary  picnic  at  Johnson  Lake  when  Mrs. 
Dean  Gilg,  Overton,  was  welcomed  as  a new 
Dawson  County  physician’s  wife. 

Dawson  County  physicians  and  their  wives 
held  their  annual  October  dinner  meeting  in 
Gothenburg.  They  then  viewed  the  film 
“Good  Health  — Your  Choice,”  featuring 
Dr.  Edward  Annis,  president-elect  of  the 
A.M.A. 

After  their  respective  business  meetings 
both  society  and  auxiliary  members  met  for 
coffee  with  Dr.  and  Mrs.  S.  H.  Perry,  Goth- 
enburg. 


Know  Your 
Blue  Shield  Plan 


Blue  Shield  the  “Patient’s  Plan” — 

We  often  refer  to  our  medically-spon- 
sored Blue  Shield  Plan  as  the  “Doctor’s 
Plan.”  And  this  is  entirely  meet  and  proper 
if  we  think  of  ourselves,  not  as  the  owners 
or  principal  beneficiaries  of  Blue  Shield, 
but  as  its  trustees  — responsible  for  provid- 
ing its  promised  benefits  to  our  patients. 

For  just  as  our  profession’s  great  purpose 
is  to  provide  a vital  service  to  humanity,  so, 
too,  the  one  and  only  mission  of  Blue  Shield 
is  to  serve  the  economic  needs  of  our  pa- 
tients. It’s  the  subscriber  who  “pays  the 
piper”  and  it’s  he,  ultimately,  who  “calls 
the  tune.” 

We  American  physicians  are  uniquely 
privileged  by  the  tremendous  acceptance 
that  the  people  have  accorded  our  doctor- 
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sponsored  prepayment  program.  In  sup- 
porting Blue  Shield,  nearly  50  million  of 
our  fellow-citizens  have  cast  their  lot  with 
us,  endorsing  our  traditional  pattern  of 
medical  practice,  and  rejecting  — at  least 
pro  tem  — the  alien  forms  under  which  most 
of  our  colleagues  abroad  are  compelled  to 
serve. 

But  the  people  have  not  only  accepted 
Blue  Shield;  they  are  demanding  an  even 
better  and  broader  prepayment  program. 
We  have  not  only  “sold”  them  Blue  Shield, 
but  we’ve  sold  them  a confident  expecta- 
tion that  we  can  and  will  eventually  provide 
all  the  benefits  of  modern  medicine  through 
a prepayment  program. 

Whether  the  people  of  the  U.S.A.  achieve 
this  ultimate  goal  through  a prepayment 
program  shaped  and  guided  by  our  profes- 
sion or  through  some  other  program  fash- 
ioned by  Big  Business,  Big  Labor  or  Big 
Government  — this  is  the  question  that  chal- 
lenges the  leadership  of  American  Medicine 
today  and  tomorrow. 


TUBERCULOSIS  ABSTRACTS 

CHRONIC  BRONCHITIS  IN  GREAT  BRITAIN 

General  practitioners  participated  in  a proj- 
ect to  find  out  the  prevalence  of  chronic  bron- 
chitis. Among  the  findings  were  that  the 
condition  is  more  prevalent  in  urban  than  in 
rural  areas,  in  smokers  than  nonsmokers,  in 
those  less  favored  economically  than  in  the 
better  off. 

Chronic  bronchitis  presents  general  practitioners 
with  one  of  their  most  frequent  and  intractable 
problems.  Although  palliative  treatment  is  possible 
and  often  rewarding,  prevention  should  be  the  aim; 
and  in  a disease  of  such  insidious  onset,  general 
practitioners  may  have  to  carry  the  main  burden. 
To  advise  and  treat  effectively  patients  with  early 
bronchitis  they  need  more  detailed  knowledge  of 
the  nature  and  etiology  of  the  disease  than  any 
single  experience  can  provide.  Thus,  the  Re- 
search Committee  of  the  College  of  General  Prac- 
titioners of  Great  Britain  in  1957  formed  a small 
group  to  plan  and  execute  a series  of  investiga- 
tions into  chronic  bronchitis.  This  paper  presents 
preliminary  epidemiologic  findings. 

The  excessive  mortality  from  bronchitis  in  in- 
dustrial areas  and  in  poorer  families  is  well  known, 
and  some  studies  have  suggested  a close  relation- 
ship between  air  pollution  and  chronic  bronchitis. 
Both  these  conclusions,  however,  derive  from  cer- 
tificates of  causes  of  disability  or  death  usually 
given  by  general  practitioners,  so  that  the  apparent 
social  or  geographical  patterns  might  reflect  differ- 
ences between  doctors  in  diagnostic  habits  and 
standards  of  certification. 


PLAN  OF  SURVEY 

The  present  survey  was  conducted  by  general 
practitioners,  using  a standard  clinical  question- 
naire, to  find  out  the  frequency  of  specified  respir- 
atory symptoms  in  a randomly  selected  sample 
of  their  patients.  One  of  the  objectives  was  to 
compare  the  prevalence  of  “chronic  bronchitis”  in 
various  population  groups  with  the  distribution 
of  mortality  and  morbidity  on  routine  vital  statistics 
and  with  the  pattern  based  on  a standard  diag- 
nosis derived  from  defined  items  in  the  question- 
naire. Another  objective  was  to  relate  clinical  as- 
sessments and  a physiological  test  of  respiratory 
disability  to  such  variables  as  age,  sex,  smoking 
habits,  and  place  of  residence. 

Previous  mortality  and  morbidity  studies  sug- 
gest that  the  age  group  45-64  is  of  crucial  im- 
portance in  the  evolution  of  chronic  respiratory 
disease.  Samples  were  therefore  drawn  by  the 
Ministry  of  Health  of  all  men  and  women  on  the 
practicing  lists  of  participating  doctors  in  each 
of  the  five  years  from  40  to  44,  45  to  49,  50  to 
54,  55  to  59,  and  60  to  64. 

Ninety-two  practitioners  expressed  a willingness 
to  take  part.  The  survey  was  conducted  among 
1,569  persons  (787  men  and  782  women).  The 
wives  of  442  men  selected  were  also  interviewed. 

In  the  absence  of  any  agreed  definition  of  bron- 
chitis in  symptomatic  terms,  each  practitioner  was 
asked  to  note  whether  he  thought  that  the  pa- 
tient suffered  from  chronic  bronchitis,  asthma,  or 
any  other  chest  disease.  The  records  were  then 
divided  into  “bronchitis”  and  “others.”  Three  cri- 
teria were  used  for  “standard  diagnosis”  of  bron- 
chitis — morning  phlegm  in  winter,  attacks  of 
cough  and  phlegm  lasting  three  weeks  over  the 
past  two  years,  and  breathlessness  when  walking. 

The  prevalence  of  chronic  bronchitis  was  17  per 
cent  in  the  men  surveyed  and  8 per  cent  in  the 
women.  In  younger  subjects,  chronic  bronchitis 
was  diagnosed  almost  as  often  in  the  women  as  in 
the  men.  Beginning  with  the  45-49  group,  the 
data  show  that  in  men  there  is  a steady  increase 
with  age  of  approximately  1 per  cent  per  year. 
The  age  gradient  for  women  is  much  less  steep. 
The  prevalence  of  chronic  bronchitis  diagnosed  in 
males  is  nearly  twice  as  great  in  urban  as  in 
rural  areas. 

The  difference  in  bronchitis  mortality  between 
the  urban  and  rural  areas  is  of  about  2 to  1 in 
men  and  less  in  women.  On  the  other  hand, 
when  the  “standard  diagnosis”  rates  are  compared, 
the  rural-urban  gradient  in  males  becomes  much 
steeper,  and  there  is  a suggestion  of  an  increased 
prevalence  among  females  in  the  larger  cities 
compared  with  the  other  areas.  Thus  differences 
in  diagnostic  habits  between  doctors  may  tend  to 
conceal  urban-rural  contrasts  in  morbidity  and 
mortality  statistics  based  upon  their  certificates. 

SMOKING  AND  SOCIAL  FACTORS 

In  relation  to  smoking,  the  prevalence  of  bron- 
chitis ranged  in  men  from  6 per  cent  for  non- 
smokers  to  18  per  cent  among  smokers  and,  corre- 
spondingly, from  5 per  cent  to  12  per  cent  in 
women. 

It  is  difficult  to  make  valid  comparisons  be- 
tween the  two  sexes  in  the  prevalence  of  bron- 
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chitis  in  relation  to  smoking,  for  there  are  too 
few  nonsmoking  men  and  too  few  heavysmoking 
women.  However,  it  was  obvious  that  the  prev- 
alence of  chronic  bronchitis  is  very  similar  among 
men  and  women  with  comparable  smoking  habits 
except  for  a higher  prevalence  among  the  male 
smokers  who  on  the  average  smoked  more  than 
the  female  smokers. 

In  both  sexes,  there  was  an  upward  trend  in 
bronchitis  prevalence  with  descending  socio-eco- 
nomic conditions.  At  ages  45  to  64  the  rate  for 
men  rose  from  199  per  100,000  in  what  was  desig- 
nated as  Group  I,  consisting  of  patients  in  the  most 
favorable  socio-economic  situation,  to  1,048  per 
100,00  in  Group  V,  at  the  other  extreme.  For  wom- 
en, it  rose  from  35  per  100,00  in  Group  I to  87 
per  100,00  in  Group  V. 

DISCUSSION 

Impaired  ventilatory  capacity  was  effectively 
demonstrated  by  general  practitioners  using  a 
simple  test  of  respiratory  function.  The  levels 
they  obtained  were  consistently  lower  than  those 
obtained  by  trained  workers,  but  the  trends  in  rela- 
tion to  age,  sex,  and  smoking  habits  in  men  were 
consistent  with  those  of  the  others. 

The  patterns  of  the  distribution  of  chronic  bron- 
chitis prevalence  based  on  practitioners’  diagnosis 
are  in  broad  agreement  with  those  given  by  a 
“standard  diagnosis”  based  on  the  presence  of  de- 
fined symptoms.  In  whichever  of  those  two  ways 
it  is  defined,  chronic  bronchitis  as  found  in  this 
survey  shows  the  same  relationship  to  age,  sex, 


social  class,  and  place  of  residence  as  the  mor- 
tality or  morbidity  rates  for  this  disease  recorded 
in  the  national  vital  statistics. 

If  this  sample  can  be  taken  as  fairly  repre- 
sentative of  the  country  as  a whole,  the  striking 
social  pattern  seen  in  mortality  data  is  reflected 
in  morbidity,  and  these  social-class  differences  in 
prevalence  cannot  be  attributed  to  differences  in 
smoking  habits.  Here  again  standardization  of 
diagnosis  has  emphasized  the  importance  of  the  so- 
cial-class gradient  in  the  disease.  The  sex  differ- 
ence, on  the  other  hand,  may  be  largely  due  to  the 
divergence  in  smoking  habit. 

-A  National  Survey  carried  out  by  the  Respiratory  Diseases 
Study  Group  of  the  College  of  General  Practitioners.  British 
Medical  Journal.  October  14.  1961. 


THE  BRITISH  VIEWPOINT 

When  some  of  our  American  colleagues 
suggest  that  competition  in  the  drug  indus- 
try has  become  excessive,  then  we  should  do 
well  to  take  heed.  But  in  the  criticism  lev- 
eled at  the  pharmaceutical  industry  too  little 
notice,  we  suggest,  is  taken  of  the  risks  to 
which  the  industry  is  subjected,  and  too 
little  emphasis  is  placed  on  its  needs  for 
profits,  not  only  from  purely  business  con- 
siderations, but  also  for  money  to  plough 
back  into  research.  — British  Medical  Jour- 
nal. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Brickei-,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 
1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Robert  S.  Long,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 


Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal  ™ 

BLUE  CROSS 

The  November  issue  of  the  Journal  con- 
tained an  editorial  implying  criticism  of 
“Blue  Cross”  and  its  relationship  to  federal- 
ly financed  hospital  plans  that  might  be  in 
the  offing.  Of  course,  this  did  not  refer 
to  Nebraska  Blue  Cross  nor  to  any  other 
local  or  state  Blue  Cross  Plan.  It  referred 
to  the  National  Blue  Cross  Association. 

Obviously,  there  is  the  same  local  au- 
tonomy among  Blue  Cross  Plans  as  is  en- 
joyed by  Blue  Shield,  and  the  policy  of 
the  National,  should  it  deviate  to  the  left 
from  its  presently  expressed  attitude,  would 
not  necessarily  be  imposed  upon  the  local 
plans. 

In  Nebraska,  Blue  Cross  and  Blue  Shield 
have  cooperated  to  the  fullest  extent,  under 
parallel  policies  to  which  none  of  us  could 
take  exception,  and  this  situation  is  quite 
unlikely  to  be  altered. 


BEWARE  OF  DIVIDE  AND 
CONQUER! 

In  the  November  issue  of  the  Nebraska 
State  Medical  Journal,  the  editorial  “Blue 
Cross  and  Government  Medicine”  raised  sev- 
eral questions  which  should  be  clarified. 

To  remove  any  misunderstanding  regard- 
ing Nebraska  Blue  Cross  and  the  National 
Blue  Cross  Association  relevant  to  their 
positions  on  health  coverage  for  Senior  Citi- 
zens, we  believe  the  following  facts  will  be 
of  prime  interest  to  Nebraska  Doctors  of 
Medicine. 

The  first  question  raised  in  the  editorial 
indicates  that  Blue  Cross  lags  behind  in 
offering  coverage  for  persons  65  years  of 
age  and  over.  It  should  be  clearly  stated 
that  of  the  eight  and  one-half  million  peo- 
ple 65  years  of  age  and  over  covered  by 
voluntary  health  insurance,  Blue  Cross- 
Blue  Shield  cover  over  five  million.  Blue 
Cross  and  Blue  Shield  for  a long  time  stood 
virtually  alone  in  giving  assurance  that 
persons  could  continue  their  coverage  re- 
gardless of  their  age  or  state  of  health.  To 
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emphasize  this  point,  the  following  quota- 
tion is  taken  from  the  July  7,  1962,  issue 
of  Taylor  Publications  Insurance  Digest: 

“A  handful  of  insuring  organizations  are 
carrying  the  moral  obligation  for  an  entire 
industry,”  according  to  Bruce  Gifford,  man- 
aging director  of  the  International  Associa- 
tion of  Health  Underwriters  at  their  annual 
meeting  in  Chicago.  Mr.  Gifford  said,  “Six 
per  cent  of  the  carriers  are  doing  80  per  cent 
of  the  insuring.” 

Mr.  Gifford  stated  that  Mutual  of  Omaha 
said  they  have  about  1.2  million  persons 
over  65  covered.  Continental  Casualty  re- 
ported over  a million.  Blue  Cross-Blue  Shield 
reported  five  million.  He  further  stated 
that  out  of  approximately  eight  and  one- 
half  million  people  covered  the  rest  of  the 
industry  must  be  covering  about  one  and 
one-half  million.  The  rest  of  the  industry 
consists  of  some  800  insurance  companies. 

To  bring  the  picture  into  focus  on  a local 
level,  Nebraska  Blue  Cross  and  Blue  Shield 
began  offering  coverage  to  persons  65  years 
of  age  and  over  in  1955.  Persons  enrolling 
before  age  65  have  alwyas  been  allowed  to 
continue  coverage  after  age  65.  Currently, 
of  the  100,000  contracts  in  effect  in  Ne- 
braska Blue  Cross-Blue  Shield,  17,000  are 
held  by  persons  65  years  of  age  and  over. 
When  we  add  to  these  17,000  the  spouses 
65  years  of  age  and  over,  approximately 
25,000  Nebraskans  65  years  of  age  and  over 
are  covered  by  Blue  Cross  and  Blue  Shield. 
The  recent  October,  1962  campaign  will  add 
approximately  another  1,000  members. 

Insofar  as  the  official  position  of  the  Blue 
Cross  Association  on  financing  health  care 
for  the  aged  is  concerned,  the  following  res- 
olution was  adopted  by  the  77  Blue  Cross 
Plans  in  January,  1962: 

1.  We  reaffirm  the  crucial  need  to  strengthen 
the  Kerr-Mills  Program,  and  to  continue 
vigorous  efforts  to  foster  effective  pro- 
grams in  every  state  for  the  adequate  health 
protection  of  the  indigent  and  medically  in- 
digent under  the  Kerr-Mills  Act,  and  we 
urge  the  fullest  possible  use  of  the  exist- 
ing voluntary  non-profit  prepayment  mech- 
anisms for  providing  the  services  under  it. 
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2.  We  urge  that  Blue  Cross  Plans  give  active 
support  and  that  all  participate  in  a Na- 
tional Blue  Cross  Benefit  Program  specially 
designed  to  meet  the  particular  needs  of 
the  aged  with  nationwide  uniformity  in 
benefits  and  with  a single  nationwide  uni- 
form rate. 

3.  We  recommend  that  such  a nationwide  bene- 
fit program  be  made  available  to  all  aged, 
whether  they  are  now  covered  by  Blue 
Cross  or  have  no  protection,  and  that  this  be 
achieved  at  a low  or  nominal  administra- 
tive cost. 

4.  We  recognize  that  many  retired  aged  per- 
sons will  need  government  assistance  to 
enable  them  to  purchase  this  health  protec- 
tion through  the  voluntary  non-profit  pre- 
payment system.  Any  program  which  pro- 
vides governmental  financial  assistance  to 
aged  persons  should  be  administered  by 
the  voluntary  non-profit  prepayment  sys- 
tem. 

5.  Any  governmental  financial  assistance  pro- 
vided the  individual  aged  person  should  be 
on  a decreasing  scale  related  to  income. 
The  determination  for  government  assist- 
ance should  be  made  in  accordance  with 
current  income  reported  for  federal  income 
tax  purposes  or,  if  this  is  not  possible,  some 
legally  acceptable  declaration  of  income. 
The  determination  should  not  be  made  in 
accordance  with  the  usual  means  test  de- 
termination made  under  public  welfare  pro- 
grams. 

6.  We  emphasize  the  urgency  and  importance 
of  planning  for  the  provision  of  adequate 
facilities  and  personnel  in  order  that  skills 
and  services  may  be  available  to  render 
high  quality  care  to  the  aged. 

Nowhere  in  the  foregoing  resolution  does 
the  Blue  Cross  Association  or  their  mem- 
ber plans  in  any  manner  propose  national 
health  coverage  to  be  financed  by  Social 
Security  or  other  payroll  tax  methods.  Blue 
Cross  has  historically  opposed  payroll  tax 
financing  of  health  care  costs  and  during  the 
last  session  of  Congress  appeared  in  op- 
position to  the  King-Anderson  Bill. 

Locally,  the  Board  of  Directors  of  Ne- 
braska Blue  Cross,  recognizing  that  state 
socialized  medicine  in  any  form  can  lead, 
not  only  to  a deterioration  of  health  care 
but  also  to  regimentation  of  hospitals  and 
hospital  personnel,  adopted  the  following 
resolution  in  November  of  1961,  which  was 
reaffirmed  in  May  of  1962.  The  purpose 
of  this  resolution  was  to  guide  the  National 
Blue  Cross  Association  in  its  approach  to 
the  six  point  program  mentioned  above. 

“RESOLVED,  that  the  Board  of  Directors 
of  Nebraska  Blue  Cross  Hospital  Service 


Association  reaffirms  its  position  of  Novem- 
ber 20,  1961,  to  wit: 

‘Nebraska  Blue  Cross  Hospital  Service 
Association  recommends  that  medical 
care  for  the  aged  be  provided  by  vol- 
untary prepayment  plans  and  insur- 
ance companies  with  indigents  and 
near  indigents  receiving  care  under  an 
adequately  funded  State  administered 
Welfare  Program.’ 

“FURTHER  RESOLVED,  that  the  Board 
of  Directors  of  Nebraska  Blue  Cross  Hos- 
pital Servcie  Association  is  unequivocally 
opposed  to  any  federal  legislative  program 
regardless  of  how  administered  which  would 
be  financed  in  any  manner  by  means  of  a 
federal  payroll  tax  and  very  strongly  rec- 
ommends that  the  Blue  Cross  Association, 
through  its  Board  of  Governors,  not  official- 
ly approve  or  support  any  proposed  legisla- 
tion which  would  incorporate  a payroll  tax 
as  a means  of  financing  a federal  health  care 
program  for  the  aged.” 

The  foregoing  resolution  was  published  in 
the  Omaha  World-Herald,  Lincoln  Journal- 
Star  and  the  Omaha-Douglas  County  Med- 
ical Society  “Bulletin.” 

In  the  spring  of  1962,  the  Blue  Cross 
Association,  in  conjunction  and  cooperation 
with  the  National  Association  of  Blue  Shield 
Plans,  began  to  develop  a voluntary  pro- 
gram of  coverage  for  the  aged  that  could 
be  offered  nationally.  The  program  was 
built  on  a concept  of  local  rates  and  bene- 
fits in  keeping  with  the  specific  need  and 
facilities  available  in  each  area,  within  a 
broad  national  framework. 

Due  to  the  complexities  involved  such  as 
approval  by  the  Boards  of  Directors  of  all 
the  Plans  and  State  Insurance  Commission- 
ers or  Directors,  benefits,  rates,  underwrit- 
ing capacity,  clearance  with  Medical  So- 
cieties and  Hospitals  and  diverse  and  sundiy 
other  details,  the  earliest  possible  target 
date  for  offering  the  coverages  was  deter- 
mined to  be  the  last  quarter  of  1962. 

When  it  was  determined  that  every  Mem- 
ber Plan  of  the  Blue  Cross  Association  with- 
in the  continental  limits  of  the  United  States 
intended  to  implement  a program,  the  As- 
sociation decided  to  advertise  nationally  in 
Life,  Saturday  Evening  Post,  Look,  Time, 
and  Neivsweek.  The  National  Association 


650 


Nebraska  S.  M.  J. 


of  Blue  Shield  Plans  advertised  at  the  same 
time  in  the  same  magazines. 

Because  October  has  always  been  the  best 
enrollment  period  each  year,  the  Associa- 
tion decided  to  begin  the  advertising  cam- 
paign in  late  September  and  continue 
through  early  October.  All  Plans  were  en- 
couraged by  the  Blue  Cross  Association  and 
National  Association  of  Blue  Shield  Plans 
to  gear  their  local  advertising  and  enroll- 
ment as  close  to  October  1st  as  possible. 
Nebraska  Blue  Cross-Blue  Shield  complied. 

Some  plans  were  not  able  to  offer  a pro- 
gram in  October  due  to  various  difficulties 
previously  mentioned.  Of  the  76  Plans  in 
the  continental  United  States,  42  Plans  in- 
dicated they  would  be  ready  to  go  in  Octob- 
er, 18  in  November,  4 in  December  and  11 
after  the  first  of  the  year. 

Nowhere  in  the  Blue  Cross  program  quot- 
ed above  has  Blue  Cross  advocated  in  any 
manner  that  aid  should  be  provided  under 
the  type  of  system  proposed  by  the  King- 
Anderson  or  similar  bills.  Blue  Cross-Blue 
Shield  applauds  and  welcomes  the  efforts 
now  being  made  by  some  of  the  traditional 
underwriters  in  providing  coverage  for  our 
senior  citizens  either  by  individual  company 
effort  or  through  risk  pooling  devices,  statu- 
torily sanctioned. 

Blue  Cross  and  Blue  Shield  oppose  Social 
Security  financing  of  health  care. 

Blue  Cross  and  Blue  Shield  endorse  health 
care  through  the  present  welfare  program 
and,  as  contained  in  the  national  Blue  Shield 
Program,  affirm  the  need  for  a realistic 
Kerr-Mills  Program. 

Many  factors  are  very  busily  at  work 
trying  to  create  dissension  between  doctors, 
hospitals,  Blue  Cross  and  Blue  Shield  both 
within  and  without  their  ranks  so  that  other 
outside  forces  can  dictate  the  practice  of 
medicine,  good  health  care  and  its  financing. 

Beware  of  Divide  and  Conquer!  The 
Italians  have  a saying,  “Cinque  diti  aperto — 
niente.  Cinque  diti  chiuso — molto  forte.” 
“Five  fingers  open — nothing.  Five  fingers 
closed — very  strong!” 

WILLIAM  H.  HEAVEY, 
Executive  Director 
Nebraska  Blue  Cross  and 
Blue  Shield 


“IRRESPONSIBLE” 

We  note  from  the  Lincoln  Star  (Nov.  6, 
1962),  that  Doctor  Albert  Sabin  said,  “it  is 
without  foundation  and  rather  irresponsible’ 
to  suggest  the  oral  polio  vaccine  he  de- 
veloped is  linked  with  paralytic  diseases  in 
Nebraska.” 

The  U.  S.  Public  Health  Service  sent  a 
team  of  epidemiological  experts  into  Ne- 
braska to  study  the  apparent  connection 
between  nine  instances  of  paralytic  disease, 
thought  to  be  paralytic  poliomyelitis,  and 
the  ingestion  of  the  attenuated  cultures  of 
Type  III  polio  virus  — a vaccine  developed 
by  Sabin. 

It  was  the  considered  opinion  of  these 
experts  that  “The  epidemiologic  evidence 
indicates  that  the  paralytic  disease  occurring 
in  Nebraska  is  directly  related  to  the  feed- 
ing of  the  attenuated  polio  virus  vaccine.” 

To  arrive  at  this  conclusion,  the  team  of 
experts  is  said  to  have  talked  with  and  ex- 
amined the  paralytic  patients,  examined  the 
hospital  records,  and  conferred  with  numer- 
ous doctors. 

So  far  as  the  newspaper  account  tells  us, 
Doctor  Sabin  was  not  here;  he  did  not  see 
and  examine  the  sick  people;  he  did  not  study 
the  records;  he  did  not  confer  with  the  Ne- 
braska physicians. 

We  probably  should  assume  that  newspa- 
per reporters  may  have  misunderstood  and 
therefore  misquoted  Doctor  Sabin,  or  per- 
haps lifted  his  statement  out  of  context, 
and  that  he  did  not  mean  what  he  appears 
to  have  said. 


In  the  treatment  of  shock  due  to  selective 
loss  of  plasma  components  rather  than  to 
blood  loss,  albumin  or  plasma  are  better  for 
replacement  than  whole  blood.  Examples  of 
this  situation  may  be  found  in  acute  pan- 
creatitis, acute  mesenteric  thrombosis  and 
extensive  burns. 

In  the  treatment  of  hypoproteinemia, 
when  there  is  edema  with  increased  body 
sodium,  human  serum  albumin  is  the  pre- 
ferred replacement  therapy.  In  hypopro- 
teinemia unassociated  with  edema,  as  for 
example,  in  chronic  undernutrition,  albu- 
min, plasma  or  stable  plasma  protein  frac- 
tion are  satisfactory. 
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Comments  From  Your  President 


One  of  the  major  problems  which  must 
be  solved  in  a manner  satisfactory  to  the 
vast  majority  of  the  citizens  of  our  state, 
is  the  financing  of  health  care,  particularly 
for  the  aged.  We,  in  medicine,  must  exert 
leadership  in  developing,  implementing,  and 
improving  existing  voluntary  mechanisms  by 
which  this  can  be  accomplished.  The  issue 
of  overriding  importance  is  not  the  specific 
provisions  of  any  single  method,  but  rather 
the  basic  principle  involved  in  the  approach 
to  the  question  of  health  care.  The  organ- 
izations and  agencies,  which  developed  into 
a well  disciplined  army,  fighting  for  the 
passage  of  such  social  legislation  as  the 
King-Anderson  Bill,  are  hard  at  work  pre- 
paring for  next  years  new  onslaught.  The 
heated  political  issue  of  costly  health  care 
for  the  aged  is  actually  based  on  a shrink- 
ing problem.  The  alarm  about  conditions 
and  finances  of  persons  65  years  of  age 
and  older  has  been  exaggerated.  Progress 
has  been  made  in  meeting  the  elderly  health- 
care needs.  The  existing  programs  of  med- 
ical care  for  the  aged  are  rapidly  paring 
the  size  of  the  problem. 

The  already  existing  mechanisms  by  which 
they  are  being  met  are  the  Kerr-Mills  Law 
to  aid  the  needy  and  near  needy  and  vol- 
untary health  insurance  plans  for  the  re- 
mainder of  the  aged,  who  need  and  want 
them.  They  are  voluntary,  flexible  and 
dovetailing  together  they  can  do  the  job. 
about  9 per  cent  of  our  elderly  now  get 
adequate  medical  help  regularly  through  old 
age  assistance  programs.  Some  55  per  cent 
of  the  elderly  now  have  health  insurance. 
Private  and  voluntary  health  insurance  cov- 
erage for  the  aged  is  currently  increasing 
at  a rate  of  about  12  per  cent  a year.  A 
comprehensive  hospital  medical-surgical 
plan  is  available  on  a group  basis  to  all  in- 
dividuals over  65  years  of  age  for  about 
$150.00  per  year.  Around  15  per  cent  of 
the  aged  are  World  War  Veterans  and  can 
get  free  care  in  V.A.  hospitals,  if  they  are 
needy. 

The  Kerr-Mills  Bill  was  enacted  by  Con- 
gress in  1960;  since  that  time  it  has  been 
adopted  and  implemenetd  in  twenty-five 
states.  It  is  the  major  source  of  help  for 
the  elderly  with  limited  resources.  A re- 
cent survey  of  the  experience  in  these  states 
indicates  that  the  utilization  and  costs  are 


much  lower  than  was  anticipated.  This 
would  tend  to  confirm  the  medical  profes- 
sion’s insistence  that  the  need  was  not  as 
great  as  those  interested  in  importing  and 
adopting  proposals,  which  would  mark  a 
sharp  left  turn  toward  the  welfare  state 
would  have  us  believe.  Never-the-less  there 
are  elderly  who  need  and  should  be  helped. 
Under  the  Kerr-Mills  Bill,  the  medical  care 
of  elderly  citizens  can  be  tailored  to  their 
needs  and  the  extent  of  medical  services, 
which  we  as  citizens  want  our  elderly  peo- 
ple to  have,  will  be  dictated  by  public  con- 
science reflected  in  the  action  of  our  leg- 
islators. It  is  imperative  that  we  do  not 
have  a niggardly  type  of  program. 

Your  Policy  Committee  is  in  the  process 
of  drawing  up  a bill,  which  we  hope  will 
provide  the  type  of  care  we  think  our  elderly 
citizens  should  have.  Your  help  and  your 
suggestions  will  be  warmly  received. 

We  will  depend  on  each  and  every  one 
of  you  to  help  enlighten  and  encourage  leg- 
islators, the  majority  of  whom  have  already 
expressed  a desire  and  willingness  for  the 
enactment  of  such  legislation.  We  hope  that 
when  this  bill  is  introduced,  it  will  have  the 
wholehearted  support  of  every  physician 
in  the  state. 

0.  A.  Kostal,  M.D., 
President 
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Obstetrical  Emergencies* 


FIRST,  I would  like  to  thank 
you  for  this  opportunity  to  be 
with  you.  I am  particularly 
impressed  with  the  excellent  film  Dr.  Ben- 
son has  shown.  He  has  carefully  outlined 
and  graphically  displayed  the  ideal  pre- 
natal care. 

If  every  woman  were  to  have  this  ideal 
type  of  prenatal  care  and  prenatal  evalua- 
tion, we  would  undoubtedly  have  minimal 
maternal  mortality. 

“Obstetrical  Emergencies”  is  a large  top- 
ic. The  term  obstetrics  reminds  me  imme- 
diately of  an  emergency.  A pregnant  wom- 
an needing  help  presents  an  emergency  situ- 
ation. She  has  the  indwelling  mechanism 
for  an  emergency  at  all  times.  I think  we 
have  to  consider  her  in  just  that  light.  Al- 
most anything  can  happen  to  a woman  from 
the  time  conception  takes  place  until  she  de- 
livers. It  is  almost  as  though  a stick  of 
dynamite  had  been  implanted  in  her  uterus. 

Let  us  consider  one  of  the  major  causes 
of  maternal  mortality.  I understand  in  your 
part  of  the  country  (and  it  is  certainly  true 
in  mine)  women  still  die  from  hemorrhage. 
This  remains  the  No.  1 cause  of  death.  Why 
this  should  continue  to  be  true  remains  a 
mystery,  because  we  understand  the  mech- 
anism of  bleeding,  we  understand  the  mech- 
anism of  shock,  we  understand  the  mechan- 
ism of  successful  treatment,  and  yet  women 
continue  to  die. 

There  is  almost  a static  incidence  of 
deaths  due  to  postpartum  hemorrhage  cov- 
ering approximately  thirty  years  in  my  city ; 
in  spite  of  the  fact  that  we  have  well  func- 
tioning blood  banks,  more  specialists,  and 
better  informed  general  practitioners.  We 
seem  not  to  have  accomplished  a great  deal. 
Basically  it  seems  we  arrive  at  the  prevent- 
able factor  of  too  little  blood,  too  late. 

Dr.  Benson’s  film  took  into  account  all  of 
the  factors  that  we  recognize  in  the  pre- 
natal period  that  should  alert  us  and  point 
up  the  woman  who  might  very  well  have 
a postpartum  hemorrhage. 

Most  significant  to  me,  is  the  fearful  girl 
who  is  scared  to  death  when  she  starts  her 
pregnancy.  Regardless  of  your  efforts  to 
educate  her,  or  get  her  relaxed,  she  ap- 


CLAYTON  T.  BEECHAM,  M.D. 

Professor  of  Clinical  Obstetrics  and  Gynecology, 
Temple  University  Medical  Center 
Philadelphia.  Pennsylvania 


proaches  term  in  an  increasing  “spastic” 
state.  Such  a patient  is  an  excellent  candi- 
date for  so-called  inertia  or  at  least  faulty 
mechanism  of  labor.  Her  uterus  behaves 
badly  in  the  preliminary  phase,  and  gets 
worse  as  the  first  stage  develops.  Having 
behaved  badly  during  the  first  stage  of  la- 
bor, one  might  expect  a faulty  mechanism 
to  continue.  This  is  one  of  the  most  com- 
mon factors  in  my  own  experience. 

What  can  we  do  about  it?  We  must  rec- 
ognize the  faulty  mechanism  of  labor  at  the 
outset  and  start  an  intravenous  to  make  sure 
we  have  a venous  channel  open  for  what- 
ever might  happen.  We  start  a double  bottle 
setup  of  pitocin  drip  to  correct  the  mech- 
anism of  labor.  Although  it  is  wise  to  have 
1000  cc.  of  type  0,  Rh  negative  blood  on 
hand  in  any  maternity  as  an  emergency 
measure,  a patient  with  inertia  or  faulty 
mechanism  of  labor,  should  be  typed  and 
crossed  for  1000  cc.  of  blood  as  soon  as  the 
complication  is  evident.  Judicious  sedation 
should  be  maintained  in  these  cases. 

Other  conditions  ought  to  alert  us  to  the 
possibility  of  postpartum  hemorrhage  — the 
over-distended  uterus  from  hydramnios  or 
twins,  and  above  all,  the  woman  who  has 
had  a postpartum  hemorrhage  previously. 
Why  this  accident  tends  to  recur,  I don’t 
know.  Perhaps  in  some  of  these  cases  a 
borderline  fibrinogen  level  develops  that  may 
be  transitory.  The  possibility  of  a small 
amniotic  infusion  taking  place  in  some  of 
these  women  must  be  considered  — again 
not  massive  enough  to  cause  a lethal  hemor- 
rhage, but  enough  to  cause  a temporary  co- 
agulation-defect and  serious  bleeding. 

The  most  important  life-saving  measure 
in  postpartum  hemorrhage  is  prompt  recog- 
nition and  treatment  in  an  orderly  fashion. 
There  is  no  substitute  for  the  replacement 
of  blood.  An  analysis  of  deaths  in  Phila- 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  1.  1962. 
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delphia  County  from  postpartum  hemor- 
rhage taught  us  that  the  amount  of  blood 
given  at  transfusion  was  too  small  when 
transfusions  were  resorted  to  at  all. 

In  the  early  days  of  maternal  welfare 
work,  in  our  area  at  least,  many  women  with 
postpartum  hemorrhage  died  with  the  pla- 
centa still  in  the  uterus. 

In  the  orderly  way  we  like  to  treat  post- 
partum hemorrhage,  the  placenta  must  be 
delivered  first.  As  we  stated,  an  intraven- 
ous should  be  running  through  a large- 
gauge  needle,  the  patient  crossed  and  typed, 
and  if  there  is  a delay,  we  use  our  1000  cc. 
of  0 negative  blood.  The  uterus  is  massaged 
into  contraction  with  a fist  up  in  the  an- 
terior cul-de-sac,  and  the  uterus  massaged 
down  on  this.  It  is  understood  that  the 
uterus  is  first  explored  for  retained  placen- 
tal tissue.  Using  sponge  forceps,  the  cervix 
is  brought  down  and  inspected.  It  is  not 
uncommon  to  find  cervical  lacerations  in 
the  most  benign  labors.  Intravenous  pitocin 
drip  is  employed  to  keep  the  uterus  contract- 
ed and  this  precludes  the  need  for  a uterine 
pack.  We  have  found  packing  to  be  an  un- 
necessar  y procedure. 

One  of  the  most  serious  problems  is  the 
patient  in  whom  you  employ  every  known 
measure  to  control  the  postpartum  bleeding, 
and  for  no  apparent  reason  she  continues 
to  bleed.  What  further  is  to  be  done?  In 
this  type  of  case  one  frequently  gets  be- 
hind in  replacing  blood  loss,  and  it  is  ap- 
parent that  a hysterectomy  will  be  needed 
to  control  the  hemorrhage.  Usually  by  the 
time  enough  blood  has  been  replaced  and 
the  patient  seems  to  be  in  condition  to 
withstand  a hysterectomy,  the  hemorrhage 
has  stopped.  Such  events  have  been  occa- 
sion for  colleagues  to  use  hypogastric  liga- 
tion for  control  of  bleeding.  Reports  are 
enthusiastic. 

Dr.  Benson  mentioned  hypofibrinogen 
states  in  abruption  cases.  When  an  abruption 


is  diagnosed,  one  of  the  first  things  that 
should  be  done  is  a clot  study  and  fibrinogen 
level  if  one’s  laboratory  is  equipped  to  do  it 
quickly.  A Lee-White  will  be  most  helpful. 

Fibrinogen  should  be  on  hand  in  every 
maternity  ward.  As  Dr.  Benson’s  film  em- 
phasized, rupture  of  the  membranes  is  very 
helpful  in  this  desperate  state.  I have  seen 
a fibrinogen  level  of  350  mg.  drop  in  half 
an  hour’s  time  to  40  mg.  and  marked  hem- 
orrhea  result.  One  often  feels  secure  with 
a good  fibrinogen  level,  yet  the  whole  thing 
can  reverse  itself  very  quickly.  We  should 
be  mindful  of  that  point.  We  often  suspect 
amniotic  infusion  or  massive  amniotic 
fluid  emboli  in  association  with  low  levels 
of  fibrinogen.  A massive  infusion  is  rapid- 
ly lethal.  On  the  other  hand,  there  must 
be  borderline  states  of  this  complication 
that  are  perhaps  not  recognized. 

Finally,  I should  like  to  summarize  brief- 
ly a series  of  alarming  events  that  general- 
ly lead  to  an  incorrect  diagnosis:  as  an 
example,  let  us  take  the  case  of  a healthy 
young  woman  who  has  enjoyed  a normal, 
happy  prenatal  course  and  early  labor.  Sud- 
denly when  labor  has  progressed  to  where 
the  cervic  is  6-7  cm.  dilated  something 
happens.  The  uterus  starts  contracting  vi- 
olently, the  patient  becomes  uncooperative 
and  passes  rapidly  into  shock  while  the  baby 
is  precipitously  born.  Blood  pressure  is  un- 
obtainable, pulse  rapid,  thready  and  there 
are  no  respirations.  (All  these  events  take 
about  3-5  minutes). 

The  attending  physician  can  hardly  be 
criticized  for  assuming  his  patient  has  suf- 
fered a coronary  occlusion,  or  possibly  a 
ruptured  cerebral  aneurysm.  He  forgets 
(as  I have)  that  here  is  a young  woman  in 
good  health.  In  all  probability  an  amniotic 
infusion  so  massive  as  to  constitute  an  em- 
bolus has  occurred.  Prompt  action  might 
save  such  a patient.  To  me  this  has  been 
the  most  traumatic  obstetrical  emergency  to 
encounter. 


“We  also  have  in  our  midst  some  timid  souls  who  have  so  little 
faith  in  the  strength  of  democracy  that  they  would  nave  our 
country  yield  to  international  threats  and  intimidation  . . .”  (From 
Spotlight  No.  521). 
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IS 


Sympathectomy 

VALUABLE?* 

Introduction 

r pHE  above  question  is  easily 
j answered  in  the  affirmative. 

During  the  past  twenty  - five 
years,  we  have  not  lost  our  enthusiasm  for 
this  procedure.  In  fact,  in  the  past  five  or 
ten  years  we  have  not  only  increased  the 
frequency  of  its  use  but  have  extended  the 
procedure  to  include  patients  in  the  older 
age  groups. 

It  is  interesting  to  note  that  sympathec- 
tomy again  is  assuming  its  proper  role  in 
the  treatment  of  a variety  of  diseases  and 
conditions  affecting  the  extremities.  It  is 
also  important  in  eliminating  disabling  pain 
due  to  angina  pectoris,  status  anginosus  or 
angina  decubitus  and/or  coronary  insuffi- 
ciency in  patients  who  cannot  be  controlled 
by  currently  known  medical  methods. 

Many  of  the  vascular  centers  throughout 
the  world  are  combining  sympathectomy 
with  direct  and  definitive  vascular  surgical 
procedures.  This  combination  has  im- 
proved the  overall  results  as  compared  to 
direct  vascular  surgery  when  performed 
alone. 

Sympathectomy  is  not  a cure  for  certain 
diseases  or  conditions,  it  cannot  reverse  or 
change  the  primary  pathological  processes 
that  occur  in  the  vascular  system,  but  it  can 
provide  patients  with  considerable  subjec- 
tive and  objective  improvement.  These  ex- 
pected results  are  not  contrary  to  expecta- 
tions in  other  diseases  and  conditions  that 
are  treated  either  medically  or  surgically  in 
which  cure  is  not  certain  or  even  anticipat- 
ed but  relief  is  sought.  Under  such  circum- 
stances the  treatment  offered  is  palliative 
or  intended  to  bring  relief  so  that  the  patient 
is  able  to  carry  on  as  nearly  normal  as  pos- 
sible. 

In  the  past,  failures  following  sympathec- 
tomy may  have  been  due  to  an  incomplete 
operation  performed,  poor  selection  of  pa- 
tients, failure  to  realize  that  anomalies  may 
exist  in  the  sympathetics  and  their  distribu- 
tion, removal  of  the  lymphatic  chain  or  geni- 
tofemoral nerve  instead  of  the  sympathetic 


LOUIS  T.  PALUMBO.  M.D. 

From  the  Deportment  ol  Surgery,  Veterans 
Administration  Hospital 
Des  Moines,  Iowa 


chain,  and  failure  to  find  the  chain.  Unless 
a surgeon  is  aware  of  the  possible  variations 
in  the  anatomy  of  this  complex  system,  fail- 
ures can  occur.  The  procedure  often  is  con- 
demned when,  in  actuality,  success  would 
have  followed  if  an  adequate  procedure  had 
been  performed. 

In  some  instances  it  is  difficult  to  recog- 
nize or  palpate  a sympathetic  chain  when  it 
is  represented  by  only  a filament  measur- 
ing one  millimeter  in  diameter  and  reveal- 
ing, grossly,  no  discernible  ganglia.  In  other 
cases,  the  operation  may  be  unsuccessful  be- 
cause of  cross-innervation  — complete  or 
partial  in  type. 

Results  Lumbar  Sympathectomy 

A recent  survey  of  our  results  of  lumbar 
sympathectomies  performed  during  the  past 
five  years  revealed  that  133  male  patients 
were  operated  upon  for  a variety  of  diseases 
and  conditions  involving  the  lower  extremi- 
ties. In  65  patients  the  operation  was  per- 
formed bilaterally,  making  a total  of  198 
lumbar  sympathectomies  performed. 

The  average  age  was  60.1  years;  the 
youngest  24,  and  the  oldest  patient  80  years. 
As  noted  in  table  1,  the  majority  of  patients 
were  in  the  60-70-year  age-groups  and  by 
far  the  commonest  condition  treated  was 
arteriosclerosis  with  or  without  gangrene  or 
diabetes. 

There  are  a number  of  cases  above  in 
which  the  condition  is  primarily  vasospastic 
in  nature. 

The  benefits  derived  from  sympathectomy 
are  due  to  a number  of  factors.  These  fre- 
quently are  overlooked  by  the  clinician. 
The  most  potent  benefit  is  due  to  the  elimin- 
ation of  vasospastic  control  by  the  sympa- 
thetics. The  elastic  potentiality  of  the  ves- 
sels, and  particularly  of  the  vascular  bed 
is  tremendous  and  greater  than  most 
physicians  and  surgeons  realize.  Because 
of  this  great  potentiality  the  results  in 

‘Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  2.  1962. 
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TABLE  1 

DISEASE/AGE-INCIDENCE 


Disease  21-30 

Arteriosclerosis  occlusive  (ASO)  __  0 

ASO  with  gangrene  (diabetic) 0 

Embolism/thrombosis 0 

Thrombophlebitis,  chronic  2 

Frostbite  2 

Causalgia  1 

Other  0 

Totals  5 


31-40 

AGE 

41-50 

GROUPS 
51-60  61-70 

71-80 

TOTAL 

0 

4 

16 

57 

14 

91 

(68.4%) 

0 

0 

2 

10 

0 

12 

( 9.0%) 

2 

2 

1 

4 

0 

9 

( 6.8%) 

1 

0 

0 

2 

1 

6 

( 4.5%) 

2 

2 

1 

0 

0 

7 

( 5.3%) 

1 

2 

0 

0 

0 

4 

( 3.0%) 

0 

1 

2 

0 

1 

4 

( 3.0%) 

6 

11 

22 

73 

16 

133 

many  instances  can  be  immediate  and  dra- 
matic, while  in  others,  particularly  in  ar- 
teriosclerotic diseases,  the  favorable  results 
are  less  dramatic  but  may  become  progres- 
sively better  with  the  passage  of  time.  This 
is  due  to  the  time  needed  for  the  collateral 
channels  to  dilate  and  develop  to  their  fullest 
capacity. 

In  addition,  the  division  of  the  sympa- 
thetics  includes  all  of  the  visceral  afferent 
pathways  which  carry  the  pain  stimuli  and 
pain  sensations  from  the  vascular  system. 
In  eliminating  these,  considerable  relief  of 
pain  due  to  vascular  insufficiency  can  be 
expected.  Another  important  consideration 
which  can  affect  the  surface  and  indirectly 
the  deep  tissue  temperatures  of  the  extrem- 
ity is  sweating.  Most  patients  with  periph- 
eral vascular  disease  have  cold,  moist  ex- 
tremities. Stimulation  of  the  sympathetics 
results  in  sweating.  Sweating  is  unfavor- 
able in  peripheral  vascular  disease  or  in 
vasospastic  conditions,  because  the  evapora- 
tion of  sweat  results  in  further  cooling  of 
the  extremity.  The  other  unfavorable  fea- 
ture of  sweating  is  to  create  maceration  of 
skin  between  the  toes  and  fingers  causing 
cracking  of  the  skin.  This  permits  bacteria 
and  fungi  to  enter  the  subcutaneous  tissues 
creating  local  acute  and  chronic  inflamma- 
tory processes  which  may  lead  to  thrombo- 
phlebitis or  lymphangitis  or  both.  A sym- 
pathectomy, therefore,  results  in  a dry  and 
warmer  extremity  and  aids  in  keeping  the 
skin  intact  and  thereby  may  prevent  some 
of  the  complications  associated  with  periph- 
eral vascular  diseases. 

Complications 

The  complications  were  both  few  in  num- 
ber and  of  a minor  degree.  In  198  opera- 
tions performed  upon  133  patients,  only  four 
(2  per  cent)  complications  developed, 


namely:  genitofemoral  neuritis,  incisional 
hernia,  wound  abscess,  and  superficial 
thrombophlebitis. 

The  mortality  rate  is  low. 

Evaluation  of  Extent  and  Permanency 
of  Denervation 

There  are  many  ways  to  evaluate  the  re- 
sults, postoperatively.  One  important  meth- 
od to  determine  the  extent  and  permanency 
of  sympathetic  denervation  is  the  perform- 
ance of  a sweating  test.  We  prefer  the  Min- 
or’s starch-iodine  powder  method  in  which 
the  area  of  the  body  to  be  tested  is  cov- 
ered with  a starch-iodine  powder.  The  pa- 
tient is  placed  under  heat  lamps  to  induce 
sweating.  When  sweat  comes  in  contact 
with  the  powder  it  turns  brownish-black 
and  the  area  where  no  sweating  occurs  re- 
mains greyish-white. 

The  following  photographs  are  typical 
examples  of  loss  of  sweating  following  the 
types  of  lumbar  sympathectomies  we  per- 
form. 

These  areas  will  show  no  changes  over 
many  years  indicating  that  regeneration 
has  not  occurred  and  cannot  occur  because 
of  the  type  and  extent  of  sympathectomy. 
We  have  followed  some  of  our  patients  for 
15  years  and  the  sweating  patterns  remain 
identical  on  repeated  follow-up  periods. 

Evaluation  of  Results 

Amelioration  or  relief  of  symptoms  was 
classified  as  a satisfactory  result.  Failure 
to  relieve  symptoms,  or  if  amputation  be- 
came necessary,  was  an  unsatisfactory  re- 
sult, unless  amputation  was  performed  at  a 
low  level  for  gangrene  present  upon  admis- 
sion. 

Based  upon  the  above,  satisfactory  results 
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Figure  1-A  Figure  1-B 

(A)  Typical  loss  of  sweating  anteriorly  on  right  leg  from  above  knee  to  tip  of  toes  and  (B)  posteriorly  from 
midbuttocks  to  tip  of  toes  following  a lumbar  sympathectomy  of  the  second,  third  and  fourth  lumbar  ganglia 
and  associated  chain. 


were  obtained  in  79  per  cent  of  the  entire 
series  (table  2).  The  largest  group  were 
patients  with  arteriosclerotic  occlusive  dis- 
ease, with  or  without  gangrene.  In  this 
large  group  the  results  were  satisfactory  in 
80  per  cent.  In  those  patients  with  vaso- 
spastic disease  primarily,  the  number  of  sat- 
isfactory results  was  much  higher. 

The  results  continue  about  the  same  as  in 
the  past  ten  years,  except  we  are  operating 
upon  a higher  per  cent  of  patients  in  the 
older  age  groups.  These  are  patients  in 
whom  direct  arterial  surgery  cannot  be  per- 
formed. 

In  those  patients  with  vasospastic  diseases 


a higher  percentage  of  satisfactory  results 
can  be  expected  if  the  operation  is  per- 
formed properly  and  during  the  early  stages 
of  the  disease.  However,  the  results  are 
not  as  good  in  the  group  of  patients  with 
chronic  venous  obstruction  due  to  thrombosis 
or  chronic  thrombophlebitis;  but  improve- 
ment can  be  expected  and,  when  combined 
with  inferior  vena  cava  ligation,  pulmonary 
infarction  can  be  avoided. 

In  summary,  lumbar  sympathectomy  is  a 
valuable  definitive  method  of  treatment  of 
many  diseases  and  conditions  causing  vas- 
cular insufficiency  of  the  lower  extremities 
not  amenable  to  direct  vascular  surgery,  or 
as  a valuable  adjunct  to  direct  arterial  sur- 
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Figure  2-A  Figure  2-B 

Typical  loss  of  sweating  (A)  anteriorly  and  (B)  posteriorly  of  both  lower  extremities  from  the  groin  an- 
teriorly and  from  above  the  buttocks  posteriorly  following  a lumbar  sympathectomy  from  the  first  through 
the  fourth  lumbar  levels. 


gery.  The  most  satisfactory  results  will  be 
obtained  in  those  diseases  and  conditions 
which  are  primarily  vasospastic  in  nature 
and  in  those  patients  in  whom  the  arterial 
obstructive  processes  are  not  too  advanced 
and  in  whom  the  distal  vascular  disease  pro- 
cess is  not  too  diffuse  and  extensive. 


Upper  Dorsal  (Thoracic)  Sympa- 
thectomy Introduction 

Until  about  eight  years  ago  we  were  dis- 
satisfied with  the  various  techniques  advo- 
cated for  sympathetic  denervation  of  the 
head,  neck,  shoulder,  upper  extremity,  chest, 
heart,  lung,  and  structures  within  the  medi- 
astinum, because  they  left  much  to  be  de- 
sired, particularly  from  the  standpoint  of 


incomplete  permanent  sympathetic  denerva- 
tion ; and,  also,  they  are  operations  that 
are  technically  difficult  to  perform  provid- 
ing inadequate  exposure  of  the  sympathetics. 

In  1953,  we  introduced  a new  surgical  ap- 
proach and  technique  for  upper  dorsal  sym- 
pathectomy which  we  have  enthusiastically 
continued  to  perform  in  preference  to  any 
former  techniques  advocated  or  any  other 
new  surgical  procedures  described  by  others. 
Our  procedure  has  been  described  and  pub- 
lished elsewhere.1- 2 

A resection  of  the  first  through  the  fifth 
thoracic  (dorsal)  ganglia  and  associated 
sympathetic  chain  with  division  of  the  rami 
communicans  at  these  levels  is  considered 
the  absolute  minimum  in  order  to  ablate  per- 
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Diseases 

Arteriosclerosis  (ASO)  _ 
ASO,  diabetic  gangrene  _ 

Embolism,  thrombosis 

Thrombophlebitis,  chronic 

Frostbite  

Causalgia  

Other  

Totals  


TABLE  2 

EVALUATION  OF  RESULTS 

Satisfactory 

113  (80%) 

15  (88%) 

5 (50%) 

5 (62%) 

13  (100%) 

5 (100%) 

1 (33%) 


157  (79%) 


Unsatisfactory 

Total 

29  (20%) 

142 

2 (12%) 

17 

5 (50%) 

10 

3 (38%) 

8 

0 

13 

0 

5 

2 (67%) 

3 

41  (21%) 

198 

manently  and  completely  all  of  the  visceral 
efferent  and  afferent  sympathetic  pathways 
to  the  head,  neck,  shoulders,  upper  extrem- 
ities, thoracic  cage  (to  fifth  level),  lungs, 
heart,  coronary  circulation,  and  structures 
within  the  mediastinum. 

Indications 

This  procedure  has  a broad  clinical  appli- 
cation. It  is  particularly  valuable  in  the 
treatment  of  patients  who  cannot  be  relieved 
by  current  medical  methods  of  therapy  for 
angina  pectoris,  status  anginosus,  and  an- 
gina decubitus.  It  is  possible  to  assure  the 
patient  that  complete  or  near  complete  re- 
lief from  anginal  pain  can  be  expected  fol- 
lowing this  procedure. 

The  procedure  is  valuable  in  a variety 
of  vasospastic  and  vascular  occlusive  dis- 
eases affecting  the  upper  extremities  (table 
3). 

TABLE  3 

UPPER  DORSAL  SYMPATHECTOMY- 
VALUABLE  IN 

Angina  pectoris;  coronary  heart  disease 

Angina  decubitus;  status  anginosus 

Peripheral  arteriosclerosis 

Raynaud’s  disease;  acrocyanosis 

Buerger’s  disease;  scleroderma 

Causalgia;  Sudeck’s  atrophy 

Frostbite;  chilblains 

Shoulder-hand  syndrome;  hyperhidrosis 

Paroxysmal  tachycardia;  carotid  sinus  syndrome 

Thombosis  major  vessels 

Arteriovenous  fistula  or  aneurysm 

Phantom  limb;  erythromelalgia 


Pre-  and  Postoperative  Studies 

In  order  to  evaluate  the  results  of  this 
procedure  and  to  determine  if  any  physio- 
logic changes  develop  postoperatively  which 


may  affect  the  patient  in  his  daily  socio- 
economic activities  the  following  studies 
were  carried  out  on  repeated  follow-up  ex- 
aminations : 

Exercise  tolerance,  Master  two  step 

Electrocardiograms 

Fluorocardiograms 

Esophagram 

Motor  barium  studies 

Sweat  test 

ENT  examination  for  mucosal  changes 
Vital  capacity 

Temperature  recordings,  axillary  and 
oral 

Blood  pressure  recordings,  upper  ex- 
tremity (lying,  sitting  and  standing) 

Pupillary  photographs 

The  results  of  this  battery  of  tests  indi- 
cate no  major  disturbances  of  the  functions 
of  organs,  tissues,  and  structures  contained 
in  the  head,  neck,  thorax  or  upper  extrem- 
ity. Therefore,  no  physiologic  changes  oc- 
cur which  would  interfere  with  the  pa- 
tient’s daily  activities.  Even  with  a com- 
plete bilateral  sympathetic  denervation  of 
the  heart,  braycardia  or  cardiac  vagotonia 
has  not  occurred. 

Sympathetic  denervation  of  this  type  re- 
sults in  a permanent  loss  of  sweating  in  the 
areas  as  portrayed  in  figure  3. 

Horner’s  Syndrome 

As  a result  of  this  procedure  and  tech- 
nique we  are  able  to  refute  the  recorded 
data  in  textbooks  of  anatomy  and  physi- 
ology and  in  the  literature  concerning  the 
sympathetic  pupillociliary  pathways  con- 
trolling dilatation  of  the  pupil  in  man. 
Briefly  stated  any  procedure,  according  to 
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Figure  3-A 


Figure  3-B 


(A)  Typical  complete  loss  of  sweating  bilaterally  and  anteriorly  of  head,  neck,  shoulder,  chest,  and  upper 
extremities  following  upper  dorsal  sympathectomy.  (Light  areas  represent  loss  of  sweating  by  Minor’s  starch-iodine 
technique).  (B)  Typical  complete  loss  of  sweating  posteriorly. 


these  authorities,  which  divides  the  first 
and/or  second  thoracic  (dorsal)  rami  com- 
municans  or  removes  the  lower  portion  of 
the  stellate  ganglion  (first  thoracic  gang- 
lion) will  result  in  a Horner’s  syndrome 
(miosis,  enophthalmos,  narrowed  palpebral 
fissure).  Our  entire  clinical  experience  re- 
futes this  concept,  for  with  our  procedure 
the  lower  third  of  the  stellate  ganglion 
is  removed,  including  the  first  through  the 
fifth  thoracic  ganglions  and  associated 
sympathetic  chain,  and  all  rami  from  the 
first  through  the  fifth  thoracic  are  divided3 
(figure  4).  In  92  per  cent  of  cases  a Hor- 
ner’s syndrome  can  be  avoided  by  use  of  our 
technique. 


Evaluation  of  Results 
Angina  Pectoris  and/or  Coronary 
Insufficiency 

The  patients  with  angina  obtained  imme- 
diate, complete,  and  permanent  relief  of 
pain  in  practically  every  instance.  As  a 
result  of  elimination  of  pain  and  fear  of 
pain,  the  patients  were  rapidly  rehabilitated. 
Many  of  these  patients  proved  to  have  ade- 
quate cardiac  reserve  and  capabilities  which 
could  not  be  utilized  before  because  the  pa- 
tients had  been  limited  in  their  activities 
by  pain  or  fear  of  pain  or  both. 

Even  though  the  patients  no  longer  felt  a 
warning  pain  following  the  surgical  pro- 
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Figure  4 — (A)  Pupillociliary  pathways  as  recorded  in  the  current  literature  and  in  texts  as 
shown  on  left  side  with  preganglionic  neurons  arising  from  the  eighth  cervical,  first  and/or  second 
thoracic  levels  of  the  cord.  They  pass  via  the  first  or  second  ramus  to  enter  the  first  dorsal  ganglion. 
They  then  pass  cephalad  in  the  cervical  sympathetic  chain  to  synapse  with  postganglionic  neurons  in 
the  superior  cervical  ganglion.  (B)  As  a result  of  our  clinical  studies,  we  postulate  that  the  origin 

of  the  preganglionic  neurons  from  the  spinal  cord  is  as  shown  in  A ; however,  these  fibers  leave  the 

ventral  roots  as  shown  in  B and  do  not  pass  via  the  rami  communicantes  ; they  enter  the  upper  portion 

of  the  stellate  ganglion  as  shown  on  the  right  side  of  this  drawing.  The  critical  difference  is  that 

the  pupillociliary  pathways  do  not  pass  via  the  rami  to  the  lower  part  of  the  stellate  ganglion  as 
previously  recorded  by  other  authorities,  but  apparently  leave  the  ventral  roots  and  pass  by  a sep- 
arate paravertebral  pathway  to  the  upper  portion  of  the  stellate  ganglion. 


cedure,  they  had  an  alarm  reaction  which 
notified  them  when  cardiac  limitations  were 
exceeded  — a pressure  sensation  beneath 
the  sternum  and  temporary  shortness  of 
breath.  Both  of  these  passed  off  rapidly  if 
the  patient  sat  down  and  rested. 

Diseases  and  Conditions  Treated 

A variety  of  other  diseases  and  conditions 
were  treated.  The  greatest  number  of  pa- 

TABLE  4 

RESULTS  CORONARY  HEART  DISEASE 

Satisfactory 


Angina 

Marked  to  complete  relief 9 

Definite  benefit  9 

Coronary  sclerosis  2 


20  (100%) 

*None  was  considered  unsatisfactory. 


tients  with  vascular  insufficiency  of  the  up- 
per extremity  were  those  with  a vasospastic 
condition  or  with  a partial  vascular  occlu- 
sion by  an  organic  process  or  both. 

About  80  per  cent  of  this  group  were  bene- 
fited. Those  with  a primary  vasospastic 
condition  received  the  best  results.  Those 
with  vascular  diseases  (not  too  advanced) 
with  associated  vasospasms  were  consider- 
ably improved.  Because  of  the  nature  of  the 
diseases  or  conditions  treated,  20  of  the  29 
patients  required  a bilateral  sympathectomy. 

(A  movie  in  color  was  shown  depicting  the 
technique.  The  reader  is  referred  to  the 
list  of  reference  for  the  technical  aspects  of 
the  surgical  procedure). 

Complications  and  Mortality 

The  complication  rate  in  76  operations 
was  6.5  per  cent.  The  complications  were: 
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TABLE  5 


RESULTS  IN  DISEASES  AND  CONDITIONS  TREATED 


Sat  is  factor>' 


Acrocyanosis  1 

Arterial  trauma 0 

Arteriosclerosis  4 

Axillary  vein  thrombosis 1 

Buerger's  disease 9 

Causalgia  1 

Paroxysmal  tachycardia 2 

Raynaud’s  syndrome 4 

Scleroderma  1 


Unsatisfactory 

0 

1 

0 

1 

2* 

0 

0 

1 

1 


Patient  Total 


.23  (79.3%) 


6 (20.7%) 


A bilateral  procedure  performed  upon  20  patients. 

*One  patient  with  temporary  symptomatic  relief ; continued  smoking ; 
now  quadruple  amputee : ischemic  jejunal  perforation. 


wound  infection  (1),  hematoma  (1),  chon- 
dritis (1),  pulmonary  effusion  (1),  and 
pneumonia  (1). 

There  were  two  deaths  (2.6  per  cent)  in 
76  operations.  The  deaths  were  due  to  a 
myocardial  infarction  in  a patient  65  years 
of  age  and  cardiac  arrest  developed  in  a pa- 
tient 45  years  of  age. 

In  summary,  the  anterior  transthoracic 
transpleural  approach  for  upper  dorsal 
(thoracic)  sympathectomy  provides  an  easi- 
er and  better  exposure  than  other  tech- 
niques. It  can  be  accomplished  with  a low- 
er morbidity  and  mortality  than  former  pro- 
cedures. It  has  a wide  clinical  application 
and  is  particularly  effective  in  relief  of 
pain  and  fear  of  pain  in  patients  with  med- 
ically uncontrollable  angina  pectoris,  status 
anginosus,  and  angina  decubitus.  It  pro- 
vides for  a complete,  permanent  sympa- 
thetic denervation  of  the  head,  neck,  shoul- 
der, upper  extremity,  heart  and  coronary 


circulation,  and  all  organs  and  structures 
within  the  thoracic  cavity. 

It  incurs  no  physiologic  changes  which 
would  interfere  with  the  patient’s  socio-eco- 
nomic life. 

It  is  a technique  which  avoids  a Horner’s 
syndrome  even  though  the  lower  part  of  the 
stellate  ganglion  is  removed  and  the  first 
thoracic  ramus  is  divided.  As  a result  of 
our  technique  and  studies,  a new  concept 
concerning  the  sympathetic  pupillociliary 
pathways  in  man  is  proposed. 
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A TRAGIC  STEP  BACKWARD  FOR  MEDICINE 
The  manufacturers  say  that  the  provisions  of  S.  1552  (Kefauver 
Bill)  if  enacted  would  inevitably  curtail  their  research  and  develop- 
ment of  new  products,  and  the  availability  of  such  products  for  use 
by  practicing  physicians.  If  this  occurred,  it  would  be  a tragic 
step  backward  for  medical  health.  Regulation  may  be  necessary 
but  it  should  not  endanger  basic  well  springs  of  activity.  The 
pharmaceutical  industry’  has  much  to  offer  and  it  would  indeed  be 
a grievous  thing  if  they  were  prevented  from  making  this  con- 
tribution. (Nathan  S.  Kline,  M.D.,  Director  of  Research,  Department 
of  Mental  Hygiene,  State  of  New  York,  to  Senate  Subcommittee  on 
Antitrust  and  Monopoly). 
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What's  Going  On  In  Chicago?* 


I AM  pleased  to  be  here  as  a 
guest  of  the  Nebraska  State 
Medical  Association,  and  to 
bring  you  greetings  from  the  American 
Medical  Association. 

In  coming  up  here  to  Nebraska  from  my 
home  in  Texas,  I noticed  how  spread  out 
we  are  — you  in  Lincoln,  me  in  Dallas,  and 
the  A.M.A.  in  Chicago.  But  then  I also  no- 
ticed how  unity  of  purpose  shrinks  space 
and  capsules  time  so  that  it  is  not  only 
usual,  but  also  easy  for  a Dallas  physician 
to  describe  the  important  activities  of  a Chi- 
cago-based Association  to  a member-group 
of  physicians  in  Lincoln. 

That  unity  of  purpose,  that  binding  aim 
— my  purpose,  your  purpose,  the  A.M.A.’s 
purpose  — is  to  promote  constantly  the  art 
and  science  of  medicine  and  to  improve  the 
public  health. 

I know  how  we  in  Dallas  are  pursuing 
that  aim.  You  in  Lincoln  know  what  you 
are  doing  to  attain  it.  But  how  many  of 
us  are  up-to-date  on  what  is  going  on  in 
Chicago?  To  what  activities  is  the  A.M.A. 
devoting  its  more  than  700  employees  and 
more  than  100  councils  and  committees,  with 
about  800  physician  - members  contributing 
their  energy,  ideas,  and  talents? 

In  the  time  I have  I cannot  possible  men- 
tion all  the  services  and  programs  of  the 
A.M.A.  I will  try  to  hit  the  most  important 
highlights,  to  bring  you  up  to  date  on  some 
of  the  most  important  and  significant  new 
and  current  projects  in  both  the  scientific 
and  socio-economic  fields.  I am  sure  that 
even  my  minimum  outline  will  demonstrate 
the  A.M.A.’s  alertness  to  its  opportunities 
and  its  awareness  of  its  responsibilities  to 
its  members  and  to  the  public. 

But  first  I would  like  to  say  that  in  carry- 
ing out  its  purpose  of  promoting  the  art 
and  science  of  medicine  and  of  improving 
the  public  health,  the  American  Medical  As- 
sociation gains  its  strength  from  two  prin- 
cipal sources  — high  ethical  standards,  and 
strong,  up-to-the-minute  scientific  pro- 
grams. But  beyond  these  organizational  ac- 
tivities lies  the  most  important  source  of 
strength  — our  individual  members  — what 
they  are,  and  what  they  do.  These  qualities 
of  individual  physicians  must  inevitably 
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shape  the  character  of  the  A.M.A.,  the  or- 
ganization created  by  them  out  of  the  aims 
and  purposes  of  medicine  which  the  individ- 
ual physician  cannot  accomplish  alone. 

This  is  why  our  primary  concern  is  the 
individual  physician.  This  is  why  the 
A.M.A.  strives  to  expedite  the  programs  and 
policies  his  representatives  establish,  to 
communicate  with  him,  as  I am  doing  now, 
and  to  help  him  keep  abreast  of  the  times 
in  his  important  role  as  a practitioner,  re- 
searcher, and  teacher. 

The  American  Medical  Association  also 
promotes  the  nation’s  health  in  countless 
ways.  The  medical  profession,  with  its  fin- 
ger on  the  nation’s  pulse,  is  a dynamic  force 
working  for  better  health,  not  only  physical 
health,  but  also  mental  well-being,  coupled 
with  the  right  to  live  life  fully  in  a good 
environment. 

Drugs 

In  my  opinion,  one  of  the  major  new  un- 
dertakings of  the  Association  is  a markedly 
expanded  drug-information  program.  The 
A.M.A.  will  act  as  a central  agency  for 
collecting  and  disseminating  to  physicians 
information  about  new  drugs.  It  will  pub- 
lish detailed,  descriptive,  and  current  state- 
ments about  new  drugs  evaluated  by  the 
Council  on  Drugs  in  the  Journal  of  the 
A.M.A.  The  program  promises  to  yield  im- 
portant benefits  in  future  years,  not  only 
for  physicians  but  for  their  patients  as 
well. 

Mental  Health 

The  A.M.A.  also  is  putting  new  emphasis 
on  mental  health.  As  a result  of  a planning 
conference  last  fall,  a report  is  now  being 
prepared  listing  areas  in  which  the  medical 
profession  can  serve  most  effectively  to 
solve  this  problem. 

At  the  June  Annual  Meeting  in  Chicago, 
a half-day  program  will  be  devoted  to  evalu- 

•Delivered  before  Nebraska  State  Medical  Association,  Lin- 
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ating  progress  in  certain  aspects  of  the 
problem.  Then  on  October  4-6,  the  A.M.A. 
will  sponsor  the  First  National  Congress  on 
Mental  Health.  It  will  be  a forum  where 
representatives  of  all  agencies  and  organiza- 
tions interested  in  mental  health  will  gath- 
er to  begin  liaison  necessary  to  full  cooper- 
ation between  the  medical  profession  and 
other  organizations  and  lay  groups.  We  an- 
ticipate that  out  of  the  congress  will  evolve 
a positive  program  through  which  we  all 
can  take  constructive  steps  toward  con- 
quering mental  illness. 

I would  like  to  digress  for  a moment  to 
suggest  the  possibility  of  using  congresses 
more  often  as  a substitute  for  the  traditional 
types  of  meetings.  The  A.M.A.  has  the 
prestige,  the  staff,  and  the  resources  for 
drawing  together  diverse  groups  mutually 
concerned  with  a multitude  of  problems  con- 
fronting medicine.  Areas  of  interest  be- 
sides mental  health  which  would  lend  them- 
selves to  examination  by  congresses  include 
nutrition,  atomic  medicine,  international 
health,  medical  quackery,  rehabilitation,  and 
health  insurance. 

As  you  know,  the  A.M.A.,  last  October, 
in  cooperation  with  the  Food  and  Drug  Ad- 
ministration, sponsored  the  First  National 
Congress  on  Medical  Quackery,  in  Washing- 
ton, D.C.  This  was  one  of  the  best  pub- 
licized and  best  attended  meetings  we  have 
held  recently.  The  results  were  most  grati- 
fying. It  began  a cooperative,  concerted 
drive  against  the  practitioners  of  pseudo- 
medicine who  bilk  the  public  to  the  tune  of 
one  billion  dollars  annually. 

Last  March,  we  held  a follow-up  confer- 
ence comprised  of  key  people  from  govern- 
ment agencies  and  private  organizations 
who  reported  progress  since  the  first  con- 
gress. Both  activity  and  publicity  for  this 
meeting  were  good. 

Incidentally,  over  the  years,  the  A.M.A.’s 
Department  of  Investigation  has  gathered 
together  one  of  the  largest  collections  of 
nostrums  and  quack  gadgets  in  the  United 
States  as  well  as  the  largest  file  existent  on 
medical  quackery.  The  information  is  avail- 
able to  physicians  and  to  any  member  of 
the  public  who  is  interested  in  public  health. 

Although  congresses  on  quackery  and 
mental  health  are  firsts  in  these  areas,  they 
do  not  represent  something  new  for  the 
A.M.A.  The  Association  has  been  conduct- 
ing highly  successful  congresses  on  occu- 


pational health,  for  example,  for  many 
years.  The  22nd  Congress  on  Occupational 
Health  is  scheduled  this  fall  in  Boston. 

I suggest  that  such  congresses  could  be 
held  annually  for  some  subjects  and  per- 
haps less  often  for  others,  depending  on  the 
nature  and  urgency  of  the  problem. 

Impairment  Guides 

Another  important,  but  little  publicized 
A.M.A.  program  is  the  work  of  its  Commit- 
tee on  Medical  Rating  in  establishing  guides 
for  evaluating  permanent  impairment. 
These  guides  are  designed  to  assist  physi- 
cians, Workmen’s  Compensation  Boards, 
other  government  agencies,  private  insur- 
ance firms,  and  courts  in  handling  claims 
related  to  personal  injuries.  A number  of 
guides  are  now  in  use  and  the  Committee  is 
working  on  others  such  as  the  central  nerv- 
ous, the  respiratory,  and  the  digestive  sys- 
tems. 

Nutrition 

Our  Council  on  Foods  and  Nutrition  is  in 
the  final  stages  of  preparing  a statement 
on  the  regulation  of  dietary  fat.  It  will  con- 
sider all  the  medical  situations  in  which 
alterations  in  the  kind  and  amount  of  fat 
are  called  for,  including  a significant  por- 
tion dealing  with  the  effect  of  dietary  fat 
on  the  cardiovascular  diseases. 

This  summer,  the  Council  on  Foods  and 
Nutrition  will  sponsor  a conference  for  med- 
ical educators  to  explore  teaching  of  nutri- 
tion in  medical  schools.  In  the  fall,  the 
Council  will  hold  a symposium  on  nutrition 
in  the  aging  process  at  the  University  of 
Florida. 

A.M.A.-E.R.F. 

On  January  1 of  this  year,  the  A.M.E.F. 
and  the  A.M.R.F.  were  merged  to  form  the 
American  Medical  Association’s  Education 
and  Research  Foundation.  This  new  foun- 
dation will  continue  the  programs  of  the 
two  previous  organizations.  In  addition, 
the  recently  approved  medical  education 
and  loan  program  has  been  accepted  as  an 
additional  foundation  activity. 

Most  of  us  in  the  medical  profession  are 
acutely  aware  that  if  the  provision  of  medi- 
cal care  is  to  keep  pace  with  our  expanding 
population,  we  must  graduate  an  increasing 
number  of  physicians.  We  know,  too,  that 
financing  a medical  education  has  become  a 
problem  which  is  diverting  promising  stu- 
dents from  medicine  to  other  sciences. 
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The  new  A.M.A.-E.R.F.  loan  program  is 
now  available  to  medical  students,  interns, 
and  residents,  and  provides  as  much  as  $10,- 
000  over  a seven-year  borrowing  period. 
Loans  may  be  paid  over  a 10-year  span. 
These  loans  are  being  made  by  banks  which 
have  agreed  to  specified  terms,  with  the 
Foundation  acting  as  surety.  I hope  that 
every  member  of  the  A.M.A.  will  give  this 
program  his  wholehearted  support  and  will 
contribute  generously  to  the  guarantee  fund 
which  is  the  key  to  the  success  of  the  proj- 
ect. 

Other  Foundation  programs  include  proj- 
ects to  conduct  research  in  medical  journal- 
ism, the  awarding  of  research  grants  for 
clinical  and  basic  medical  science  research, 
and  a joint  study  in  continuing  medical  edu- 
cation. 

Continuing  Medical  Education 

The  almost  explosive  advance  in  medical 
knowledge  has  generated  increasing  con- 
cern over  today’s  physician’s  almost  impos- 
sible task  of  keeping  abreast  of  the  steady 
flow  of  new  information.  But,  if  he  is  to 
serve  his  patients  as  he  desires,  he  must 
somehow  keep  up.  The  A.M.A.  has  ap- 
proached this  problem  from  two  directions. 
First  is  a project  of  the  Council  on  Medical 
Education  and  Hospitals  to  implement  ap- 
praisal and  formal  accreditation  of  continu- 
ing medical  courses.  The  second  is  a study 
initiated  by  the  A.M.A.  and  joined  by  seven 
other  major  medical  organizations  to  deter- 
mine the  feasibility  of  creating  a national 
coordinating  agency  for  continuing  medical 
education. 

Medical  Self-Help 

In  an  area  of  intercontinental  ballistic 
missiles  and  the  hydrogen  bomb,  disaster 
medical  care  gains  greater  importance.  The 
A.M.A.  Council  on  National  Security  has  for 
the  past  four  years  supported  a National 
Conference  on  Disaster  Medical  Care.  The 
Association  is  also  giving  support  and  pub- 
licity to  the  Medical  Self-Help  Training 
Program.  The  objective  of  this  program  is 
to  teach  at  least  one  member  of  every  fam- 
ily in  the  nation  how  to  care  for  themselves 
and  others  in  the  event  of  a disaster.  Three 
training  workshops  already  have  been  held, 
co-sponsored  by  the  Public  Health  Service, 
the  Department  of  Defense,  and  the  A.M.A. 

Auto  Safety 

Auto  safety  is  another  area  in  which  the 


A.M.A.  is  providing  leadership.  The 
A.M.A.’s  Committee  on  Medical  Aspects  of 
Automotive  Safety  is  concerned  with  pro- 
moting the  use  of  seat  belts  and  other  safety 
devices  for  automobiles  such  as  padded 
dashboards,  pop-out  windshields,  and  safer 
steering  wheels. 

At  the  same  time,  the  Committee  has 
realized  that  the  driver’s  condition  is  a key 
to  automobile  safety.  It  has  published 
pamphlets  entitled,  “Are  You  Fit  to  Drive?” 
for  public  consumption,  and  “Medical 
Guides  for  Physicians  in  Determining  Fit- 
ness to  Drive  a Motor  Vehicle,”  for  the  pro- 
fession. 

Medical  Costs 

The  A.M.A.  is  also  mindful  of  the  public 
and  professional  concern  with  the  cost  of 
medical  care.  It  has  established  a Commis- 
sion to  study  the  factors  affecting  the  prices 
of,  and  expenditures  for,  health  care.  The 
Commission  has  completed  a great  deal  of 
preliminary  study  and  now  has  embarked 
on  four  specific  research  projects.  Perhaps 
the  Commission  cannot  conjure  up  any 
magic  formula  for  reducing  medical  costs, 
but  nevertheless  it  is  entirely  possible  it  can 
establish  some  guidelines  for  both  the  pro- 
fession and  the  public  on  how  to  keep  medi- 
cal care  costs  to  a minimum. 

Health  Insurance 

The  A.M.A.  is  making  a national  effort 
in  cooperation  with  the  National  Association 
of  Blue  Shield  Plans  and  the  Health  Insur- 
ance Industry  to  accelerate  the  progress  of 
the  voluntary  prepayment  concept  to  pro- 
vide health  care  for  the  American  people. 

The  A.M.A.  has  endorsed  the  national 
low-cost  Blue  Shield  program  for  persons 
over  65  scheduled  to  begin  June  1,  1962. 
Continued  cooperation  between  health  insur- 
ance companies,  the  prepayment  plans  and 
the  medical  profession  will  produce  better 
coverage  for  all  Americans,  and  will  stimu- 
late even  further  growth  of  private  health 
insurance. 

Medical  Discipline 

Recently  the  A.M.A.  went  through  a 
three-year  period  of  critical  self-study  with 
the  help  of  the  Medical  Disciplinary  Com- 
mittee. This  Committee’s  report  to  the 
House  of  Delegates  last  June  acknowledged 
the  problems  that  exist  and  made  specific 
recommendations  as  to  how  the  profession 
should  “clean  its  own  house.”  The  House 
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of  Delegates  accepted  the  Committee’s  re- 
port and  directed  the  Judicial  Council  to 
intensify  and  enlarge  its  activities. 

International  Health 

Finally,  I would  like  to  point  out  that  the 
A.M.A.  has  gone  international.  In  its  first 
year  of  operation,  the  new  Department  of 
International  Health  has  set  up  a medical 
missionary  program  whereby  it  serves  as  a 
clearinghouse  for  interested  physicians.  The 
Department  also  inaugurated  a program  to 
provide  complimentary  subscriptions  to 
J. A.M.A.  and  other  scientific  publications  to 
American  mission  posts  selected  by  mission- 
ary societies  cooperating  with  the  A.M.A. 

The  A.M.A.  Library  and  Department  of 
International  Health  now  are  working  to- 
gether to  establish  a system  of  duplicating 
clinical  material  to  be  sent  to  libraries  over- 
seas which  are  in  need  of  medical  articles. 

In  my  opinion,  international  health  of- 
fers the  medical  profession  of  this  country 
an  unique  opportunity.  Medicine  is  ex- 
portable ; it  is  noncontroversial ; and  like 
music  and  the  arts,  it  speaks  an  interna- 
tional language.  However,  we  are  not  real- 
izing our  full  potential.  Many  organiza- 
tions are  working  in  the  field,  but  there  is 
a lack  of  coordination.  The  A.M.A.  is 
uniquely  fitted  for  the  task  of  guiding  a uni- 
fied, cohesive  program  to  carry  modem 
medicine  to  the  remote  corners  of  the  globe. 
Our  Association  is  ready  and  willing  to  pro- 
vide energetic  leadership.  The  rewards  to 
the  peoples  of  the  developing  nations  of  the 
world  can  be  boundless  and,  in  terms  of 
good  will,  the  rewards  to  this  nation  can  be 
endless. 

Department  of  Medicine  and  Religion 

The  Rev.  Paul  B.  McCleave  was  brought 
to  A.M.A.  headquarters  last  September  to 
direct  the  new  Department  of  Medicine  and 
Religion  in  the  Field  Service  Division. 

The  purpose  of  the  Department  is  to  clear 
channels  of  communications  between  physi- 
cians and  clergymen  in  the  care  of  the  whole 
patient.  Based  on  the  enthusiastic  accept- 
ance by  both  physicians  and  representatives 
of  the  three  major  faiths,  (Jewish,  Roman 
Catholic,  and  Protestant),  it  is  believed  this 
can  be  done  by  establishing  lines  of  com- 
munication between  the  clergy,  the  Church, 
the  physicians  and  organized  medicine  at 
the  national,  state  and  local  levels.  By  so 
doing  there  will  develop  a mutual  under- 


standing between  physicians  and  clergy  of 
medical  science  and  theological  science,  seek- 
ing to  find  cooperation  in  the  art  of  medi- 
cine and  the  art  of  pastoral  guidance;  and 
by  developing  areas  of  intrarelationship  be- 
tween physicians  and  clergy,  so  that  each 
may  be  aware  of  the  concerns,  the  prob- 
lems, and  the  changing  ideas  and  programs 
of  both  groups. 

Dr.  McCleave  has  traveled  all  through  the 
country,  talking  with  groups  and  individuals 
concerning  the  activities  which  this  De- 
partment should  undertake  and  the  direc- 
tions in  which  it  should  proceed. 

Recently  the  Board  of  Trustees  appointed 
an  Advisory  Committee  of  ten  physicians 
and  ten  clergymen  to  counsel  with  Dr.  Mc- 
Cleave. A preliminary  meeting  of  the  Com- 
mittee will  be  held  in  June,  looking  to  more 
details  of  program  planning  on  the  state 
and  county  levels,  such  as  the  following: 

1.  Liaison  between  medicine  and  na- 
tional religious  groups  and  special  na- 
tional organizations. 

2.  Mental  health  (in  cooperation  with 
the  Council  on  Medical  Education). 

3.  Curricula  in  medical,  theological,  and 
nurses’  training  schools  (in  coopera- 
tion with  the  Council  on  Medical 
Education). 

4.  Pastoral  clinical  guidance  centers. 

5.  Hospital  chaplaincy. 

6.  Studies  of  the  moral  ethics  in  the 
practice  of  medicine  by  various  religi- 
ous groups. 

7.  A possible  section  meeting  at  the  An- 
nual Clinical  Meetings  and  a National 
Congress  on  the  subject  of  medicine 
and  religion. 

As  a result  of  these  and  many  other  pro- 
grams, I believe  it  can  be  truly  said  that 
the  American  Medical  Association  is  con- 
tinuing each  year  to  make  increasingly 
valuable  contributions  to  science,  to  society, 
and  to  the  profession  — testimony  of  its 
dedication  to  promoting  the  art  and  science 
of  medicine  and  improving  the  public 
health. 

Are  we  doing  as  well  in  Dallas  and  Texas 
and  in  Lincoln  and  Nebraska  as  they  are 
doing  in  Chicago? 

Closing  Remarks 

If  I may  turn  aside  for  a few  minutes, 
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I am  going  to  make  some  earnest  comments 
“off  the  cuff,”  as  it  were. 

First,  you  are  close  to  Chicago.  I hope 
every  one  of  you  and  your  wife  will  come  to 
the  annual  session  in  Chicago  the  last  week 
in  June. 

Your  senior  statesmen,  Doctor  Joe  Mc- 
Carthy and  Doctor  Earl  Leininger,  are  faith- 
ful delegates,  and  your  two  faithful  alter- 
nates work  just  as  hard.  I know  they 
would  join  me  in  inviting  you  to  come  and 
visit  the  House  of  Delegates.  The  sessions 
are  open  to  any  member  of  medicine. 

Any  doctor  may  attend  any  reference 
meeting  he  wishes  and  speak  his  piece. 
That  is  where  any  doctor,  however  obscure 
he  may  feel,  can  stand  and  speak  his  mind. 
So,  I join  your  delegates  and  alternates  in 
inviting  you  to  come  and  visit  your  House 
of  Delegates  in  June. 

I was  greatly  stimulated  this  morning  by 
the  inspired  address  by  Dr.  Jack  Schreiber. 
He  is  the  product  of  another  important  ac- 
tivity of  the  American  Medical  Association, 
namely,  the  directing  and  coordinating  on  a 
national  level  of  our  activity  on  legislative 
and  health  problems.  Dr.  Jack,  I think, 
would  have  been  stimulated  anyway,  but  I 
am  quite  confident  that  this  fine  young 
man,  who  stirred  us  up  so  much  this  morn- 


ing, is  a product  of  this  very  vital  work 
that  is  being  done  by  the  A.M.A. 

The  times  are  most  significant  and  cru- 
cial. With  cleverness  and  luck  beyond  or- 
dinary credulity,  the  welfare  state  planners 
have  wormed  their  way  to  a point  where 
they  confidently  expect  to  get  a foot  in  the 
door  soon  in  what  would  be  their  first  real 
victory  if  once  is  established  that  principle 
of  the  so-called  right  of  medical  care  for 
the  aged  at  the  taxpayer’s  expense. 

They  are  smart  enough  to  know  that  if 
that  principle  is  once  allowed  to  become  a 
law,  then  the  rest  is  very,  very  easy.  This 
morning  Dr.  Schreiber  pointed  out  the  defi- 
ciencies very  plainly.  All  the  social  do- 
gooders  want  to  do  is  to  set  a precedent, 
and  from  then  on  it  will  be  an  endless  chain. 

Patrick  Henry  said,  “I  know  of  no  way 
to  judge  the  future  except  by  the  past.” 
We  don’t  have  to  go  very  far  to  talk  with 
our  British  cousins  and  to  study  ordinary 
history  in  Europe  and  elsewhere  to  see  the 
inevitable  trend  when  once  the  principle  of 
medical  care  at  taxpayer’s  expense  starts. 

In  a Chief  Executive  apparently  addicted 
to  power,  both  political  and  personal,  we 
have  a most  formidable  adversary.  Appar- 
ently he  recognizes  no  limits  of  constitution- 
al restraint  on  his  methods  to  reach  his  goals 
and  ambitions. 


AN  APALLING  DEVELOPMENT  IN  GOVERNMENT  CONTROL 
Physicians  very  often  have  differing  opinions  about  the  useful- 
ness of  an  agent  in  treating  a particular  disease.  Many  eminent 
physicians,  for  example,  favor  the  use  of  the  corticosteroids  in  the 
treatment  of  rheumatoid  arthritis,  but  others  believe  that  the  cor- 
ticosteroids are  not  the  drug  of  choice  for  this  purpose.  Under 
such  circumstances,  it  is  difficult,  if  not  impossible,  to  determine 
the  exact  effectiveness  of  the  corticosteroids  in  treating  rheuma- 
toid arthritis.  It  would  be  an  appalling  development  to  have  the 
Food  and  Drug  Administration,  directly  or  indirectly,  limiting  the 
rights  and  responsibilities  of  a prescribing  physician  by  determining, 
for  example,  the  corticosteroids  should  not  be  marketed  because  of 
the  FDA’s  opinion  that  they  lack  efficacy.  (I.  S.  Ravdin,  M.D., 
Professor  of  Surgery,  University  of  Pennsylvania  School  of  Medicine, 
to  House  Interstate  and  Foreign  Commerce  Committee,  August  20, 
1962. 
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SPECIAL  ARTICLE 


Medical  Education 

GENERAL  PRACTICE  RESIDENCE  PROGRAMS* 


THE  panel  this  morning  was 
excellent.  I am  a little  per- 
turbed with  my  good  friend 
Clark  Wescoe,  because  he  stole  part  of  my 
thunder.  However,  needless  to  say,  we  are 
happy  to  talk  about  the  future  of  medical 
education,  particularly  as  related  to  our  gen- 
eral practice  training  programs. 

The  training  programs  at  the  present 
time  are  in  a state  of  flux.  I will  get  to 
the  programs  and  their  individual  outlines 
very  shortly.  However,  I would  like  to  point 
out  that  not  only  are  you  people  in  this 
room,  as  well  as  most  of  the  medical  asso- 
ciations, interested  in  what  we  are  doing, 
but  the  public  is  likewise  interested  in  what 
we  are  going  to  do  to  train  family  physi- 
cians. 

I would  like  to  quote  from  an  article  tak- 
en from  the  Fort  Wayne  newspaper  about 
two  weeks  ago.  This  is  written  by  Mr. 
George  E.  Sokolosky,  and  this  is  what  he 
had  to  say: 

“Another  failing  of  the  medical  profession 
is  serious  and  that  is  the  shortage  of  in- 
ternes and  residents  for  clinical  medicine; 
that  is,  the  kind  of  knowledge  that  an  old- 
fashioned  general  practitioner  used  to  have. 
Nowadays  everybody  wants  to  be  a special- 
ist and  while  specialists  are  of  limited  value, 
the  entire  medical  profession  will  collapse 
unless  there  are  enough  general  practition- 
ers to  take  care  of  the  population. 

“Industry  takes  its  share  of  such  doctors. 
Others  go  into  the  armed  services.  Some 
get  married  early  to  wives  who  proletarize 
their  husbands  by  insisting  upon  a nine  to 
five  life  with  Saturday  and  Sunday  off. 
There  is  more  security  in  research  and  bet- 
ter hours  and  better  pay.  No  midnight  calls. 
No  patients  who  come  in  crying  and  forget 
to  pay  when  cured.  However,  there  is  no 
substitute  for  the  general  practitioner,  or 
to  use  a term  they  prefer,  clinical  medicine 
or  a diagnostician  or  an  internist.  It  is  be- 
coming increasingly  difficult  to  find  a doc- 
tor at  night  or  over  the  weekend,  although 
illness  is  not  arranged  to  suit  either  patient 
or  doctor. 

“It  is  true  that  the  medical  profession  is 
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trying  to  solve  this  problem  but  I,  for  one, 
would  not  dare  to  go  to  a strange  doctor 
because  he  might  quite  honestly  give  me  the 
wrong  treatment,  not  knowing,  without  the 
records,  what  my  basic  problem  is.  There- 
fore, appointing  an  over-the-weekend  com- 
mittee does  not  serve.  However,  doctors 
are  likewise  human  and  want  to  be  with 
their  wives  and  children  or  go  to  a show 
or  fishing.  Therefore,  what  are  we  to  do?” 

I just  give  you  this  to  show  that  the  pub- 
lic is  indeed  interested.  Of  course,  I am 
sure  all  of  us  do  not  agree  with  everything 
this  gentleman  has  to  say. 

What  are  the  programs  we  have  available 
relative  to  training  in  general  practice? 
There  are  four  different  programs  now  be- 
ing offered. 

The  first  of  these  is  either  a one  or  two- 
year  internship.  Internships  have  been  es- 
tablished for  many  years  and  I don’t  think 
we  need  to  go  into  the  details  concerning 
them. 

Secondly,  there  is  a general  practice  resi- 
dency. This  is  a two-year  program  which 
follows  a one-year  internship.  This  was 
established  in  1948  and  the  Essentials  were 
approved  by  the  House  of  Delegates  of  the 
American  Medical  Association,  in  1948. 
These  Essentials  state  that  the  first  year 
must  consist  primarily  of  medicine,  psychi- 
atry and  pediatrics  and  the  second  year  of 
surgery  and  obstetrics. 

Then,  in  1955,  a committee  was  appointed 
by  the  American  Medical  Association  to  de- 
termine what  is  the  proper  training  for  a 
family  physician.  This  committee,  after 
many,  many  meetings  and  many  years  of 
study,  arrived  at  a program  which  is  called 
the  Family  Practice  Training  Program. 
This  is  the  third  development  and  this  pro- 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May,  1962. 
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gram  consists  of  eighteen  months  in  medi- 
cine, psychiatry  and  pediatrics.  Obstetrics 
is  not  required  but  must  be  offered  should 
the  participant  desire  to  have  this  training. 

This  A.M.A.  Family  Program  starts  im- 
mediately upon  graduation  from  medical 
school  and  was  put  into  effect,  passed  by 
the  House  of  Delegates,  in  June  of  1959. 
There  was  a great  deal  of  consternation 
among  the  delegates  to  the  American  Medi- 
cal Association,  among  the  Academy  of  Gen- 
eral Practice  members,  and  among  other  in- 
dividuals interested  in  medical  education 
concerning  this  type  of  program,  which  vir- 
tually would  eliminate  obstetrics  and  sur- 
gery from  the  curriculum  for  training  of 
family  physicians. 

Therefore,  in  1961,  in  response  to  resolu- 
tions introduced  from  sixteen  different 
states,  the  Reference  Committee  on  Medical 
Education  of  the  House  of  Delegates  of  the 
American  Medical  Association  directed  that 
the  Council  on  Medical  Education  form  other 
programs  in  which  surgery  and  obstetrics 
were  offered  and  required.  These  programs 
are  called  General  Practice  Training  Pro- 
grams and  start  immediately  upon  comple- 
tion of  internship. 

These,  briefly  outlined,  are  the  four  dif- 
ferent programs. 

I think  that  one  of  the  reasons  we  are  not 
making  progress  in  getting  exactly  what 
we  want  is  because  we  have  so  many  differ- 
ent programs  and  thus  confuse  the  senior 
and  junior  medical  students  as  to  how  they 
should  be  trained  in  order  to  become  family 
physicians. 

I am  most  happy  to  say  that  one  of  the 
first  General  Practice  Training  Programs 
developed  in  the  country,  on  a pilot  basis, 
was  at  the  University  of  Nebraska,  and 
this  speaks  well  of  the  efforts  of  Dr.  Toll- 
man and  the  heads  of  his  departments,  as 
well  as  the  efforts  of  the  Nebraska  Academy 
of  General  Practice. 

We,  in  discussing  this  subject,  must  re- 
member that  we  cannot  in  any  sense  of  the 
word  develop  or  encourage  medical  students 
to  become  family  physicians  unless  the  fac- 
ulty of  the  medical  school  will  support  these 
programs.  That  is  why  I think  it  is  well 
that  the  University  of  Nebraska  is  support- 
ing the  program  and  it  refutes  the  position 
of  faculty  members  in  other  areas  of  the 
country  where  they  are  having  difficulty 


inducing  faculty  members  to  support  the 
program. 

In  discussing  the  future  of  general  prac- 
tice, it  is  also  necessary  to  consider  the  fu- 
ture of  medical  education.  There  is  one 
thing  that  puzzles  me  and  I would  ask  that 
you  think  about  this  question : Are  the  pro- 
fessors of  medicine,  law  and  other  gradu- 
ate schools  so  much  different  from  other  pro- 
fessors that  individuals  not  trained  as  edu- 
cators and  actually  not  trained  to  teach  are, 
at  the  present  time,  guiding  the  destinies  of 
our  young  people?  As  I say,  this  is  only  a 
question. 

We  should  note  that  almost  every  teacher 
in  a medical  school  who  has  progressed  up 
the  ladder  from  intern,  resident,  assistant 
professor,  to  associate  professor,  without 
some  actual  practice  in  a community  would 
appear  to  impress  his  students  with  his  fear 
of  his  ability  to  practice  and  not  with  his 
confidence  in  his  ability  to  practice. 

These  are  impressions  derived  from  at- 
tendance at  meetings  in  the  American  Asso- 
ciation of  Medical  Colleges  and  the  Council 
on  Medical  Education. 

This  morning  Dr.  Wescoe  mentioned  one 
factor  I think  Dr.  Tollman  or  one  of  the 
other  distinguished  gentlemen  broached  to 
him  — How  can  you  attract  people  to  teach 
in  the  basic  sciences?  His  answer  was  that 
people  are  attracted  to  individual  fields  by 
seeing  men  in  those  fields  who  are  dedicated 
individuals. 

This  brings  me  to  my  next  point  — if  stu- 
dents in  the  medical  schools,  as  well  as  resi- 
dents, are  to  be  exposed  to  general  practice 
or  to  general  practitioners,  or  to  be  taught 
by  them,  then  there  must  be  some  general 
practitioners  to  teach.  I ask  you,  where  are 
they,  gentlemen? 

It  is  safe  to  venture  the  opinion  that  most 
general  practitioners  with  the  capacity  and 
capability  of  teaching  would  sincerely  hesi- 
tate to  become  full-time  faculty  members; 
not  because  of  remuneration,  but  because  of 
the  difficult  situation  in  which  they  are 
placed  as  general  practitioners  on  a faculty. 

We  have  recently  seen  the  demise  of  a 
general  practice  department  at  a “deep 
south”  Medical  School.  The  head  of  the  de- 
partment has  now  departed.  The  depart- 
ment has  folded  because  of  organizational 
problems.  There  was  no  place  to  put  this 
department.  Part  of  it  was  in  the  Depart- 
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ment  of  Preventive  Medicine,  part  of  it  was 
in  the  Department  of  Pediatrics;  and  still 
another  part  was  in  Internal  Medicine.'  Fi- 
nally the  whole  department  was  swallowed 
up  and  it  no  longer  existed. 

I am  sure  that  in  every  town  in  which 
there  is  a medical  school  in  this  country 
there  are  likewise  many  family  physicians 
who  would  be  willing  to  donate  of  their  time 
and  training  with  respect  to  young  people 
in  medicine. 

A further  item  in  considering  the  fu- 
ture of  medicine  is  the  relationship  to  gen- 
eral practice  residency  programs,  and  this, 
of  course,  implies  that  there  is  the  possibil- 
ity that  in  the  future  there  will  be  a Board 
of  General  Practice.  I certainly  do  not  want 
to  get  into  the  pros  and  cons  of  the  Board  of 
General  Practice,  but  I believe  in  order  to 
understand  the  future  we  must  consider  the 
history  of  the  Board  of  General  Practice. 

The  first  attempt  to  organize  a Board  of 
General  Practice  was  in  1941,  at  which  time 
a resolution  was  introduced  in  the  House 
of  Delegates  of  the  A.M.A.,  but  the  Refer- 
ence Committee  turned  this  resolution  down 
saying  that  whenever  a doctor  passed  a state 
or  national  board  examination  he  was  auto- 
matically certified  for  general  practice. 

The  Reference  Committee  statement  con- 
tinued: “From  thereon,  recognition  must 
come  from  the  place  he  makes  for  himself  in 
the  hearts  of  his  loyal  patients  and  his  com- 
munity. After  all,  is  not  a good  general 
practitioner  the  grandest  thing  in  the  world 
anyway.” 

It  certainly  must  have  been  a general  prac- 
titioner who  wrote  the  Reference  Committee 
report. 

Nothing  was  done  from  1941  to  1957,  at 
which  time  the  issue  was  again  discussed 
by  the  Executive  Committee  of  the  Academy 
of  General  Practice  and  of  the  Section  on 
General  Practice.  These  two  bodies  must, 
if  they  desire  a board,  submit  the  request 
to  the  Advisory  Board  for  Medical  Special- 
ists and  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  As- 
sociation, because  these  are  the  two  groups 
who  are  concerned  with  officially  recogniz- 
ing the  medical  specialty  boards. 

After  this  meeting  in  1957,  a commit- 
tee was  formed  in  the  Acaremy  of  General 
Practice.  This  committee  reported  to  the 
Academy  Board  of  Directors  with  a resolu- 


tion stating:  “Resolved:  That  the  Ameri- 
can Academy  of  General  Practice,  in  co- 
operating with  the  Section  on  General  Prac- 
tice of  the  American  Medical  Association, 
should  proceed  with  all  deliberate  speed  to- 
ward the  creation  of  a Board  of  General 
Medicine  and  its  approval  by  the  Advisory 
Board  of  Medical  Specialties  and  the  Council 
on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association.” 

However,  the  A.A.G.P.  Congress  of  Dele- 
gates, in  1958,  rejected  this  recommenda- 
tion and  referred  it  to  the  Commission  on 
Education  for  study.  Then,  in  1958,  the 
Section  on  General  Practice  of  the  A.M.A. 
approved  this  action.  Therefore,  we  had  a 
split  in  the  ranks  so  to  speak.  The  section 
then  went  ahead  and,  in  the  event  you  do 
not  know  it,  there  is  actually  an  American 
Board  of  General  Practice  that  was  organ- 
ized in  1960.  The  originators  are  ten  fam- 
ily physicians  who  are  members  of  the 
Academy  and  who  are  active  general  prac- 
titioners. However,  because  the  Congress 
of  Delegates  did  not  approve  a Board,  they 
have  not  been  soliciting  membership  and, 
therefore,  at  the  present  time,  there  is  a 
Board  of  General  Practice  which  has  only 
ten  members,  the  founders. 

The  Academy  and  the  Section  are  meeting 
together  in  order  to  attempt  to  determine 
what  should  be  done  in  the  future,  and 
there  is  a proposed  vote  scheduled  for  1963 
by  the  Academy  of  General  Practice  Con- 
gress of  Delegates.  If  it  is  approved  at 
that  time,  they  will  move  ahead  with  full 
speed.  The  important  point  in  our  discus- 
sion is  what  effect  this  will  have  on  general 
practice  training  programs. 

Such  a training  program  would  eliminate 
confusion  developed  by  having  too  many 
programs.  The  present  one-year  internship 
and  two-year  general  practice  residency 
program  of  the  A.A.G.P.  and  the  A.M.A., 
and  the  two-year  pilot  family  practice  pro- 
gram with  a third  year  added,  would  serve 
as  a basis  for  designing  a board  program. 
In  other  words,  if  the  Congress  of  Dele- 
gates of  the  Academy  of  General  Practice 
approves  a formation  of  a Board  of  General 
Practice,  it  will  then  mean  a three-year  resi- 
dency training  program  before  an  individual 
will  be  eligible  for  the  Board.  These  are  the 
only  requirements,  I believe,  we  should  be 
concerned  with  in  relationship  to  the  subject 
of  this  paper. 

Of  course,  everybody  is  concerned  with 
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the  grandfather  clause  and  I would  just  as- 
sure you  that  in  reading  it  over  one  finds 
there  is  one  there. 

The  next  topic  I wish  to  consider  was 
covered  this  morning  by  Dr.  Wescoe.  How- 
ever, since  we  are  discussing  the  future  of 
medical  education  with  relationship  to  gen- 
eral practice  residency  programs  and  we  are 
discussing  it  at  the  Nebraska  State  Medi- 
cal Association,  I would  like  to  discuss  with 
you  the  responsibilities  of  a state  medical 
association  in  this  relationship. 

Your  responsibilties,  I believe,  are  based 
upon  several  premises.  The  first  of  these 
is  that  the  public  blames  or  associates, 
either  rightly  or  wrongly,  the  State  Medical 
Association  with  the  products  they  must 
deal  with  and  from  whom  they  receive  their 
medical  care.  I can  assure  you  that  if  you 
will  ask  members  of  the  public  who  are  re- 
sponsible for  the  number  of  students  gradu- 
ated at  the  University  of  Nebraska,  they  will 
assure  you  that  it  is  the  Nebraska  State 
Medical  Association  who  is  responsible. 

Many  people  will  also  tell  you  that  the 
American  Medical  Association  has  for  many 
years  told  every  medical  school  how  many 
students  it  could  graduate  or  could  not 
graduate.  This  is  a general  feeling  among 
the  general  population  — that  the  state 
medical  associations  and  the  American 
Medical  Association  control  the  medical 
schools. 

Another  premise  is  that  taxpayers  sub- 
sidize the  medical  students  far  greater  than 
any  other  student  in  any  state  educational 
institution,  and  for  this  reason  the  legisla- 
tor, your  State  House  and  your  State  Sen- 
ate, expect  better  cooperation  from  your 
State  Medical  Association  than  they  usually 
receive. 

Since  physicians  are  the  only  people  who 
are  actually  aware  of  what  is  needed  in 
medical  education,  what  is  needed  in  the 
different  communities,  and  what  is  needed 
to  be  done  by  state  legislators,  we  physi- 
cians are,  therefore,  morally  responsible  to 
report  this  need  to  the  legislators.  In  doing 
this,  there  should  be  a close  liaison  estab- 
lished between  the  state  medical  associa- 
tions of  every  state  and  the  university  of 
that  state  concerning  medical  education. 
This  is  most  important.  It  is  to  be  hoped 
most  of  you  heard  Dr.  Wescoe  this  morn- 
ing, relative  to  the  tremendous  job  that  was 
accomplished  in  Kansas,  where,  in  a period 


of  a year,  they  went  from  something  like  a 
half  million  dollars  to  four  million  dollars 
in  appropriations  from  the  state  legislature. 

The  physician  must  keep  the  legislators 
informed  and  assist  the  medical  school  dean 
and  the  members  of  the  departments  in  the 
various  schools  so  that  the  legislators  can 
accurately  reflect  the  needs. 

Conclusions 

In  conclusion,  I would  say  that  there  are 
certain  basic  premises  on  which  the  future 
of  medical  education  depends. : First  of  all, 
That  there  is  the  inclusion  of  general  prac- 
titioners on  the  faculty  or  the  staff  of  teach- 
ing hospitals,  with  equal  status  with  those 
who  do  limited  practice;  secondly,  the  will- 
ingness of  general  practitioners  to  serve  in 
these  positions;  thirdly,  the  cooperation  and 
correlation  between  state  medical  societies 
and  state-supported  medical  schools  to  pro- 
vide adequate  physicians  to  render  adequate 
medical  care  in  every  community  within  the 
state;  fourth,  the  indoctrination  of  the  state 
legislature  concerning  the  importance  of 
adequately  trained  family  physicians  in 
every  state. 

Discussion 

MEMBER:  I would  like  to  ask  Dr.  Land  this 

question  — we  think  of  residencies  in  connection 
with  medical  schools  and  large  hospitals  of  medical 
schools.  However,  has  anything  been  done  or  would 
it  be  practical  to  establish  general  practice  resi- 
dencies in  some  of  the  smaller  hospitals  who  do 
not  generally  train  residents  but  who  would  per- 
haps have  staffs  that  could  do  such  training? 

DR.  LAND:  This  is  very  possible.  There  are 

many  hospitals  which,  as  long  as  they  have  the 
minimum  of  twenty-five  hundred  admissions  per 
year,  can  establish  residency  programs.  There 
are  quite  a few  over  the  country  where  there  are 
no  other  training  programs  in  any  of  the  special 
fields  but  they  do  have  general  practice  residency 
training  programs.  This  is  certainly  possible. 

The  last  two  programs  that  I mentioned  are  both 
pilot  programs.  They  do  not  have  Essentials  writ- 
ten for  them  as  yet  and  this  means  that  you  can 
experiment  with  that  type  of  training  that  you 
desire  to  offer. 

There  are  five  such  programs  approved  thus  far 
and  it  is  interesting  to  look  at  them  side  by  side 
because  every  one  of  them  is  different  from  the 
others.  However,  there  are  programs  adapted  to 
a community,  just  like  the  program  at  the  Univer- 
sity of  Nebraska  is  adapted  to  this  particular 
community. 

MEMBER:  It  seems  that  in  addition  to  the 

training  of  general  practitioners,  one  of  the  prob- 
lems is  distribution  of  medicine  and,  of  course, 
the  American  Medical  Association  and  organized 
medicine  is  blamed  for  everything. 
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Therefore,  one  of  the  big  problems  seems  to 
be  how  you  get  somebody  to  go  out  into  the  small 
town  and  be  a general  practitioner.  Is  there  any- 
thing being  done  along  this  line  ? 

DR.  LAND:  It  is  likewise  a problem  of  getting 

the  young  fellow  to  go  to  a large  town  and  be 
a general  practitioner.  I think  the  problem  is  acute 
in  both  areas.  Of  course,  I don’t  know  that  there 
is  any  particular  thing  that  can  be  done.  Cer- 
tainly, we  are  not  regimented  to  the  point  where 
we  would  want  anyone  to  tell  us  where  to  prac- 
tice. 

I know  that  our  own  experience  in  Indiana  sev- 
eral years  ago  was  in  relation  to  scholarships  for 
students.  We  loaned  them  five-thousand-dollar 
scholarships  if  they  would  return  to  their  local 
community,  which  had  to  be  a town  of  less  than 
five  thousand.  However,  the  only  catch  in  the 
program  was  that  immediately  upon  graduation 
they  borrowed  the  five  thousand  dollars  and  paid 
it  back  and  then  went  to  practice  wherever  they 
wished.  Therefore,  the  program  has  been  disband- 
ed. 

Evidently  they  do  have  a solution  in  Kansas.  Of 
course,  I do  not  know  exactly  what  it  is  but  it 
seems  to  work  pretty  well.  They  do  not  seem  to 
have  too  much  complaint  about  getting  physicians 
in  the  smaller  towns. 

MEMBER:  Would  it  be  possible  to  require  cer- 

tain periods  of  practice  as  a general  practitioner 
before  receiving  training  as  a specialist  ? I be- 
lieve that  this  has  been  considered  by  the  radiolo- 
gists but  then  nothing  has  been  done  about  it. 

DR.  LAND:  Well,  there  actually  has  been  some- 

thing done.  At  one  time  a resolution  was  passed 
by  the  House  of  Delegates  of  the  American  Medi- 
cal Association  requiring  at  least  two  years  of  gen- 
eral practice  before  being  eligible  to  go  into  a resi- 
dency program  in  any  other  field.  I happened  to 
attend  one  of  those  meetings  held  at  the  Palmer 
House  in  Chicago  where  the  pros  and  cons  of  this 
were  discussed  rather  heatedly  over  a period  of  four 
or  five  hours,  and  the  actual  decision  was  made 
not  to  make  this  requirement. 


Each  year  some  state  medical  association  will 
bring  in  these  resolutions.  However,  it  is  felt 
that  this  type  of  thing  would  be  encroaching  a little 
bit  on  the  freedom  of  an  individual.  Also,  we  do 
not  know  exactly  if  a man  who  is  determined,  for 
example,  to  be  a radiologist,  is  going  to  be  of  much 
use  in  a community  if  his  eyes  are  set  some  two 
years  from  now  on  doing  the  radiology  residency. 
Opinions  here  have  been  fifty-fifty  and  this  is  the 
reason  it  has  never  passed  and  has  never  been  made 
a rule. 

I think  that  the  idea  of  forcing  a man  to  do  a 
type  of  practice  in  which  he  is  not  interested 
might  not  work  well  for  the  medical  profession. 

MEMBER:  Is  there  any  future  if  we  were  to 

require  men  to  take  a two-year  program  and  be- 
come a general  practitioner  before  residency?  Sup- 
pose there  are  those  that  still  continue  to  take 
their  year  — what  are  they  going  to  be  called? 
In  other  words,  we  make  ourselves  another  group 
of  specialties.  There  are  some  that  either  feel 
they  do  not  have  the  time  or  fee  or  whatever  it 
takes  to  go  on  for  another  two  years  of  training. 
Therefore,  are  we  making  ourselves  another  spe- 
cialty group  by  doing  this  ? 

DR.  LAND:  Of  course,  this  is  one  of  the  argu- 

ments against  having  a Board  of  General  Practice 
— that  this  will  create  a division  within  general 
practice.  I have  no  firm  conviction  one  way  or  the 
other  on  this  thing  and  so  I can  speak  rather 
freely. 

The  opponents  to  the  board  say  this  will  split 
general  practice.  However,  I would  like  to  point 
out  that  there  are  about  sixty-five  thousand  gen- 
eral practitioners  in  the  United  States  and  only 
twenty-eight  thousand  belong  to  the  Academy. 
Therefore,  we  are  already  split. 

I left  one  point  out  of  my  talk  which  I was 
trying  to  complete  in  twenty  minutes.  Most  of  you 
who  are  members  of  the  Academy  know  that  in 
1965,  a man,  in  order  to  become  a member,  must 
have  two  years  of  graduate  training  after  his  in- 
ternship. No  one  will  be  accepted  for  membership 
until  the  two  years  are  completed.  Of  course,  this 
may  once  again  create  a split  in  the  organization. 


A FINE  BALANCE  IN  DRUG  LEGISLATION 
It  is  of  fundamental  importance  that  new  drugs,  before  being  used 
widely  in  research  and  being  marketed,  should  be  adequately  tested 
for  safety.  Of  equal  importance  is  the  fact  that  there  be  a con- 
tinuous flow  of  new  and  improved  drugs.  Any  legislation  on  this 
subject,  therefore,  needs  to  strike  a fine  balance.  On  the  one  hand, 
it  properly  seeks  to  broaden  and  strengthen  controls  over  drugs 
both  new  and  old,  to  protect  the  public  interest.  On  the  other 
hand,  it  must  encourage  rather  than  obstruct  the  continuing  flow 
in  the  number  and  kind  of  new  drugs  that  are  needed  for  better 
health.  (Leonard  A.  Scheele,  M.D.,  Senior  Vice  President,  Warner- 
Lambert  Pharmaceutical  Company,  to  House  Interstate  and  Foreign 
Commerce  Committee,  August  20,  1962. 
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WHAT'S  NEW  IN 


Microbiology 

Venous  Sampling  for  Blood  Culture 

SKIN  preparation  prior  to  veni- 
puncture for  purposes  of  blood 
culture  should  be  an  exact  pro- 
cedure. The  technique,  as  practiced  in 
many  hospitals  and  clinics,  is  both  unfor- 
tunate and  fortunate.  Unfortunate  in  that 
it  is  carelessly  done  with  a 70  per  cent  al- 
cohol swab,  and  fortunate  in  that  relatively 
few  false  results  are  obtained.  However, 
there  are  times  when  much  hinges  on  a cor- 
rect diagnosis.  It  is  at  these  times  that  a 
careless  technique  could  be  serious.  A case 
report  will  illustrate  this  point. 

A 41-year-old  white  married  woman 
was  admitted  to  a hospital  on  June  17, 
1960,  having  been  transferred  from  a 
regional  hospital,  with  a history  of  re- 
current skin  infections,  pneumonia,  se- 
vere backache  and  evidences  of  chronic 
illness.  A staphylococcic  septicemia 
was  suspected  following  a positive 
blood  culture  report  on  May  15th.  A 
mass  in  the  left  flank,  discovered  by 
intravenous  urography,  proved  at  oper- 
ation on  June  21,  to  be  a perinephric 
abscess.  Positive  blood  cultures  for  a 
beta-hemolytic,  coagulase  positive,  Stcv- 
phylococcus  aureus  sensitive  to  ery- 
thromycin, chloramphenicol,  kanamy- 
cin,  phenethicillin  (Syncillin),  and  van- 
comycin were  reported  on  June  17,  18, 
20,  21,  24,  29  and  July  4.  Erythromy- 
cin therapy  was  instituted  on  June  18, 
supplemented  with  chlortetracycline  on 
June  22,  and  further  supplemented 
with  intravenous  erythromycin  on  June 
23,  and  chloramphenicol  on  June  24.  In 
spite  of  all  this  medication  and  an  ap- 
parently adequate  drainage  and  im- 
provement of  the  perinephric  abscess, 
the  patient  continued  to  run  what  ap- 
peared to  be  a septic  course.  Positive 
blood  culture  reports  lent  support  to 
the  diagnosis  of  staphylococcic  septi- 
cemia, but  lack  of  response  to  appropri- 
ate drugs  was  confusing. 

On  June  29,  after  11  days  of  oral 
medication,  all  of  the  above  antibiotics 
were  discontinued  and  intravenous  van- 
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comycin  was  instituted,  one  gram  every 
twelve  hours  in  500  ml.  of  glucose  in 
normal  saline.  Ten  days  later  the  pa- 
tient’s fever  continued  unabated  and 
she  did  not  prosper.  The  patient  de- 
veloped an  urticaria  on  July  9,  and  the 
dosage  of  vancomycin  was  dropped  to 
0.5  gram  twice  daily. 

About  July  5,  the  positive  blood  cul- 
ture reports  were  suspected.  Investi- 
gation revealed  that  70  per  cent  alcohol 
skin  preparation,  similar  to  that  used 
routinely  for  hypodermic  injection,  was 
being  employed.  Adequate  skin  prep- 
aration with  scrubbing,  strong  tincture 
of  iodine  followed  by  95  per  cent  alco- 
hol was  instituted.  The  subsequent 
blood  cultures  on  July  6 and  8 were 
both  negative.  All  medication  was 
stopped  on  July  10.  The  patient  did  not 
recover,  unfortunately,  but  the  true 
cause  of  her  chronic  illness  was  then 
discovered.  She  died  several  months 
later  of  multiple  myeloma. 

It  is  not  surprising  that  the  70  per  cent 
alcohol  technique  is  still  employed  for  rou- 
tine blood  culture  skin  preparation.  Dr. 
Edwin  Hirsch,  replying  to  a “Question  and 
Answer”  querie  in  J.A.M.A.,  recently  stated 
“Myriads  of  venipunctures  for  blood  sam- 
ples to  be  examined  . . . bacteriologically  . . . 
have  been  made  routinely  by  many  hospital 
laboratories  without  misadventure  after  the 
skin  . . . had  been  cleansed  thoroughly  with 
80-95  per  cent  alocohol.”1  He  quotes  Miller, 
S.  E.,  Textbook  of  Clinical  Pathology,  ed.  5, 
Baltimore,  Williams  and  Wilkins  Co.,  1955, 
p.  13  for  authority.  I am  sure  the  term 
“misadventure”  refers  to  the  safety  of  the 
patient  from  infection  and  not  to  the  authen- 
ticity of  blood  cultures  done  in  this  manner, 
for  no  consideration  was  given  to  the  pa- 
tient heavily  colonized  by  Staphylococcus 
aureus  as  this  patient  undoubtedly  was. 
Old  ideas  also  never  die.  It  is  unfortunate 
that  one  must  constantly  remind  oneself  of 
scientific  aphorisms. 
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Skin  preparation  has  recently  been  consid- 
ered in  a study  by  The  Medical  Letter.2 
Therein  attention  is  called  to  the  efficacy  of 
tinctures  of  antibacterial  agents,  these 
agents  having  “the  effectiveness  of  alcohol 
as  well  as  of  the  agent.”  Attention  is  also 
called  to  the  danger  in  relying  on  aqueous 
solutions  of  benzalkonium  antiseptics  for 
skin  preparation.  Even  they  can  become 
colonized. 

Adequate  skin  preparation  is  simple.  The 
following  routine  is  recommended,  using 
tincture  of  iodine  as  the  basic  antiseptic. 

1.  Scrub  antecubital  skin  briskly  for  2 min- 
utes with  a good  antiseptic  detergent. 

2.  Dry  skin  with  sterile  gauze  or  pledget. 

3.  Apply  tincture  of  iodine,  keeping  it  moist 
and  in  contact  with  the  skin  for  2 minutes. 
(We  use  a disposable  swab  which  occupies 
very  little  space  on  the  technician’s  tray.* 

4.  Remove  iodine  with  70  per  cent  alcohol 
and  dry  with  sterile  pledget  of  cotton.  The 
time  consumed  is  five  minutes,  small  price 

•Betadine,  Talby-Nason  Co.,  Inc.,  Dover,  Delware. 


to  pay  for  accuracy.  Obviously,  this  tech- 
nique need  be  used  only  for  blood  culture 
work. 

Summary 

Attention  is  called  to  the  fact  that  false 
positive  blood  culture  reports  can  result 
from  inadequate  skin  preparation  prior  to 
venipuncture.  This  is  particularly  true  in 
the  heavily  colonized,  staph-infected  post- 
surgical  or  pyodermic  patient.  The  cost  of 
such  a false  report  can  be  great  in  terms  of 
prolonged  hospitalization,  patient  anxiety 
and  discomfort,  increased  cost  in  medication 
and  laboratory  fees,  and  in  physicians’ 
fees.  In  the  case  cited  it  led  to  the  use  of 
a highly  toxic  drug  with  all  of  its  potential 
dangers.  An  old  but  simple  technique  is 
presented  which  will  prevent  this  error. 
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DRUG  CHARGES  IN  HOSPITALS 
With  increasing  frequency  one  hears  complaints  from  the  pub- 
lic that  hospitals  are  charging  exorbitant  prices  for  their  services, 
and,  of  these,  the  chief  targets  seem  to  be  the  charges  for  drugs. 
When  one  reviews  statistics  of  drag  charges  made  by  general  hos- 
pitals, he  cannot  help  wondering  if  the  prevailing  practices  of  hos- 
pitals in  cost  accounting  and  fixing  charges  are  valid  and  realistic. 
Certainly,  the  impressions  are  gained  either  that  some  of  the 
hospitals  are  not  very  businesslike  in  their  financial  affairs  or 
that  they  are  attempting  to  use  their  pharmacies  to  cover  losses 
in  other  areas.  Neither  of  these  impressions  is  reassuring  to  the 
public.  — Robert  S.  Myers,  M.D.,  in  The  Modern  Hospital,  August, 
1961. 
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SPECIAL  CONTRIBUTION 


The  NEUROLOGIC  MANIFESTATIONS  of 

Cardiovascular  Diseases 

First  Installment 


Outline  of  subjects  to  be  discussed: 

1.  Congenital  cardiovascular  disorders 

2.  Surgery  of  the  heart  and  great  vessels 

3.  Acquired  cardiac  disease 

4.  Cerebral  embolism 

5.  Hypertension 

6.  Aneurism  of  the  aorta 

7.  Dissecting  aneurism  of  the  aorta 

8.  Occlusion  of  the  abdominal  aorta,  iliac 
arteries 

9.  Hypotension  and  syncope 

10.  Acute  cerebrovascular  disease  and  heart 
lesions 

11.  Occlusive  disease  of  extracranial  arteries 

12.  Thromboangiitis  obliterans 

13.  Obstruction  of  superior  vena  cava 

14.  Paralysis  of  vocal  cord 

15.  Ischemic  neuropathy 

CONGENITAL  CARDIOVASCULAR 
DISORDERS 

CLASSIFICATION1 

I.  Noncyanotic  Group 

A.  Pulmonary  flow  greater  than  systemic  flow 

1.  Defect  of  atrial  septum 

2.  Defect  of  ventricular  septum 

3.  Peristent  ductus  arteriosus  (vascular 
connection  between  aorta  and  pulmon- 
ary artery) 

a.  Blood  flows  from  aorta  to  pulmon- 
ary artery 

b.  Blood  flows  from  pulmonary  artery 
to  aorta 

4.  Defect  of  aortic  septum  (resembles  pat- 
ent ductus  arteriosus  with  communica- 
tion just  above  aortic  valves) 

5.  Anomalies  of  venous  return 

a.  Pulmonary  veins  enter  right 
atrium,  superior  vena  cava  or  left 
innominate  vein 

b.  Pulmonary  fistula  with  venous  re- 
turn to  left  atrium 

c.  Totally  anomalous  pulmonary  ven- 
ous return 

B.  Pulmonary  flow  equals  systemic  flow 

1.  Coarctation  of  aorta  (narrowing  of  aor- 
tic lumen  in  the  arch  or  distally)  with 
or  without  patent  ductus  arteriosus 

2.  Congenital  aortic  stenosis 

3.  Pulmonic  stenosis  (pulmonic  valve  or 
infundibulum) 
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II.  Cyanotic  Group 

A.  Pulmonary  flow  less  than  systemic  flow 

1.  Tetralogy  of  Fallot.  A common  type 
of  deformity.  It  includes: 

Ventricular  septal  defect 
Pulmonary  stenosis 
Hypertrophied  right  ventricle 
Overriding  aorta 

2.  Pulmonary  stenosis  with  atrial  septal 
defect 

3.  Tricuspid  atresia 

4.  Ebstein’s  deformity  (tricuspid  valve, 
displaced  into  right  ventricle  with  ano- 
malous insertion  of  leaflets)  with  pat- 
ent foramen  ovale  (atrium) 

B.  Pulmonary  flow  greater  than  systemic  flow 

1.  Complete  transposition  of  great  ves- 
sels 

(Aorta  arises  from  right  ventricle,  pul- 
monary artery  from  left  ventricle) 
Usually  with  septal  defects  or  patent 
ductus  arteriosus 

2.  Incomplete  transposition  of  great  ves- 
sels with  biventricular  origin  of  pul- 
monary artery 

3.  Eisenmenger’s  deformity  (ventricular 
septal  defect  with  pulmonary  hyperten- 
tension  and  cyanosis) 

4.  Truncus  arteriosus  (a  single  vascular 
trunk  arises  from  both  ventricles,  sup- 
plying pulmonary  and  systemic  circu- 
lation. A septal  defect  is  usually  pres- 
ent just  under  the  valve  leaflets) 

III.  Marfan’s  Syndrome 

IV.  Cardiovascular  Disorders  Associated 
With  Genetic  Neurologic  Disorders 

Approximately  half  the  number  of  infants 
born  with  congenital  heart  malformations 
die  in  the  first  month  of  life.la  Survivors 
for  most  part  have  less  critical  or  extensive 
deformities.  Ventricular  septal  defect,  tet- 
ralogy of  Fallot,  transposition  of  great  ves- 
sels, patent  ductus  arteriosus,  coarctation 
of  aorta  and  atrial  septal  defect  are  common 
malformations  found  in  those  who  sur- 
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vive.la  'lb  Some  of  these  malformations  are 
not  incompatible  with  long  life  and  it  would 
be  misleading  to  expect  to  discover  these  de- 
formities only  in  children  or  adolescents.10 
Atrial  septal  defect  is  the  most  common  con- 
genital heart  defect  found  in  patients  over 
50  years  of  age.ld 

Effects  on  the  Central  Nervous 
System 

At  least  25  per  cent  of  cases  of  congenital 
heart  deformity  will  reveal  neurologic  signs 
or  symptoms.2  In  these  cases  the  brain  de- 
pends on  a deformed,  inefficient  heart  which 
may  pump  blood  inadequately  saturated  with 
oxygen.  Secondarily  polycythemia  may  add 
to  the  vascular  burden.  Acute  and  chronic 
anoxia  leave  their  toll  and  frank  infarction 
may  result.  Those  with  the  most  impairment 
survive  but  briefly  after  birth. 

Cerebral  congestion  and  petechiae  are 
present  in  almost  all  cases  coming  to  autop- 
sy. Patchy  demyelinization,  gliosis,  men- 
ingeal thickening  and  cerebral  calcification 
are  common. 

Electroencephalographic  (EEG)  findings 
vary  depending  on  a number  of  factors  in 
selecting  the  groups  studied.  Recent  investi- 
gations suggest  that  there  is  a high  per  cent 
of  abnormal  tracings  in  an  unselected  group 
of  infants  and  children  with  congenital 
heart  disease.3 

Cerebral  infarction  appears  usually  in  the 
first  few  years  of  life  (usually  under  age 
two)  and  its  incidence  is  directly  related 
to  severity  of  deformity.  Somewhat  over  10 
per  cent  of  patients  with  transposition  of 
great  vessels  and  tricuspid  atresia  develop 
cerebral  infarction.  The  incidence  is  closer 
to  5 per  cent  in  cases  with  tetralogy  of  Fal- 
lot, single  ventricle,  truncus  arteriosus  or 
pure  pulmonary  stenosis.  While  thrombosis 
(arterial  or  venous)  or  embolism  may  ac- 
count for  some,4' 4a  heart  failure  along  with 
inadequate  delivery  of  oxygen  and  nutrients 
to  the  brain  are  more  responsible  for  infarc- 
tion than  outright  thrombosis.5  Although 
polycythemia  is  commonly  considered  an  im- 
portant factor  in  these  infarctions,  a recent 
study  indicates  that  a relative  anemia  may 
be  another  important  factor.53 

The  clinical  picture  of  infarction  in  these 
cases  is  often  as  follows : With  an  acute  ill- 
ness — fever  or  dehydration  — convulsions 
appear,  followed  by  rapid  onset  of  hemi- 
plegia. In  others,  the  hemiplegia  follows  an 


episode  of  dyspnea  and  cyanosis.  The  part 
of  the  brain  supplied  by  the  middle  cere- 
bral artery  is  the  common  site  of  involve- 
ment but  venous  thromboses  occasionally 
may  be  outseanding.5b  About  20  per  cent 
of  survivors  will  have  a residual  of  mental 
retardation  to  some  degree,  and  10  per  cent, 
a recurrent  convulsive  disorder.6 

Cerebral  abscess  occurs  in  approximately 
5 per  cent  of  cases.  It  is  more  frequent  in 
cases  where  the  pulmonary  bed  is  by-passed, 
where  the  blood  is  not  filtered  by  passage 
through  the  lungs  before  proceeding  to  the 
brain.  It  is  seen  often  with  the  tetralogy  of 
Fallot  because  this  is  a common  deformity 
and  one  providing  a pulmonary  by-pass. 
Many  of  these  abscesses  are  single  and 
amenable  to  neurosurgical  management.5- 7 
The  clinical  picture  usually  discloses  convul- 
sions (they  are  more  common  with  abscess 
than  with  infarction),  mental  and  personal- 
ity changes,  nausea  and  vomiting  and  grad- 
ual evolution  of  hemiplegia.  Temperature 
elevation,  papilledema,  bulging  fontanelle, 
separation  of  cranial  sutures,  and  elevated 
spinal  fluid  pressure  are  common  in  this 
group.43 

Subacute  bacterial  endocarditis  usually  de- 
velops in  deformed  cardiac  valves.  Thus, 
the  patient  with  congenital  heart  disease 
who  escapes  the  hazards  of  the  first  several 
years  of  life  may  eventually  (in  later  child- 
hood or  early  adulthood)  develop  bacterial 
endocarditis  with  its  several  neurologic 
manifestations  (to  be  discussed). 

Additional  developmental  cerebral  ano- 
malies may  accompany  the  cardiac  defect. 
Mongolism  (most  common),  hydrocephalus, 
and  cerebral  agenesis  may  occur.  More  com- 
mon, however,  are  vascular  deformities  in 
the  brain.  Slightly  over  10  per  cent  of  cases 
coming  to  autopsy  will  disclose  telangiec- 
tasis.5 

Episodes  of  loss  of  consciousness  or  con- 
vulsions or  both  may  also  appear  in  cases 
where  there  is  an  anatomical  and  physiolog- 
ical potential  for  a rapid  change  in  the  quan- 
tity of  venous  blood  reaching  the  systemic 
circulation.  The  resultant  sudden  hypoxia 
is  at  fault.  Most  of  the  patients  are  under 
three  years  of  age  at  onset.  Hypoxic  syn- 
cope or  convulsions  are  seen  especially  with 
tetralogy  of  Fallot,  transposition,  truncus 
arteriosus  and  Eisenmenger’s  deformity. 
Interestingly,  the  natural  history  of  those 
who  survive  indicates  that  by  age  11,  most 
of  these  patients  cease  having  spells. 
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Almost  20  per  cent  of  cases  with  congen- 
ital heart  deformity  give  a history  of  epi- 
sodic loss  of  consciousness  or  convulsions. 
In  about  half  the  cases  they  are  physiologi- 
cal, commonly  following  severe  attacks  of 
dyspnea  and  cyanosis  with  a drop  in  arterial 
blood  oxygen  concentration  to  less  than  10 
vol.  per  cent.8  In  other  cases  they  are  due 
to: 

Acute  cerebral  abscess  (seizures,  often  focal,  oc- 
cur in  two-thirds  of  patients  with  cerebral  ab- 
scess) 

Acute  cerebral  infarction  (often  unilateral  seiz- 
ures) 

Residual  of  cerebral  abscess  (“scar”) 

Residual  of  cerebral  infarction 

Cerebral  vascular  anomalies 

“Idiopathic”  (cerebral  anomaly?) 

Loss  of  consciousness  appears  differen- 
tiated from  convulsions  (in  the  cases  due  to 
sudden  hypoxia)  mainly  by  the  degree  of  hy- 
poxia. Patients  with  less  than  2 vol.  per 
cent  of  oxygen  in  arterial  blood  have  con- 
vulsions. With  greater  degrees  of  oxygen 
saturation,  syncopal  attacks  are  the  rule.8 

Coarctation  of  Aorta 

Coarctation  of  the  aorta  is  of  special  in- 
terest to  neurologists  because  of  its  accom- 
panying vascular  disorders.  Half  of  the 
adult  patients  with  this  disorder  disclose 
neurologic  signs  or  symptoms  which  present 
the  first  clue  to  the  basic  disorder.  This  is 
one  of  the  few  significant  congenital  cardio- 
vascular defects  which  may  remain  occult 
into  adult  life.  Males  are  more  commonly 
affected.  The  average  age  at  death  is  re- 
ported at  age  47. 9 The  disorder  may  be  evi- 
dent at  birth  or  become  so  only  in  adult  life 
depending  on:10 

Presence  of  other  cardiovascular  deformities 
(commonly  patent  ductus  arteriosus) 

Proximity  to  heart.  Preductal  (proximal  to 
ductus  arteriosus)  site  found  in  infants,  post- 
ductal  in  adulthood.  Less  extensive  ischemia 
in  occasional  lower  thoracic  or  abdominal 
aortic  sites. 

Severity  of  occlusion. 

Most  coarctations  occur  at  the  aortic  arch 
but  occasional  cases  appear  with  lower  sites, 
even  abdominal.  If  renal  blood  supply  is 
compromised  by  renal  artery  defects,  hyper- 
tension appears  from  this  involvement.11 
Even  multiple  coarctations  have  been  report- 
ed.12 An  incidence  of  pre-  and  post-stenotic 
aneurisms  lies  somewhere  between  2 and  15 
per  cent.12a 

The  simplest  test  for  coarctation  is  to  pal- 


pate femoral  pulses,  which  are  markedly 
diminished  or  absent  in  most  cases.  Blood 
pressure  studies  likewise  reveal  elevation  of 
brachial  pressures  and  diminution  of  pop- 
liteal pressures.  An  epigastric  or  abdominal 
bruit  may  be  heard.  X-ray  examination  of 
the  chest  may  disclose  notching  at  lower  rib 
margins  where  internal  mammary  arteries 
are  dilated  to  establish  collateral  circulation. 
Aortography  is  usually  required  for  clear 
delineation. 

The  neurologic  signs  and  symptoms  con- 
sist of  the  following  :12a 

Complaints  in  lower  extremities — 

Pain,  cramps,  weariness,  claudication 
Paresthesias 
Headaches 

Rupture  or  dissection  of  aorta 
Loss  of  consciousness  or  convulsions  (more  fre- 
quent in  infants)13 
Cerebral  aneurism 
Cerebral  infarction 
Paresthesias,  left  upper  extremity 
Papilledema  (rare)13a 

Complaints  referable  to  loiver  extremities 
appear  due  to: 

Arterial  insufficiency  affecting  muscles 
Arterial  insufficiency  affecting  spinal  cord 
Dilation  of  collateral  circulation,  compressing 
spinal  cord14 

Occlusion  of  anterior  spinal  artery15 

Weak  legs,  pain,  cramps  with  “heaviness” 
or  near  paresis  with  exercise,  numbness  and 
coldness  are  typical  complaints.  Some  note 
the  great  ease  with  which  their  legs  “go  to 
sleep”  if  they  sit  still,  lie  quietly  or  cross 
their  legs. 

The  complaint  of  headache,  though  com- 
mon, is  varied.  Some  are  reminiscent  of  the 
occipitonuchal  tension  headache,  others  re- 
markably like  migraine.  Often  the  head- 
aches appear  in  the  morning  and  diminish 
gradually  during  the  day.  Dizziness  and 
tinnitus  may  accompany.  Exertion  may  be 
aggravating. 

Rupture  or  dissection  of  the  aorta  ac- 
counts for  deaths  in  25  per  cent  of  cases. 
Secondary  neurologic  complications  may 
arise  particularly  with  a dissecting  aneurism 
occluding  the  origin  of  cerebral  or  spinal 
arteries  and  giving  rise  to  pain  in  chest, 
back,  abdomen,  hips  or  legs. 

Loss  of  consciousness  or  convulsion  (not 
associated  with  cerebral  hemorrhage  or  in- 
farction) may  be  seen  in  patients  who  also 
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have  associated  cardiac  deformities  (com- 
monly defects  of  a septum).  They  are  usual- 
ly related  to  exertion  or  excitement  and  sel- 
dom present  after  the  fourth  year  of  life. 

Aneurism  of  the  Circle  of  Willis  (com- 
monly at  the  middle  cerebral  artery)  occurs 
in  at  least  four  per  cent  of  patients  over  the 
age  of  10.  Subarachnoid  hemorrhage  or 
death  from  ruptured  aneurism  is  often  re- 
ported in  these  cases. 

Cerebral  infarction  occurs  from  three 
sources : 

Hypertensive  hemorrhage 
Embolism,  aseptic 

Embolism,  septic  from  subacute  bacterial  endo- 
carditis (and  aortitis  at  site  of  corarctation) 

Severe  hypertension  is  a common  finding 
in  portions  of  the  arterial  tree  proximal  to 
the  coarctation.  The  cerebral  vessels  bear 
the  brunt  of  much  of  this.  Hemorrhage  of 
this  origin  usually  occurs  in  the  second  or 
third  decade  of  life.  Hypertension  may  be 
aggravated  by  renal  vascular  impairment  in 
many  of  these  cases.11*16 

Aseptic  emboli  usually  arise  from  a clot 
which  forms  in  an  aneurismal  dilation  of 
the  aorta  above  the  coarctation  or  in  an  ar- 
teriosclerotic plaque.  Patients  with  coarc- 
tation who  develop  subacute  bacterial  endo- 
carditis often  have  other  cardiac  deformities 
(as  bicuspid  aortic  valve). 

Paresthesias  in  the  left  upper  extremity 
appear  to  be  due  to  interference  with  cir- 
culation to  that  site.  Occasionally  stenosis 
or  atresia  of  either  subclavian  artery  is 
found. 

Marfan’s  Syndrome  (Arach- 
nodactyly) 

This  condition  appears  due  to  a defect  in 
elastic  tissue  as  well  as  some  substance  com- 
mon to  elastic  tissues.17  It  usually  appears 
as  a familial  disorder  characterized  by  wide- 
spread abnormalities  of  skeletal,  cardiovas- 
cular, and  ocular  systems.  Sporadic  cases 
and  incomplete  forms  are  seen.  Common 
features  of  the  complete  syndrome  are: 

Long  extremities,  long  fingers 
High  arched  palate 
Pigeon  breast,  pectus  excavatum 
Kyphoscoliosis 

Ocular  abnormalities  (ectopia  lentis,  myopia, 
iridodenesis) 

Structural  defects  of  heart  or  great  vessels 
(dilatation  of  aortic  valve  ring,  aortic  arch 
or  descending  aorta) 


Of  neurologic  importance  are: 

Lack  of  muscle  tone,  muscular  weakness 
Small,  poorly  reactive  pupils 
Gross  abnormalities  of  the  spine  and  inter- 
vertebral disc 

Dissecting  aneurism  of  aorta  (with  resulting 
cerebral  or  spinal  cord  vascular  syndromes) 
Occasionally  convulsive  disorder,  spinal  ab- 
normalities 

Usually  diagnostic  are  the  following  signs : 

Long,  thin  fingers 

Outstretched  arm  span  exceeds  height  by  3 
inches 

Lower  segment  (top  of  pubis  to  floor)  exceeds 
upper  segment  by  more  than  2 inches) 

Cardiovascular  Disorders  Associated 
With  Genetic  Neurologic 
Disorders 

It  is  well  to  cite  here  several  genetic  neu- 
rologic disorders  which  are  often  accompa- 
nied by  cardiovascular  changes  as  part  of 
the  total  disease  picture.  Occasionally  the 
cardiac  disturbance  may  overshadow  the 
neurologic  or  be  the  primary  cause  of  death. 

These  include:18 

Myotonic  dystrophy  (myotonia  atrophica) 

Pseudohypertrophic  muscular  dystrophy 

Friedreich’s  ataxia 

Familial  periodic  paralysis 

Adynamia  episodica  hereditaria 

Tuberous  sclerosis 

Riley’s  dysautonomia 

Refsum’s  ataxic  polyneuropathy 

Myotonic  dystrophy  (myotonia  atrophica) 
affects  males  somewhat  more  than  females. 
It  usually  appears  in  the  twenties  with  myo- 
tonia and  atrophy  of  bulbar  musculature, 
forearms,  quadriceps  and  peronei.  Lens  opa- 
cities, testicular  atrophy  and  hormone  defi- 
ciencies may  accompany.  It  is  insidiously 
progressive  and  usually  accompanied  by  elec- 
trocardiographic (EKG)  abnormalities  (con- 
duction defects  and  arrhythmias)  and  ad- 
vanced coronary  atherosclerosis.19 

Pseudohypertrophic  muscular  dystrophy 
reveals  some  cardiac  involvement  in  as  high 
as  50  per  cent  of  cases.  Increase  in  fatty 
and  fibrous  tissue  in  the  myocardium  and 
many  EKG  changes  are  described.19* 20 

Friedreich's  ataxia  is  often  accompanied 
by  myocardial  fibrosis,  occlusive  coronary 
disease  and  EKG  changes  accordingly.21 

Familial  periodic  paralysis  will  be  accom- 
panied by  the  physiologic  changes  and  myo- 
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cardial  effects  associated  with  hypokalemia. 
The  EKG  reveals  prolonged  Q-T  interval, 
lowering  or  inversion  of  T wave,  a promi- 
nent U wave;  thence  depression  of  S-T  seg- 
ment, prolonged  P-R  interval.22 

Adynamia  episodica  hereditaria  is  charac- 
terized by  the  physiological  changes  and 
myocardial  effects  of  hyperkalemia.  The 
EKG  reveals  tall,  peaked  T waves,  dimin- 
ished amplitude  of  R wave;  thence  disap- 
pearance of  P wave,  widening  of  QRS  com- 
plex, depression  of  S-T  segment.22 

Tuberous  sclerosis  is  manifested  by  men- 
tal retardation,  recurrent  convulsions, 
adenoma  sebaceum  of  the  face,  fibro-adeno- 
mas  of  the  kidneys,  fibromas  or  rhabdomy- 
omas of  the  heart.23 

Riley’s  dysautonomia  is  characterized  by 
many  aberrations  in  function  of  the  auto- 
nomic nervous  system.  Responses  to  stimuli 
are  exaggerated  or  absent.  The  patient  is 
often  indifferent  to  pain.  Excessive  per- 
spiration, emotional  instability,  deficient 
lacrimation  and  corneal  ulcers  are  common. 
Temperature  control  is  often  erratic.  EEG 
abnormalities,  physical  and  mental  retarda- 
tion, dysarthria,  dysphagia  and  ataxia  may 
be  present.  Defective  vasomotor  control 
may  lead  to  episodes  of  critical  hypertension 
or  hypotension.24 

Ref  sum’s  ataxic  polyneuropathy  features 
chiefly  an  interstitial  neuropathy,  retinitis 
pigmentosa  and  cerebellar  degeneration. 
Widespread,  nonspecific  myocardial  changes 
are  common.25 

SURGERY  OF  THE  HEART  AND 
GREAT  VESSELS 

Heart.  In  the  recent  past  a high  percentage 
of  patients  not  surviving  major  cardiac  sur- 
gery were  found  to  have  incurred  cerebral 
complication.1  During  surgery,  with  car- 
diac mechanisms  impaired  or  with  cardiac 
substitutes  in  operation,  multiple  technologi- 
cal difficulties  may  impair  cerebral  circula- 
tion. Postoperatively  some  hearts  remain  in 
a state  of  marked  arrythmia.  Cerebral  neu- 
rones may  die  from  anoxia.  Circulatory 
slowdown  may  result  in  thrombosis.  Much 
of  this  has  been  offset  by  improved  tech- 
niques and  use  of  hypothermia,2  although 
there  is  some  question  whether  the  brains  of 
children  tolerate  hypothermia  as  well  as 
adults.2a 

Even  simpler,  diagnostic  techniques  of 


catheterization  and  angiocardiography  are 
not  entirely  without  risk  of  :3 
Embolism  including  air  embolism 
Anoxia 

Critical  hypotension 

Toxic  or  allergic  cerebral  effects  from  radio- 
opaque material 

A variety  of  cerebral  hazards  may  arise 
when  extracorporeal  circulation  techniques 
are  used  in  heart  surgery.  These  include  :4- 5 

Emboli  from  air,  fat,  oxygen,  antifoam  gel, 
filters,  sponges,  valve  calcification53 
Inadequate  perfusion 

Complete  heart  block  or  other  marked  arrthyth- 
mias  (postperfusion) 

Overoxygenation 

Metabolic  and  respiratory  acidosis 
Hypotension 

Hemorrhagic  diathesis  from  anticoagulants,  fi- 
brogen  deficit,  platelet  deficit 
Superior  vena  caval  obstruction  due  to  faulty 
placement  of  catheter 

Pulmonary  disorders  leading  to  hypoxia,  as 
atelectasis  or  secretions 
Bacterial  contamination 

Embolism,  septic  and  aseptic,  comprises  a 
special  problem  in  surgery  of  mitral  or 
aortic  valves.  Aseptic  embolism  is  likely  to 
arise  when  :6 

1.  There  is  a history  of  prior  embolism 

2.  Auricular  fibrillation  or  other  significant 
arrythmia  exists 

3.  There  is  a thrombus  in  the  atrial  appendage 

4.  The  valves  are  calcified 

5.  The  patient  is  older 

Symptoms  of  embolism  are  often  fluctu- 
ating and  transitory.  They  may  be  minor 
and  difficult  to  localize,  such  as  pupillary 
abnormalities  or  confused  mental  state. 
They  may  be  gross  such  as  dysphasia,  hemi- 
anopsia or  hemiparesis.  Occasionally  they 
are  fatal.7  Their  incidence  postoperatively 
has  been  reported  as  high  as  10  per  cent4*8 
but  this  may  be  reduced  with  improved  anti- 
coagulant therapy.9 

Septic  embolism  (bacterial  endocarditis) 
occurs  in  approximately  one  per  cent  of 
cases  of  heart  surgery.10  Mortality  is  around 
30  per  cent.  Fever  and  septicemia  are  often 
the  only  manifestations.  Unusual  pathogens 
and  a rapid  course  are  common. 

Cerebral  anoxia  poses  a continuous  prob- 
lem in  cardiac  surgery  due  to: 

Occlusion  of  cerebral  flow 
Inadequate  perfusion  (extracorporeal) 
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Ventricular  arhythmia 
Heart  failure 
Hypotension 

Respiratory  complications 

Serial,  postoperative  EEG  tracings  re- 
veal more  abnormality  after  heart  surgery 
than  before  in  many  patients,11  but  this  slow- 
ly returns  to  preoperative  state  in  a few 
to  six  weeks. 

The  EEG  events  with  patients  under  hy- 
pothermia and  arrested  circulation  are  prog- 
nostic of  cerebral  damage.  Continuous  EEG 
activity  should  be  restored  by  30  minutes 
after  circulation  is  resumed.  Under  hypo- 
thermia the  brain  apparently  can  tolerate 
safely  only  7*4  to  8 successive  minutes  of 
circulatory  arrest  at  a time.12  EEG  moni- 
toring is  considered  the  only  convenient  way 
to  ascertain  cerebral  blood  flow,  anoxia,  and 
increasing  intracranial  pressure  during  sur- 
gery.13 

Postoperative  mental  and  personality 
changes  are  not  uncommon  in  cardiac  sur- 
gerv.  These  can  be  understood  and  dealt 
with  only  by  recalling  the  interaction  of  the 
individual  personality  and  the  experience  of 
major,  life-saving  surgery  with  its  transient 
physiologic-organic  effects  (anoxia,  minor 
embolism)  on  the  experiencing  organ  (the 
brain)  as  described  above.  On  the  purely 
psychologic  side,  the  individual  comes 
through  a dramatic  turn  in  his  life.  He  has 
arrived  at  this  event  with  his  own  unique 
emotional  makeup,  fears  and  hopes.  Some, 
previously  accustomed  to  a life  of  passivity 
and  helplessness,  feel  threatened  by  a restor- 
ation of  health. 13a  On  the  physiologic-or- 
ganic side,  there  appears  little  doubt  that 
higher  brain  function  is  much  affected  by 
these  surgical  procedures,  although  fortun- 
ately only  in  a transient  manner  most  of  the 
time.13d 

Aorta.  Extensive  aortic  surgery  is  done 
for  coarctation,  aneurism,  dissecting  aneu- 
rism, and  occasionally,  thrombosis.  Pro- 
longed ischemia,  extensive  ligation  of  inter- 
costal arteries,  procedures  high  (proximal) 
in  the  aorta  and  individual  variations  in  vas- 
cularity and  collaterals  lead  to  occasional 
infarction  of  the  spinal  cord.14 

Surgery  requiring  occlusion  of  the  thor- 
acic aorta  just  distal  to  the  origin  of  the  left 
common  carotid  artery  can  be  tolerated  at 
least  for  18  minutes  without  ischemic  dam- 
age to  the  spinal  cord.  Some  reports  sug- 
gest tolerance  as  long  as  1 hour  but  this  like- 


ly depends  on  the  variable  collaterals  among 
individuals.  Prolonged  occlusion  of  the 
aorta  may  also  result  in  ischemic  neuropathy 
of  great  nerves  to  the  lower  extremities.15 

Aortography  may  result  in  spinal  cord  in- 
jury in  a small  number  of  cases.  Motor 
paralysis  of  legs  appears  in  a few  to  24  hours 
after  injection.  Sphincter  loss  also  occurs 
and  variable  sensory  losses  may  be  present. 
At  least  half  the  cases  make  partial  to  com- 
plete recovery.  The  cause  is  believed  to  be 
due  to  direct  toxic  effect  of  the  contrast  me- 
dium on  spinal  cord  neurones.16 

ACQUIRED  CARDIAC  DISEASE 

Of  neurologic  importance  are  the  follow- 
ing: 

1.  Mitral  stenosis 

2.  Aortic  stenosis 

3.  Subacute  bacterial  endocarditis 

4.  Myocardial  infarction 

5.  Heart  failure 

6.  Anticoagulant  therapy 

Mitral  Stenosis1- 2- 3- 4- 5 

Mitral  stenosis,  a common  “scar”  of 
rheumatic  fever,  may  provide  several  neu- 
rologic involvements: 

1.  Source  of  cerebral  embolism  from: 

a.  Endocarditis  in  a dilated  left  atrium 

b.  The  onset  of  atrial  fibrillation 

c.  Subsequent  bacterial  endocarditis 

d.  Mitral  valvotomy 

e.  Rarely,  nonbacterial  thrombotic  endo- 
carditis 

2.  Ball  valve  thrombus 

3.  Rheumatic  cerebral  arteritis 

4.  Paralysis  of  left  recurrent  laryngeal  nerve 

5.  Embolic  occlusion  of  the  aorta 

These  patients  are  usually  female.  The 
usual  age  incidence  of  mitral  stenosis  com- 
ing first  to  medical  attention  is  10  to  40. 
Atrial  fibrillation  is  one  of  the  most  com- 
mon developments  in  these  cases  (occurring 
in  40  per  cent  of  patients  with  mitral  sten- 
osis),6 frequently  appearing  around  35-40.  A 
dilated  left  atrium  allows  circulatory  stag- 
nation in  its  recesses  and  may  be  involved  in 
the  endocarditis  to  encourage  formation  of 
mural  thrombi.  If  atrial  fibrillation  is  add- 
ed, the  likelihood  of  embolism  shortly  after 
its  appearance  is  even  greater.  The  middle 
cerebral  artery  is  a common  recipient. 

Embolism  occurs  three  times  more  fre- 
quently in  patients  with  mitral  stenosis  who 
fibrillate.  It  is  much  more  common  after 
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the  age  of  40.  The  overall  incidence  of  at 
least  one  bout  of  embolism  in  patients  with 
mitral  stenosis  is  around  20  per  cent.7 

In  many  cases  of  bacterial  endocarditis, 
an  old  rheumatic  valvular  lesion,  usually 
mitral,  prepared  the  way  beforehand.  The 
valvular  vegetations  of  this  newly  engrafted 
process  provide  an  important  source  of  fur- 
ther embolism. 

Mitral  valvotomy  may  stir  up  emboli  also, 
as  described  under  the  heading  of  Surgery 
of  the  Heart  and  Great  Vessels. 

Rarely  nonbacterial  thrombotic  endocar- 
ditis may  develop  in  advanced,  chronic  rheu- 
matic valvular  disease,  providing  a source 
of  vegetative  emboli.8 

A rare  development  is  the  ball  thrombus 
which  usually  appears  in  the  left  atrium, 
acting  as  an  intermittent  ball  valve.  Atrial 
fibrillation  is  usually  present  and  these  pa- 
tients become  dyspneic  and  cyanotic.  At- 
tacks of  loss  of  consciousness,  convulsions, 
acute  mental  changes  or  cerebral  artery  in- 
sufficiency (as  transient  hemiplegia  or 
aphasia)  may  occur. 

Several  observers  in  this  country,  but 
more  abroad,  believe  that  rheumatic  carditis 
is  often  accompanied  by  a chronic  cerebral 
arteritis  which  may  provide  an  etiologic  ex- 
planation for  a certain  group  of  epileptic 
and  psychiatric  disorders.19 

The  incidence  of  epileptic  disorders  is  re- 
ported higher  in  those  with  rheumatic  heart 
disease  than  in  the  general  population.  The 
residual  scarring  of  single  or  recurrent  cere- 
bral embolism  is  commonly  accepted  as  the 
cause.1- 4 

The  enlarged  left  atrium  of  mitral  sten- 
osis may  crowd  the  dilated  left  pulmonary 
artery  forward  against  the  aorta  to  impinge 
upon  the  left  recurrent  laryngeal  nerve  pass- 
ing between.  Hoarseness  and  paresis  of  the 
left  vocal  cord  result. 

Saddle  embolism  of  the  aorta  has  been  re- 
ported with  mitral  stenosis.  Over  half  the 
cases  will  be  subacute,  insidious  or  recurrent 
rather  than  the  classical  acute  picture  with 
complete  arrest  of  circulation  to  the  legs.10 
Bedrest  and  lack  of  activity  may  mask  the 
syndrome.  Features  of  the  subacute  case 
are: 


Intermittent  claudication 

Numbness  and  weakness  in  lower  extremities 
Ischemic  neuropathy 
Fain  in  low  back,  buttocks,  abdomen 
Coldness  distally  in  legs  (subjective  and  objec- 
tive) 

Aortic  Stenosis11 

Aortic  stenosis  is  usually  the  result  of 
rheumatic  fever,  less  commonly,  congenital. 
It  is  more  common  in  men.  The  scarred 
valves  may  provide  a site  for  later  develop- 
ment of  bacterial  endocarditis. 

Attacks  of  loss  of  consciousness,  or  epilep- 
tiform convulsions  (abortive  or  focal  con- 
vulsive features  are  more  common  than 
grand  mal)  may  appear  with  aortic  steno- 
sis. They  are  not  rare  occurrences,  appear- 
ing in  about  one-third  of  cases.  Anginal 
pain  may  accompany,  and  its  presence  may 
be  diagnostic.  Brisk  movements,  sudden 
change  of  posture,  or  exertion  are  usually 
precipitating  factors  but  attacks  have  been 
known  to  appear  without  precipitating  fac- 
tors, at  rest  or  even  in  sleep.  Interesting, 
too,  is  the  fact  that  unconsciousness  may 
linger  as  long  as  a half-hour.  Recovery  is 
usually  prompt  and  complete.  Average  dura- 
tion of  survival  after  appearance  of  syn- 
copal attacks  is  three  years. 

Subacute  Bacterial  Endocarditis 

Subacute  bacterial  endocarditis  seldom 
develops  in  a healthy  heart.  Old  or  recent 
rheumatic  valvular  disease  or  congenital  de- 
formities (especially  patent  ductus  arterio- 
sus, ventricular  septal  defect,  or  coarcta- 
tion of  the  aorta)  appear  to  be  necessary 
predecessors.  A variety  of  organisms  may 
be  at  fault,  but  streptoccoccus  viridans  is 
most  common.  Ulcers  and  thrombotic  vege- 
tations form  on  affected  valves,  extending 
over  the  endocardium.12 

Several  or  more  of  the  following  features 
typify  this  disorder: 

Prior  rheumatic  or  congenital  heart  disorder 
Females  under  20,  males  over  age  30 
Most  prevalent  in  age  group  20-30 
May  be  preceded  by  infectious  illness  or  sur- 
gery, major  or  minor 

Extraction  of  tooth  common.  Even  dental 
prophylaxis  may  be  riskyi2a 
Subacute  or  low  grade  infection  lingers  or  may 
wax  and  wane  for  weeks  or  months 
Systemic  signs  and  symptoms 
Yellow,  muddy,  pallid  skin 
Clubbed  fingers 
Changing  heart  murmurs 
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Petechiae;  have  a white  center;  appear  in  crops 
Tender  nodules,  finger  tips,  toes 
Spleen  enlarged,  hard 

Embolism  (usually  small,  multiple,  in  “show- 
ers”) : spleen,  kidney,  cerebrum,  intestine 

Laboratory  data; 

Secondary  anemia 

Leukocytosis  rarely  over  13,000 

Elevated  sedimentation  rate 

Positive  blood  culture  in  75-00  per  cent  of  cases 

Hematuria 

Uremia  in  untreated  cases  of  any  duration 

Neurologic  data : 

Cerebral  embolism 

May  be  minor  or  major 
Single,  multiple  or  recurrent 
Meningitis 
Brain  abscess 

Rupture  of  mycotic  aneurism  of  cerebral  artery 

Twenty  to  25  per  cent  of  cases  present 
initially  as  neurologic  or  psychiatric  disor- 
ders.13 

The  syndrome  of  anemia,  fever,  heart 
murmur  and  neurologic  (or  psychiatric) 
symptoms  should  bring  to  mind  subacute 
bacterial  endocarditis.14  The  neurologic  pic- 
ture may  be  neatly  focal  or  manifested  by 
diffuse  encephalopathy  including  mild  to  se- 
vere mental  confusion  (acute  brain  syn- 
drome), psychosis,  or  coma.  In  the  older 
patient,  the  syndrome  may  be  masked  and 
passed  off  as  “senility”  or  “cerebral  infarc- 
tion” unless  the  syndrome  is  carefully  scru- 
tinized.15 

The  incidence  of  ruptured  mycotic  aneu- 
rism and  subarachnoid  hemorrhage  is  less 
than  five  per  cent.  The  question  has  been 
raised  whether  infection  causes  the  aneu- 
rism or  whether  it  lodges  in  an  already  ex- 
isting aneurism  or  wall  defect.16 

Late  cerebral  vascular  complications  have 
been  described  in  a few  cases.17  Focal  injury 
to  the  arterial  wall  may  result  in  either  ob- 
struction or  aneurism  dilatation  with  latent, 
eventual  syndromes  of  cerebral  arterial  oc- 
clusion or  hemorrhage  appearing  even  two 
years  after  recovery  from  endocardicis.  Be- 
lated embolism  occasionally  occurs  when 
brittle,  incompletely  organized  vegetations 
break  off  from  valves  or  endocardium. 

Higher  mortality  and  incidence  of  cere- 
bral embolism  is  seen  in  patients  wherein 
diagnosis  and  treatment  were  delayed  over 
two  weeks.18 


Myocardial  Infarction19 

Neurologic  considerations  with  myocardial 
infarction  include: 

1.  Blood  pressure  drop  or  shock 

2.  Embolism 

3.  Shoulder-hand  syndrome 

A fall  in  blood  pressure  is  a common  sign 
in  myocardial  infarction.  The  rapidity  and 
extent  of  fall  are  variable  and  levels  com- 
mensurate with  critical  shock  may  occur. 
The  rapidity  and  extent  of  the  fall  of  blood 
pressure  are  the  principal  factors.  Systolic 
blood  pressure  drops  to  below  80  mm.  Hg. 
and  there  is  a sharp  diminution  of  cardiac 
output.  Such  shock  may  appear  in  as  many 
as  20  per  cent  of  cases  with  acute  myocardial 
infarction.19  Cerebral  symptoms  will  be 
common  in  this  group,  including:20 

Dizziness,  vertigo 
Restlessness,  apprehension 
Sense  of  impending  syncope 
Stupor,  coma,  syncope 
Convulsions,  focal  or  generalized 
Organic  mental  changes,  (delirium,  dementia) 
Focal  cerebral  deficits  (such  as  aphasia,  hemi- 
plegia) 

The  appearance  of  arhythmias  with  too 
rapid  or  too  slow  rates  may  compound  the 
inefficiency  of  the  myocardium  at  this 
time.20®  The  blood  supply  to  cerebral  cen- 
ters may  suffer  and  particularly  so  in  those 
with  stenotic  arteries. 

Endothelial  damage  may  adjoin  the  myo- 
cardial infarct  and  a thrombus  may  form 
within  the  ventrical  at  this  site.  These  are 
called  mural  thrombi  and  if  located  in  the 
left  ventricle  they  are  a potential  source  of 
embolism,  cerebral  or  systemic,  commonly 
appearing  between  the  seventh  and  twenty- 
eighth  day  after  coronary  occlusion.21 

The  shoulder-hand  syndrome  is  a painful 
involvement  of  the  left  upper  extremity.  It 
tends  to  make  its  appearance  during  con- 
valescence from  myocardial  infarction.  The 
condition  may  be  minor  and  limited,  con- 
fined to  the  shoulder  joint  and  hand.  It  may 
become  extensive  to  involve  the  entire  upper 
extremity  with  pain,  contracture  and  trophic 
changes.  The  average  patient  is  in  his  60’s. 
Etiologic  data  appear  to  comprise  a cluster- 
ing or  vicious  cycling  of  at  least  several  fac- 
tors, which  include  autonomic  nervous  sys- 
tem disturbances  (arising  from  the  heart  to 
affect  cervical  segments  of  the  spinal  cord, 
thence  influencing  outgoing  autonomic 
stimuli  with  resultant  hypersensitivity,  vaso- 
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constriction  and  trophic  changes),  hyper- 
trophic or  disc  disease  of  cervical  spine, 
subdeltoid  bursitis,  tenosynovitis  of  the  long 
biceps  tendon,  myositis,  shoulder  joint 
“cuff”  injury,  osteoporosis,  atrophy  of  dis- 
use, contracture,  neurotic  and  psychophysio- 
logic  reactions.19- 22 

Heart  Failure 

Advanced  generalized  circulatory  failure 
(“heart  failure”)  results  in  not  only  a re- 
duction of  volume  per  minute  flow  through 
the  brain  but  also  qualitative  biochemical 
changes  in  the  blood  due  to  insufficient  cir- 
culation to  the  endocrine  glands,  liver  and 
lungs.  Personality  changes,  delirium  (acute 
brain  syndrome),  focal  cerebral  artery  insuf- 
ficiency syndromes,  cerebral  infarction  and 
coma  may  occur  on  this  basis.23  It  is  im- 
portant to  note  that  not  every  case  of  cere- 
bral vascular  syndrome  arising  in  a setting 
of  coronary  occlusion  is  due  to  embolism. 
Congestive  heart  failure  alone  may  favor 
cerebral  artery  thrombosis.  In  some  in- 
stances infarction  may  occur  without  throm- 
bosis; rather  on  the  basis  of  reduced  cere- 
bral flood  flow  and  anoxia  distal  to  a sten- 
otic vessel  site.23a 

Rarely,  advanced  cardiac  disability  is  as- 
sociated with  noninfected  cerebral  venous 
thrombosis .24  Dehydration,  advanced  de- 

bility, generalized  infection,  right  heart 
failure  and  head  injury  may  contribute  to 
this.  The  superior  longitudinal  sinus  is 
commonly  involved  if  the  thrombosis  be- 
comes extensive.  Clinical  diagnosis  of  this 
condition  is  difficult.  Depending  on  the  ex- 
tent of  veins  or  sinuses  involved,  syndromes 
of  infarction,  convulsions  (focal  or  general- 
ized), and  increased  intracranial  pressure 
may  appear. 

The  present  popularity  of  anticoagulant 
therapy  for  coronary  disease  has  given  rise 
to  occasional  intracranial  bleeding.  Intra- 
cerebral and  subdural  bleeding  appear  more 
common25  but  one  report  of  intraspinal 
bleeding  is  noteworthy.26 

CEREBRAL  EMBOLISM 

Cerebral  embolism  may  be  accompanied 
by,  in  fact  even  masked  by,  embolism  else- 
where (as  terminal  aorta,  extremities,  gas- 
trointestinal tract,  kidney) . 

The  origins  are  as  follows : 

1.  Cardiac 

a.  Atrial  fibrillation  or  other  significant 
arhythmias  and  especially  at  change  in 
rhythm 


b.  Mitral  stenosis 

c.  Myocardial  infarction  with  mural  throm- 
bus 

d.  Bacterial  endocarditis 

e.  Cardiac  surgery  trauma 

f.  Nonbacterial  thrombotic  endocarditis 

g.  Verrucous  endocarditis  with  systemic 
lupus 

h.  Myocarditis  (mural  thrombi)  of  diverse 
types,  including  beri-berii 

i.  Endocardial  fibro-elastosis 

j.  Cardiac  tumors 

2.  Pulmonary  (via  pulmonary  vein) 

a.  Disease,  injury  or  surgery  of  lungs, 
pleura 

b.  Thrombus  in  pulmonary  veins 

3.  Arterial  (aorta,  carotids,  vertebrals) 

a.  Thrombus 

b.  Atheromatous  plaques 

c.  Complications  of  neck,  thoracic  or  ver- 
tebral trauma,  surgery,  disease  (includ- 
ing air  embolism  and  foreign  bodies) 

d.  Complications  of  arteriography 

e.  Thrombus  in  dilatation  above  coarcta- 

tion of  aorta 

4.  General 

a.  Fat  embolism 

b.  Air  embolism 

c.  Paradoxical  embolism  from  a variety  of 
sources 

d.  Hyperlipemia  (familial)? 

e.  Parasitic  infestation  (malaria,  trichina, 
schistosome,  and  so  forth) 

Cerebral  embolism  arises  most  frequently 
from  cardiac  sources : 

Mitral  stenosis 

Change  in  cardiac  rhythm  (commonly  onset  of 
atrial  fibrillation) 

Mural  thrombus  (following  coronary  thrombo- 
sis commonly) 

Subacute  bacterial  endocarditis  (young  adults 
commonly) 

With  or  following  cardiac  surgery 

The  middle  cerebral  artery  or  one  of  its 
branches  is  the  common  recipient  of  emboli. 
The  emboli  of  subacute  bacterial  endocar- 
ditis are  typically  small  and  multiple,  even 
occurring  in  “showers.” 

The  diagnosis  of  embolism  is  based  on 
clinical  and/or  pathologic  data.  Pathologic 
findings  do  not  always  corroborate  clinical 
impressions  for,  in  a number  of  instances  of 
cerebral  infarction,  anticipated  emboli  (or 
even  thrombosis)  cannot  be  found.18  We 
are  left  to  theorize  that  the  embolus  may 
have  undergone  fragmentation  (or  “dissolu- 
tion”) or  that  the  infarction  occurred  on  the 
basis  of  marked  focal  ischemia  (insuffi- 
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ciency)  and  hypoxia  due  to  stenotic  vessels 
and  diminished  cardiac  output. 

It  appears  that  fibrillation  per  se  is  not 
a common  cause  of  embolism.  Even  com- 
bined with  arteriosclerotic  heart  pathosis, 
atrial  fibrillation  may  result  in  embolization 
in  two  cases  out  of  100.lb  Combined  with 
rheumatic  heart  disease,  however,  atrial 
fibrillation  runs  an  incidence  of  25-56  em- 
bolic episodes  per  100  cases.lb  Clinically, 
embolism  may  be  confused  with  cerebral  ar- 
terial insufficiency  and  cerebral  arterial 
thrombosis.  Embolism  may  arise,  even  in 
fibrillating  patients,  from  paradoxical 
sources,  atheromatous  plaques,  and  myocar- 
dial infarction. 

Approximately  20  per  cent  of  patients 
with  rheumatic  fever  and  fibrillation  die  of 
embolism.  About  33  per  cent  of  patients 
with  myocardial  infarction  develop  left 
ventricular  mural  thrombi,  of  which  one 
half  may  disclose  cerebral  embolism. lc 

Nonbacterial  thrombotic  endocarditis  is 
usually  associated  with  wasting  or  debilitat- 
ing diseases2-3  as  carcinoma  and  heart  fail- 
ure. Migratory  phlebitis  may  accompany. 
Previously  called  cachectic,  terminal  or  mar- 
antic endocarditis,  these  lesions  are  not  in- 
variably terminal  events. 

Systemic  lupus  erythematosus  may  mani- 
fest itself  with  significant  cardiac  involve- 
ment. Endocardial  lesions  (“Libman-Sack’s 
disease”)  may  result  in  atrial  and  mural 
vegetations.  Pericarditis  often  accompa- 
nies.3’ 4- 5 

Endocardial  fibro-elastosis ,5-6  adult  form, 
is  a rare  disease  of  unknown  etiology  mani- 
fested by  proliferative  endocardial  thicken- 
ing. Cardiac  hypertrophy,  congestive  fail- 
ure, mural  thrombi  with  embolism,  conduc- 
tion disturbances  and  arrhythmias  are  com- 
mon features. 

Cardiac  tumors  may  be  metastatic  (from 
lung,  stomach,  prostate,  breast,  esophagus) 
or  rarely  primary  (fibromyxoma,  lipoma, 
rhabdomyoma).6  Those  growing  in  the  left 
atrium  or  ventricle  commonly  dispense  sys- 
temic or  cerebral  emboli.7 


Embolism  may  appear  with  pulmonary 
trauma,  or  chronic  inflammatory  disease,  or 
follow  lobectomy  or  pneumonectomy. 

Considerable  deposit  of  atheroma  may  oc- 
cur at  areas  of  stress  in  large  and  small  ar- 
teries leading  to  the  brain.  This  athero- 
matous material  may  extrude  into  the  blood- 
stream or  a plaque  may  break  off,  thus  form- 
ing emboli.  The  resulant  denuded  area 
(“ulcer”)  is  soon  covered  with  thrombus 
formation,  another  potential  source  of  em- 
boli.73 Blows,  massage,  constriction  or 
twisting  of  the  neck  may  be  sufficient  to 
precipitate  embolism  from  the  carotid  or 
vertebral  arteries.8  Cerebral  arteriography 
is  accomplished  not  without  a small  inci- 
dence of  complications  (approximately  five 
per  cent)  some  of  which  are  embolic.9 

Fat  and  air  embolism  usually  have  obvi- 
ous external  sources  and  present  a picture 
of  more  general,  diffuse  cerebral  emboliza- 
tion.10 Nontraumatic  fat  embolism  has  also 
been  described,  arising  from  fatty  liver  de- 
generation in  alcoholics  and  diabetics.  The 
exact  nature,  frequency  and  extent  of  in- 
volvement of  this  type  of  embolism  is  not 
known  as  yet.10a 

Paradoxical  embolism  concerns  emboli 
travelling  a venous  route  to  the  heart  and 
by-passing  the  pulmonary  filter  by  means 
of  abnormal  (congenital  usually)  communi- 
cation between  right  and  left  sides  of  the 
heart.  The  common  thrombophlebitis  of  the 
lower  extremity  then  may  provide  a source 
of  cerebral  embolism.11  Patients  are  usually 
age  40  or  older  and  without  prior  clues  re- 
ferable to  a patent  foramen  ovale,  since  this 
opening  is  usually  physiologically  closed  by 
higher  pressure  in  the  left  auricle  and  a 
“flap-valve”  effect.  A pulmonary  embolism 
usually  occurs  first  to  increase  pressure  in 
the  right  auricle  and  thus  open  the  foramen 
to  permit  a right-to-left  shunt. 

Hyperlipemia,  as  “essential”  and  familial 
forms,  has  been  considered  a possible  source 
of  embolism.12 

(To  Be  Concluded) 


“This  I know:  If  our  country  does  not  show  the  world,  through 
sound  fiscal  policies,  that  it  can  meet  its  obligations,  we  will  be 
headed  for  deep  trouble.  Worldwide  loss  of  faith  in  the  dollar 
would  be  a global  catastrophy.”  (Eisenhower,  Dwight  D.:  Are  We 

Headed  in  the  Wrong  Direction?  Readers  Digest,  October,  1962). 
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I ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  1,  Alliance,  Central  School 
Building 

January  5,  Lexington,  High  School  Build- 
ing 

January  19,  Wayne,  Wayne  State  Teach- 
ers College 

EIGHTH  HAHNEMANN  SYMPOSIUM  — 
Sheraton  Hotel,  Philadelphia;  December 
12-14,  1962.  For  further  information, 
write  Wilbur  W.  Oaks,  M.D.,  Director, 
Hahnemann  Medical  College  and  Hospital, 
230  N.  Broad  St.,  Philadelphia  2,  Pennsyl- 
vania. 

INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS,  27TH 
ANNUAL  SESSION  — San  Antonio,  Tex- 
ax;  Granada  Hotel;  January  28-30,  1963. 
Program  will  be  a symposium  concerning 
all  aspects  of  cancer.  Social  events  to  in- 
clude wives.  Write  Mr.  S.  E.  Cockrell, 
Jr.,  Executive  Secretary,  202  West  French 
Place,  San  Antonio  12,  Texas. 

MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion — 10 :00  a.m.,  Cornhusker  Hotel, 
Lincoln,  February  17,  1963. 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion — Cornhusker  Hotel,  Lincoln,  March 
2 and  3,  1963. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif. ; February 
27  to  March  3,  1963. 

GRADUATE  INSTRUCTIONAL  COURSE 
and  Nineteenth  Annual  Congress  Amer- 
ican College  of  Allergists  — March  24-29, 
1963;  Americana  of  New  York.  For  fur- 
ther information,  write  John  D.  Gillaspie, 
M.D.,  2141  Fourteenth  Street,  Boulder, 
Colorado. 

THIRTY-SIXTH  ANNUAL  SPRING  CON- 
GRESS IN  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY  — Gill  Memorial 
Eye,  Ear  and  Throat  Hospital,  Roanoke, 
Virginia.  April  1 through  April  5,  1963. 
The  profession  is  invited.  For  further 
information  write:  Superintendent,  P.  0. 
Box  1789,  Roanoke,  Virginia. 


POSTGRADUATE  STUDY,  ACP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Basis  for  Payment  Under  Trimester 
Calculation — 

Payment  for  obstetrical  delivery  including 
complete  ante-  and  post  partum  care  is 
authorized  under  Code  4821  of  the  Medi- 
care Manual  and  Schedule  of  Procedures, 
only  when  the  physician  has  rendered  care 
for  a minimum  of  26  weeks  before  delivery. 
When  the  patient  is  treated  for  less  than  26 
weeks,  an  allowance  is  made  under  Code 
4829  for  delivery  and  4831  for  the  ante- 
partum care.  This  allowance  is  based  on 
a trimester  calculation.  The  first  trimester 
being  the  first  14  weeks  of  pregnancy.  A 
maximum  of  2 visits  is  authorized.  The 
second  trimester  is  to  include  the  following 
13  weeks  and  a maximum  of  three  visits 
are  authorized  for  payment.  The  third  tri- 
mester consists  of  the  remaining  weeks  until 
delivery  and  four  visits  are  authorized.  How- 
ever, if  a doctor  has  not  seen  the  patient 
until  the  third  trimester,  he  may  bill  for  an 
additional  visit  to  include  a complete  phys- 
ical examination,  Code  4830,  thus  making  a 
maximum  of  five  visits  during  the  third 
trimester.  All  post  partum  care  is  con- 
sidered to  be  included  with  the  delivery  fee. 

Treatment  for  complications  arising  dur- 
ing pregnancy  is  authorized  for  both  ante- 
partum and  post  partum  care.  When  a 
Cesarean  operation  is  performed,  payment 
for  antepartum  care  will  be  allowed  under 
Code  4831. 

Injections  are  authorized,  however,  the 
physician  must  state  on  the  report  that  this 
charge  is  “at  actual  cost  to  physician.” 
Medications  such  as  tablets  or  pills,  salves, 
or  liquids  are  the  responsibility  of  the  pa- 
tient or  sponsor. 

If  a patient  should  change  physicians 
for  any  reason,  the  physician  may  bill  for 
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any  care  rendered  until  that  time  but  should 
state  the  reason  for  partial  care  on  the  claim 
form. 


Doctors  in  the  News 


Dr.  Best  . . . “Devoted  Service.” 


The  Omaha  World-Herald  for  October  15, 
1962,  has  the  following  to  say  about  Doc- 
tor R.  Russell  Best,  a recent  past  president 
of  the  NSMA,  on  the  occasion  of  his  retire- 
ment from  active  teaching: 

Dr.  Best  Closes  Out  Career  of  Teaching 
Young  Medics — 

Dr.  R.  Russell  Best,  who  first  joined  the 
faculty  in  1924,  has  resigned  as  an  active 
teacher  at  the  University  of  Nebraska  Col- 
lege of  Medicine. 

In  accepting  his  resignation  Monday,  uni- 
versity regents  said  Dr.  Best  will  continue 
in  the  active  practice  of  medicine. 

Dr.  Best  has  compiled  a distinguished 
record  in  medical  and  community  affairs. 

A 1920  gradutae  of  the  University  of  Ne- 
braska, he  received  his  medical  degree  from 
Harvard  in  1922. 

After  joining  the  Nebraska  faculty  in 
1924,  he  took  added  training  in  surgery  in 
this  country  and  in  Germany.  He  re-joined 
the  faculty  in  1928  and  was  appointed  Pro- 
fessor of  Surgery  in  1948. 

During  World  War  II  he  was  chief  sur- 
geon of  the  Seventh  Station  Hospital  in 


Oran,  North  Africa.  The  French  Govern- 
ment awarded  him  the  Legion  of  Merit. 

In  succeeding  years  he  helped  organize 
the  Red  Cross  blood  program,  was  president 
of  the  Nebraska  Medical  Association  in  1957 
and  chairman  of  United  Community  Services 
Health  Council  in  1960. 

He  was  a senior  surgeon  consultant  to  the 
Veterans  Administration. 

He  also  organized  the  medical  division  of 
the  Disaster  and  Civil  Defense  program  of 
Omaha  and  Douglas  County. 

Dr.  Best  currently  is  attending  a meet- 
ing of  the  American  College  of  Surgeons  in 
Atlantic  City,  N.  J.,  an  organization  which 
he  helped  found. 

Said  Dr.  J.  Perry  Tollman,  dean  of  the 
College  of  Medicine: 

He  has  distinguished  himself  by  his  deep 
interest  in  the  thousands  of  medical  students 
who  were  exposed  to  his  teaching. 

“His  years  of  devoted  volunteer  service 
to  this  college  exemplify  the  great  contribu- 
tion that  can  be  made  by  the  practicing 
physician  to  the  education  of  the  medical 
student.” 

Dr.  Best  will  hold  the  rank  of  Professor 
Emeritus. 


From  the  David  City  Banner-Press  we 
have  the  following  about  the  retirement  of 
one  of  our  oldtimers,  Doctor  0.  E.  Long- 
acre  : 

A physician  who  has  spent  nearly  43  years 
caring  for  the  medical  needs  of  the  Rising 
City  community,  Dr.  0.  E.  Longacre,  was 
honored  Sunday  evening  by  residents  of 
the  community. 

About  125  persons  attended  the  covered 
dish  supper  at  the  First  Methodist  Church, 
paying  tribute  to  the  doctor  who  will  leave 
Oct.  15  to  make  his  home  at  the  Soldiers 
and  Sailors  Home  in  Grand  Island. 

The  Rev.  Elmer  Shaw,  pastor  of  the 
Methodist  Church,  presented  a gift  to  Dr. 
Longacre  from  his  congregation,  and  the 
Rev.  Loyal  E.  Mortensen,  pastor  of  First 
English  Lutheran  Church,  presented  a mone- 
tary gift  from  members  of  his  congregation. 
Other  individual  gifts  also  were  given  him 
during  the  evening. 
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Dr.  Longacre  noted  in  his  brief  talk  that 
he  had  come  to  Rising  City  in  January,  1920, 
and  had  experienced  the  “ups  and  downs” 
in  the  community  along  with  the  other  resi- 
dents. He  said  he  was  well  satisfied  with 
the  life  of  a country  doctor  living  in  a small 
town. 

Also,  as  he  reflected  on  his  impending  de- 
parture from  the  community  and  his  retire- 
ment from  practice,  he  commented  he  was 
thankful  that  he  was  still  able  to  walk 
around  and  that  his  vision  and  hearing  are 
good. 

In  the  audience  which  heard  his  remarks 
were  an  untold  number  of  the  estimated 
2,000  babies  which  he  has  delivered  in  the 
community  during  his  years  of  practice. 

Dr.  Longacre  is  a native  of  Dodge  county, 
and  he  moved  with  his  family  to  Lincoln 
in  1899.  During  the  Philippine  Insurrec- 
tion he  served  two  years  in  the  armed 
forces. 

He  attended  the  University  of  Nebraska, 
and  then  went  to  the  University  of  Mary- 
land for  his  medical  education,  following 
which  he  began  the  practice  of  medicine 
in  Loup  City,  where  he  remained  for  10 
years. 

During  World  War  I he  served  with  the 
armed  forces  in  the  United  States  and  Eu- 
rope for  2^/2  years. 


Human  Interest  Tales 

Dr.  Jules  A.  Slunicko  has  opened  a new 
medical  office  in  Ralston. 

Dr.  John  Worthman  has  joined  his  father, 
Dr.  Herbert  Worthman,  in  practice  in  Louis- 
ville. 

Dr.  H.  A.  McConahay,  Holdrege,  has  been 
named  president  of  the  Nebraska  Heart  As- 
sociation. 

Mrs.  Ray  Wycoff,  Lexington,  was  hostess 
for  the  September  meeting  of  the  Dawson 
County  Medical  Auxiliary. 

Dr.  Theodore  R.  Pfundt,  Omaha,  spoke 
at  a regional  meeting  of  the  National  Foun- 
dation in  Denver  during  October. 

Dr.  R.  A.  Youngman,  Ceresco,  was  hon- 
ored with  an  open  house  sponsored  by  the 
Ceresco  Boosters  Club  in  October. 


Dr.  Harold  Neu,  Omaha,  attended  a con- 
ference on  arthritis  at  the  Warm  Springs 
Foundation  in  Georgia  during  October. 

Dr.  and  Mrs.  R.  Norton  were  honored 
by  the  civic  organizations  of  Yutan,  with 
an  open  house  on  Sunday,  September  30th. 

Dr.  L.  D.  James  spoke  on  changes  in 
obstetrics  in  recent  years  at  the  October 
meeting  of  the  Registered  Nurses  Associa- 
tion. 

Dr.  Karl  M.  Forster  has  been  named  as 
the  new  medical  director  at  the  Soldiers  and 
Sailors  Home  succeeding  the  late  Dr.  M.  O. 
Arnold. 

The  Adams  County  Medical  Society  and 
the  Adams  County  Dental  Society  and  their 
Auxiliaries  met  together  during  the  month 
of  October. 

Dr.  and  Mrs.  Raymond  P.  Carroll,  Laurel, 
have  been  awarded  papal  honors  according 
to  an  announcement  from  Archbishop  Ber- 
gan  of  Omaha. 

Dr.  Cecil  Wittson,  director  of  the  Ne- 
braska Psychiatric  Institute,  has  been  ap- 
pointed to  the  National  Advisory  Mental 
Health  Council. 

Dr.  Harry  Henderson,  Omaha,  addressed 
parents  and  high  school  youth  at  a session 
of  the  Youth-Parent  Seminar  held  in  Te- 
kamah  in  October. 

Dr.  Mary  J.  Henn,  Omaha,  was  honored 
by  the  Omaha  Business  and  Professional 
Women’s  Club  as  Omaha’s  “Outstanding 
Woman  of  the  Year.” 

Dr.  and  Mrs.  E.  G.  Brillhart,  Columbus, 
attended  the  district  meeting  of  the  Amer- 
ican College  of  Obstetrics  and  Gynecology, 
in  Minneapolis,  during  October. 

Dr.  O.  A.  Kostal,  Hastings,  spoke  at  the 
annual  membership  dinner  and  meeting  of 
the  Mary  Lanning  Memorial  Hospital  Wom- 
en’s Auxiliary  during  October. 

Drs.  Charles  F.  Heider  Jr.,  North  Platte, 
Louis  E.  Hanisch  Jr.,  and  Barney  B.  Rees, 
Omaha,  were  inducted  as  new  fellows  of 
the  American  College  of  Surgeons  in  Octob- 
er. 

Drs.  Neal  B.  Davis  and  Edward  M.  Mala- 
shock,  Omaha,  were  in  Mexico  City  attend- 
ing the  south  central  section  meeting  of 
the  American  Urological  Association  in 
October. 
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Dean  J.  Perry  Tollman,  Omaha,  and 
Dean  Richard  Egan,  Omaha,  attended  the 
meeting  of  the  Association  of  American 
Medical  Colleges  in  Los  Angeles  during 
October. 

Dr.  J.  Perry  Tollman,  Omaha,  attended 
the  annual  Association  of  American  Medical 
Colleges  meeting  in  Los  Angeles  and  was 
guest  speaker  at  a University  of  Nebraska 
College  of  Medicine  Alumni  dinner. 


Announcements 

Doctors  Invited  to  Submit  Papers  for 
A.M.A.  Atlantic  City  Meeting — 

CHICAGO  — The  Council  on  Scientific 
Assembly  invites  physicians  to  submit  titles 
and  brief  abstracts  of  scientific  papers  they 
wish  to  deliver  at  the  1963  annual  meeting 
of  the  American  Medical  Association,  which 
will  be  held  in  Atlantic  City,  June  16-20. 
The  deadline  is  December  15. 

“We  would  like  to  receive  as  many  titles 
and  abstracts  as  possible,”  said  Council  Sec- 
retary George  R.  Meneely,  “because  in  that 
way  we  have  better  selection  and  this,  in 
turn,  assures  a more  timely  and  better 
scientific  program.” 

Physicians  who  wish  to  participate  in  the 
Atlantic  City  scientific  program  and  desire 
information  are  invited  to  write  to:  Dr. 

George  R.  Meneely,  Secretary,  Council  on 
Scientific  Assembly,  American  Medical  As- 
sociation, 535  North  Dearborn  St.,  Chicago 
10,  111. 

New  Small  Plant  Occupational  Health 
Guide  Available — 

The  greatest  need  in  the  occupational 
health  field  is  acknowledged  by  many  to  be 
the  provision  of  occupational  health  services 
to  workers  in  plants  with  fewer  than  500 
employees. 

The  Council  on  Occupational  Health  of 
the  American  Medical  Association  has  pre- 
pared a guide  to  help  the  physician  advise 
management  and  to  help  him  participate  in 
the  organization  and  operation  of  a small 
plant  occupational  health  program. 

The  guide  entitled  “Guide  to  Small  Plant 
Occupational  Health  Programs,”  published 
in  the  October  1962  issue  of  the  Archives 
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of  Environmental  Health,  deals  with  the  fol- 
lowing areas: 

1.  Relationship  between  the  physician 
and  management 

2.  Ethical  Considerations 

3.  Costs 

4.  Activities,  including  the  following: 

a.  Maintenance  of  a healthful  en- 
vironment 

b.  Health  examinations 

c.  Diagnosis  and  treatment 

d.  Immunization  programs 

e.  Health  education  and  counseling 

f.  Medical  records 

5.  Staffing  and  organization 

6.  Facilities  and  equipment 

A suggested  reading  list  is  included. 

The  guide  should  be  of  great  help  to  phy- 
sicians and  to  representatives  of  manage- 
ment in  the  development  of  sound  occupa- 
tional health  programs. 

Single  copies  of  the  guide  are  available 
without  charge  from  the  Department  of 
Occupational  Health,  American  Medical  As- 
sociation, 535  N.  Dearborn  Street,  Chicago 
10,  Illinois. 

W.  B.  Saunders  Company  Announces 
$15,000  Writing  Fellowship  Grant — 

To  mark  its  75th  Anniversary  in  1963, 
The  W.  B.  Saunders  Company,  medical  and 
scientific  publishers,  are  making  available 
$15,000  for  an  unusual  medical  writing 
award.  A distinguished  committee  will 
select  the  grantee. 

The  purpose  of  this  grant  is  to  provide 
financially  for  a year’s  leave  of  absence 
for  a distinguished  investigator  who: 

1.  Has  been  doing  fruitful  and  signif- 
icantly important  biomedical  labora- 
tory research  over  the  past  several 
years. 

2.  Would  like  to  have  time  for  thought 
and  for  preparation  of  his  work  in 
monographic  form. 

The  recipient  of  the  award  will  not  have 
to  agree  to  publish  his  monograph  with  the 
Saunders  Company  and  will  be  free  to  write, 
instead  of  a book,  a series  of  journal  articles 
reviewing  his  research. 
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Areas  of  research  in  the  medical  sciences 
and  clinical  medicine  which  are  acceptable 
for  award  consideration  are  extremely  broad 
with  a preference  for  those  which  could  be 
translated  into  clinical  usefulness  within  the 
foreseeable  future.  The  investigator  should 
be  a resident  of  the  Americas;  but  he  may 
be  doing  or  have  done  his  laboratory  work 
outside  the  Western  Hemisphere. 

Applications  for  the  Saunders  Writing 
Award  may  be  submitted  in  an  informal 
style  to  the  Chairman  of  the  Selection  Com- 
mittee. The  investigator  should  indicate 
briefly  the  character  of  his  research  and 
where  it  has  been  pursued,  along  with  a 
short  resume  of  his  scientific  background 
and  a bibliography  of  his  important  papers. 

Applications  should  be  submitted  between 
January  1,  1963,  and  May  1,  1963,  directly 
to  Dr.  Robert  F.  Loeb,  care  of  W.  B.  Saun- 
ders Company,  West  Washington  Square, 
Philadelphia  5,  Pa.  A decision  on  the  award- 
winner  will  be  reached  by  August  1,  1963, 
and  the  recipient  notified.  Formal  presen- 
tation will  be  made  at  an  award  dinner  in 
October,  1963. 

Employability  After  Psychiatric  Illness — 

The  Committee  on  Mental  Health  in  In- 
dustry, of  the  American  Medical  Association 
has  recently  published  a “Guide  for  Evaluat- 
ing Employability  after  Psychiatric  Illness.” 
( J.A.M.A.  181:1086,  Sept.  22,  1962).  This 
guide  has  been  approved  by  the  Council  on 
Occupational  Health  and  by  the  Council  on 
Mental  Health.  This  should  be  very  helpful 
to  any  physician  faced  with  decisions  in- 
volving patients  of  this  class. 

Homicide,  Suicide,  and  Medico-Legal 
Aspects  of  Psychiatry — 

“Homicide  and  Suicide,  and  the  Medico- 
Legal  Aspects  of  Psychiatry”  will  be  the 
subject  of  the  ninth  quarterly  post-grad- 
uate seminar  on  psychiatric  problems  for 
the  family  physician  to  be  held  Sunday, 
January  27,  at  the  Neurological  Hospital 
in  Kansas  City,  Missouri. 

These  seminars  are  presented  by  the 
Kansas  City  Academy  of  General  Practice 
in  cooperation  with  the  Western  Missouri 
District  Branch  of  the  American  Psychiatric 
Association. 

These  seminars  have  been  granted  Cat- 


egory I credit  by  the  Amercian  Academy 
of  General  Practice. 

The  seminars  start  at  2 :00  P.M.  and,  with 
an  early  evening  break  for  refreshments,  are 
concluded  by  8:00  P.M. 

All  interested  physicians  are  invited  to 
attend,  and  those  residing  outside  the  imme- 
diate Kansas  City  area  who  wish  to  be  ad- 
vised further  of  this  and  future  seminars 
are  asked  to  send  their  names  and  addresses 
to:  GP  Program,  Neurological  Hospital, 

2625  West  Paseo,  Kansas  City  8,  Missouri. 

1963  Prize  Essay  Contest — 

The  Council  on  Undergraduate  Medical 
Education  of  the  American  College  of  Chest 
Physicians  offers  three  cash  awards  to  be 
given  annually  for  the  best  contribution  pre- 
pared by  undergraduate  medical  students 
on  any  phase  of  the  diagnosis  and/or  treat- 
ment of  chest  diseases  (heart  or  lungs). 

The  first  prize  will  be  $500;  second  prize 
will  be  $300;  and  third  prize,  $200.  Each 
winner  will  also  receive  a certificate  of  mer- 
it. 

The  winning  contributions  will  be  selected 
by  a committee  of  chest  specialists  and  will 
be  announced  at  the  29th  Annual  Meeting 
of  the  American  College  of  Chest  Physicians 
to  be  held  in  Atlantic  City,  June  13-17,  1963. 
All  manuscripts  become  the  property  of  the 
American  College  of  Chest  Physicians. 

1.  Complete  the  official  application  form  in 
duplicate,  have  original  copy  signed  by  the 
dean  of  the  medical  school,  and  return  or- 
iginal copy  at  once  to  College  offices. 

2.  Five  copies  of  the  manuscript,  typewritten 
in  English  (double  spaced)  should  be  sub- 
mitted to  the  College  offices  in  Chicago 
not  later  than  April  1,  1963. 

3.  The  only  means  of  identification  of  the  au- 
thor shall  be  a motto  or  other  device  on 
the  title  page.  A sealed  envelope  bearing 
the  same  motto  on  the  outside  and  en- 
closing the  name  and  address  of  the  au- 
thor must  accompany  the  essay. 

It  is  suggested  that  applicants  study  the 
format  of  the  College  journal,  Diseases  of 
the  Chest,  to  guide  them  in  the  preparation 
of  the  essay. 

The  official  application  form,  sample 
copies  of  the  journal,  and  additional  informa- 
tion may  be  secured  by  writing  Mr.  Murray 
Kornfeld,  Executive  Director,  American  Col- 
lege of  Chest  Physicians,  112  E.  Chestnut 
St.,  Chicago  11,  Illinois. 
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News  and  Views 

Blue  Shield  . . . Big  Business — 

CHICAGO,  OCTOBER  24,  1962  . . . More 
than  $476,900,000  was  paid  out  for  surgical- 
medical  care  rendered  to  members  by  the  75 
Blue  Shield  Plans  located  in  North  America 
during  the  first  six  months  of  1962,  the  Na- 
tional Association  of  Blue  Shield  Plans  an- 
nounced here  today. 

“The  $476,926,917  paid  to  the  medical 
profession  represented  a record  high  for  a 
six-month  period,  and  exceeded  the  1961 
figure  for  a comparable  period  by  more  than 
$60,000,000,”  John  W.  Castellucci,  executive 
vice  president  of  the  national  association, 
stated. 

“The  record  payment  represented  more 
than  91  per  cent  of  the  total  income  of  the 
Blue  Shield  Plans,”  Mr.  Castellucci  report- 
ed. At  the  same  time,  the  Plans  devoted 
approximately  nine  per  cent  of  total  income 
during  the  first  six  months  to  administra- 
tive expenses. 

In  its  report,  the  national  association 
pointed  out  that  the  Plans  paid  out  more  in 
the  first  six  months  of  1962  than  in  the 
entire  year  of  1956. 

Help  for  Earthquake  Victims — 

Over  $210,000  worth  of  drugs  was  con- 
tributed by  member  firms  of  the  Pharma- 
ceutical Manufacturers  Association  for  vic- 
tims of  last  month’s  disastrous  earthquake 
in  Iran. 

The  drugs,  consisting  of  a variety  of  anti- 
biotics, sedatives,  antiseptics,  and  vitamins, 
were  donated  in  response  to  an  emergency 
appeal  from  the  American  Red  Cross  on 
Labor  Day.  More  than  7,500  were  reported 
dead  and  60,000  to  70,000  were  left  home- 
less in  the  wake  of  the  disaster. 

New  Director  of  A.M.A.’s  Scientific 
Division  Announced — 

Hugh  H.  Hussey,  M.D.,  dean  of  George- 
town University  School  of  Medicine,  Wash- 
ington, D.C.,  and  chairman  of  the  American 
Medical  Association’s  Board  of  Trustees, 
has  been  appointed  director  of  the  AMA’s 
Division  of  Scientific  Activities. 

Dr.  Hussey’s  appointment  was  announced 
today  by  F.  J.  L.  Blasingame,  M.D.,  exec- 
utive vice  president  of  the  AMA. 


Dr.  Hussey,  a native  of  Washington,  D.  C., 
and  a graduate  of  the  medical  school  of 
which  he  is  dean,  will  resign  from  the 
Board  of  Trustees  later  this  year  and  as- 
sume his  new  duties  in  1963  at  such  time 
as  he  can  be  relieved  of  his  responsibilities 
as  dean,  Dr.  Blasingame  said. 

As  director  of  the  AMA  Division  of  Scien- 
tific Activities,  Dr.  Hussey  will  administer 
the  programs  of  seven  departments  with 
more  than  130  employees  and  an  annual 
budget  in  excess  of  $2,000,000.  These  de- 
partments include  Foods  and  Nutrition, 
Drugs,  Medical  Physics  and  Rehabilitation, 
Medical  Education  and  Hospitals,  Nursing, 
Scientific  Assembly  and  Advertising  Eval- 
uation. 

Rheumatism  Association  Met — 

On  Saturday,  November  10,  the  Nebraska 
Rheumatism  Association  held  its  Annual 
Meeting,  at  the  Town  House,  in  Omaha. 
President  Robert  P.  Heaney  presided.  The 
afternoon  was  highlighted  by  a discussion 
on  Pathophysiology  of  Gout,  by  Jarvis  E. 
Seegmiller,  M.D.,  Assistant  Scientific  Direc- 
tor, National  Institutes  of  Arthritis  and 
Metabolic  Diseases,  National  Institutes  of 
Health,  Bethesda,  Maryland.  After  the  aft- 
ernoon Coffee  Break  there  was  an  interest- 
ing panel  discussion  on  arthritis  therapy. 
Those  participating  were  Drs.  Seegmiller, 
Ziff,  Neu,  and  Hamsa. 

Research  of  Nebraskan  Cited — 

Research  on  effects  of  heavy  meals  given 
to  athletes  before  the  game  as  compared  with 
liquid  foods  that  pass  through  the  stomach 
quickly,  was  first  reported  from  the  Student 
Health  Department  of  the  University  of  Ne- 
braska by  K.  D.  Rose  in  our  Journal  (Ne- 
braska M.J.  45:575,  Dec.,  1960).  The  in- 
formation contained  in  this  article  has  been 
utilized  by  Mead  Johnson  Laboratories  to 
produce  a booklet  entitled  “The  Liquid  Pre- 
Game  Regimen,”  and  to  suggest  the  use 
of  their  “Sustagen”  as  the  liquid  diet. 

Upjohn  Releases  Anti-Cancer  Drug  for 
Use  in  Some  Blood  Disorders — 

A chemical  compound  related  to  the  nitro- 
gen-mustard family  of  anti-cancer  drugs  has 
been  released  commercially  for  use  by  phy- 
sicians in  the  treatment  of  certain  types 
of  cancer,  officials  of  The  Upjohn  Company 
announced  today. 
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The  drug,  Uracil  Mustard,  has  been  under 
investigation  for  over  four  years.  It  is  by 
no  means  a cure-all,  Upjohn  researchers  cau- 
tion, and  its  usefulness  is  limited. 

It  appears  to  have  particular  value,  how- 
ever, in  certain  cancerous  disorders  of  white 
blood  cell  forming  tissue  such  as  chronic 
leukemia  and  Hodgkin’s  disease,  and  oc- 
casionally in  the  treatment  of  some  solid 
tumors.  Unfortunately,  it  is  not  indicated 
for  patients  with  acute  leukemia. 

Joint  Blood  Council  Dissolves — 

Having  successfully  achieved  its  major 
goal  of  coordination  the  Joint  Blood  Council, 
Inc.,  is  being  dissolved. 

Within  the  past  seven  years  a national 
peacetime  blood  program  of  major  signif- 
icance has  been  worked  out  under  the  lead- 
ership of  the  Council.  The  impetus  created 
by  the  Joint  Blood  Council’s  Member  Insti- 
tutions in  this  venture  assures  that  blood 
and  its  derivatives  will  be  readily  available 
in  the  future  for  all  who  need  them. 

Early  in  1955  the  American  Medical  As- 
sociation joined  with  the  American  National 
Red  Cross,  the  American  Hospital  Associa- 
tion, the  American  Association  of  Blood 
Banks,  and  the  American  Society  of  Clinical 
Pathologists  in  forming  the  Joint  Blood 
Council,  a non-profit  professional  service 
organization  which  was  urgently  needed  to 
coordinate  the  existing  national  interests 
in  blood.  Since  that  time  the  Joint  Blood 
Council  has  a remarkable  list  of  accomplish- 
ments, some  of  which  are  briefly  identified 
in  the  attached  statement. 

BRIEF  REPORT  ON  ACCOMPLISHMENTS 
OF  THE  JOINT  BLOOD  COUNCIL,  Inc. 

Corporation  formed  March  1955. 

Office  established  November  1,  1955,  in  Wash- 
ington, D.C. 

1.  Encouraged  the  retention  of  industrial  blood 
fractionation  plants  — as  a national  defense  meas- 
ure. 

2.  Stimulated  and  advised  on  research  especial- 
ly in  relation  to  prolonging  red  blood  cell  life  and 
elimination  of  infectious  hepatitis  virus  from  blood 
transfusions. 

3.  Maintained  liaison  with  federal,  quasi-govern- 
mental,  and  other  national  agencies’  blood  programs. 

4.  Published  and  distributed  three  editions  of 
“Standards  for  a Blood  Transfusion  Service,”  a basic 
document  for  accrediting  blood  banks. 

5.  Established,  published,  and  distributed  three 
biennial  editions  of  a “Directory  of  Blood  Trans- 
fusion Facilities  and  Services,”  the  1962  edition  list- 
ing of  4578. 


6.  Conducted  the  first  comprehensive  survey  of 
blood  handling  institutions  and  published  the  find- 
ings in  a report  “The  Nation’s  Blood  Transfusion 
Facilities  and  Services.” 

7.  Surveyed  all  blood  facilities  and  published  the 
first  authoritative  national  blood  utilization  and 
collection  report. 

8.  Encouraged  and  served  as  catalytic  agent  for 
the  establishment  of  a cooperative  agreement  be- 
tween the  American  Red  Cross  and  the  American 
Association  of  Blood  Banks  for  national  exchange 
of  blood  and  blood  credits. 

9.  Surveyed  and  analyzed  existing  blood  assur- 
ance programs. 

10.  Provided  organization  for  arbitration  of  dis- 
putes between  blood  banks. 

11.  Designed  and  displayed  an  exhibit  on  the  or- 
ganization before  many  national  conventions. 

12.  Created,  published,  and  distributed  approxi- 
mately 35,000  copies  of  a Basic  Criteria  for  Blood 
Transfusion  and  Transfusion  Review  Program. 

13.  Published  a news  bulletin  “Council  News 
Briefs.” 

14.  Encouraged  a study  of  and  published  a re- 
port on  Medicolegal  Problems  in  Blood  Transfu- 
sions. 


Tell  the  People:  Dr.  Annis — 

The  medical  profession  in  the  United 
States  has  been  so  busy  keeping  up  with 
the  scientific  advances  in  medicine  and 
bringing  the  best  of  medical  care  to  patients 
that  others  have  had  an  opportunity  to  cre- 
ate a false  image  of  the  medical  profession 
in  this  country,  declared  Edward  R.  Annis, 
M.D.,  of  Miami,  Fla.,  president-elect  of  the 
American  Medical  Association,  in  an  address 
to  the  International  College  of  Surgeons  at 
its  13th  biennial  international  congress. 

“We  must  go  to  the  people  and  tell  them 
things  that  they  do  not  know,”  said  Dr. 
Annis.  “As  Thomas  Jefferson  said,  ‘Given 
the  facts,  people  make  sound  judgements.’ 

“We  must  explain  to  the  public  why  med- 
icine costs  so  much.  People  do  not  want 
horse-and-buggy  transportation  and  they  do 
not  want  horse-and-buggy  medicine  either. 
We  need  money  if  we  are  going  to  prac- 
tice good  medicine.  How  many  people  real- 
ize that  across  this  nation,  out  of  every  $100 
paid  to  a hospital  for  its  bill,  more  than  $70 
goes  for  labor?  This  $70  includes  the  cost 
of  nurses,  technicians,  people  who  keep  the 
hospital  clean,  and  other  employees.  How- 
ever, the  doctors  are  not  included  in  this 
cost.  Nor  does  this  figure  include  the  drugs 
or  equipment. 

“The  drug  industry  spends  more  than 
$100,000,000  annually  for  research,  and  no 
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other  industry  in  this  country  spends  that 
much.  It  must  be  emphasized  that  for  every 
thousand  products  researched  by  the  drug 
industry  only  40  or  50  reach  a marketable 
stage.  Because  I am  a physician  who  start- 
ed practicing  medicine  before  the  days  of 
the  wonder  drugs,  I know  their  real  value. 
As  doctors,  we  have  an  understanding  of 
the  worth  of  these  drugs.  We  can  do  so 
much  more  with  these  drugs  today  than  we 
could  with  the  drugs  available  to  us  15  years 
ago.  All  of  this  means  progress.  Of  course, 
it  also  means  greater  costs.” — The  Pennsyl- 
vania Medical  Journal. 

Medicine  As  a Career — 

» According  to  a recent  Gallup  Poll,  med- 
icine still  topped  all  other  professions  as  the 
best  field  for  young  people  to  enter.  Re- 
viewed in  The  Journal  of  the  Michigan  State 
Medical  Society,  the  Poll  asked  as  part  of 
the  nationwide  survey,  which  of  nine  pro- 
fessions they  would  first  recommend  to  their 
young  men  seeking  a career.  Twenty-three 
per  cent  of  those  who  responded  listed  med- 
icine as  the  “best”  profession,  eighteen  per 
cent  favored  engineering,  and  twelve  per 
cent  gave  teaching  as  their  first  choice. 

An  identical  survey  made  nine  years  ago 
indicated  that  medicine  stood  in  first  place 
as  the  most  desirable  choice,  with  twenty- 
nine  per  cent  of  those  responding  placing 
it  first,  in  contrast  to  medicine  occurring 
as  first  choice  among  only  twenty-three  per 
cent  this  year. 

Senior  Medical  Students  Join  Army — 

One  hundred  and  two  medical  - school 
seniors  are  currently  attending  medical 
schools  throughout  the  United  States  and 
Puerto  Rico  under  the  Army  Senior  Medi- 
cal Student  Program. 

The  program,  which  has  increased  by  34 
students  since  last  year,  provides  full  pay 
and  allowances  to  medical  students  in  their 
senior  year,  and  also  furnishes  the  Army 
Medical  Service  with  potential  career  offi- 
cers. 

To  become  eligible,  a student  must  not 
have  passed  the  age  of  30  prior  to  date  of 
appointment,  and  must  have  successfully 
completed  his  junior  year  of  medical  school. 
He  will  then  be  commissioned  as  a lieuten- 
ant in  the  Medical  Service  Corps  Reserve, 
and  will  serve  in  this  capacity  during  his 
final  year  of  medical  school. 


Concurrent  with  graduation  from  medical 
school,  the  student  will  be  appointed  as  a 1st 
lieutenant  in  the  Medical  Corps  with  an  ob- 
ligation to  participate  in  the  National  Intern 
Matching  Program.  In  addition,  he  must 
serve  on  active  duty  for  three  years  imme- 
diately following  military  or  civilian  intern- 
ship. 

Participants  who  are  not  matched  for  an 
Army  internship  are  released  from  active 
duty  for  one  year  to  allow  them  to  complete 
a civilian  internship,  and  are  then  recalled 
to  active  duty  for  three  years  at  the  end 
of  the  12-month  period. 

The  Navy  and  Air  Force  have  similar  pro- 
grams. 

Medical  Journals  Favored  by  Physicians — 

A variety  of  communication  channels 
serve  physicians  in  their  continuing  educa- 
tion. A survey  of  physicians  reported  in 
Patterns  of  Disease  asked  which  medium  of 
communication  was  considered  most  effec- 
tive. More  than  5,000  physicians  respond- 
ed to  the  survey  and  forty  per  cent  indicated 
a preference  for  publications  such  as  jour- 
nals and  books.  Courses  of  a postgrad- 
uate character  were  preferred  by  twenty- 
three  per  cent  and  nineteen  per  cent  found 
their  most  effective  way  of  learning  to  be 
by  discussion  with  colleagues. 

The  same  publication  concludes  that 
should  a physician  wish  to  read  all  of  the 
physiologic  literature  published  in  1960,  it 
would  take  him  three  years  and  161  days 
assuming  that  he  read  at  the  rate  of  one 
page  every  2 minutes  during  an  eight-hour 
day. 

The  Diabetic  Person  and  Employment — 

The  diabetic  individual,  who  in  1920  would 
lack  the  endurance  to  work,  is  now  capable 
of  performing  in  any  type  of  mental  or 
physical  work  with  the  exception  of  jobs 
where  the  occurrence  of  hypoglycemic  epi- 
sodes would  be  hazardous.  This  significant 
change  in  the  ability  of  the  individual  with 
diabetes  is  the  result  of  improved  treat- 
ment. An  editorial  in  the  Journal  of  the 
Michigan  State  Medical  Society  notes  that 
in  recent  years  diabetics  have  been  able 
to  find  employment  in  most  occupations. 

Surveys  have  been  conducted  in  several 
localities  to  determine  the  attitudes  of  em- 
ployers toward  the  hiring  of  a diabetic  per- 
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son.  The  United  States  Civil  Service  at  one 
time  would  not  accept  diabetics  but  now  lists 
1200  categories  in  which  diabetics  can  be 
employed.  Several  large  corporations  have 
published  detailed  studies  of  their  exper- 
ience with  the  employment  of  persons  with 
this  disease.  The  general  policy  appears 
to  favor  the  employment  of  diabetics  without 
discrimination,  providing  the  disease  con- 
tinues under  medical  supervision  and  is  con- 
trolled in  a satisfactory  manner. 

It  is  not  unusual  for  a clear  distinction 
to  be  made  between  the  well  controlled  dia- 
betic and  the  uncontrolled  diabetic  who  is 
not  under  direct  medical  supervision.  The 
poor  performance  of  the  uncontrolled  dia- 
betic is  apparently  not  counted  as  a blanket 
indictment  against  diabetics  in  general.  Dia- 
betics compromise  one  or  two  per  cent  of 
the  population  and  are  thus  a sizeable  and 
important  minority  group  who,  as  indivi- 
duals, differ  from  each  other  just  as  do 
nondiabetics.  Most  will  prove  to  be  desir- 
able employees.  It  is  not  unreasonable  to 
refuse  employment  to  those  whose  disease 
is  not  well  controlled. 


Know  Your 
Blue  Shield  Plan 


more  money  in  the  course  of  a year  than  do 
the  75  Blue  Shield  Plans,  it  is  Blue  Shield 
that  has  set  the  pace  and  established  benefit 
patterns  and  fee  schedules  at  levels  that  will 
substantially  protect  the  patient  and  rea- 
sonably compensate  his  doctor. 

What  has  medicine  invested  in  Blue 
Shield?  For  the  past  25  years,  thousands  of 
dedicated  doctors  have  given  lavishly  of  their 
time  and  energy  as  trustees,  directors  and 
committee  members  in  their  local  Plans. 
Thousands  more  supported  their  efforts  by 
providing  services  under  arrangements 
which,  in  the  early  days,  represented  a sub- 
stantial contribution  to  the  Blue  Shield  pro- 
gram as  well  as  to  the  welfare  of  their 
patients  and  the  freedom  of  our  medical 
care  system. 

And  this  investment  is  paying  off,  in 
benefits  vastly  more  important  than  even 
the  billion  dollars  worth  of  medical  services 
it  is  underwriting  this  year. 

Medicine’s  investment  in  Blue  Shield  is 
paying  off  as  a solid  demonstration  of  the 
ability  of  physicians  — working  together 
with  labor,  industry  and  community  leaders 
— to  solve  the  social  and  economic  problems 
of  modern  medicine  without  recourse  to 
government.  It’s  paying  off  as  a strong 
and  versatile  instrument  by  which  medicine 
can  continue  to  guide  the  economy  of  med- 
icine in  the  days  ahead. 


Medicine’s  Investment  in  Blue  Shield — 

In  the  first  six  months  of  1962,  75  Blue 
Shield  Plans  paid  for  nearly  a half  billion 
dollars  worth  of  professional  services  that 
were  rendered  for  those  of  the  50  million 
Blue  Shield  members  who  needed  such  med- 
ical services  in  that  period.  At  its  present 
rate  of  growth,  Blue  Shield  will  probably 
pay  physicians  more  than  one  billion  dol- 
lars in  1962. 

By  any  measuring  stick,  Blue  Shield  is 
a major  factor  — probably  a dominant  fac- 
tor — in  the  medical  economy  today.  And 
it  is  the  one  operative  factor  which  is  con- 
trolled by  the  profession.  The  Blue  Shield 
program  is  the  only  program  that  reflects 
medicine’s  ideas  as  to  how  a prepayment 
plan  should  be  operated,  what  services  it 
should  cover,  on  what  terms,  and  with  what 
provisions  for  reimbursement  of  the  physi- 
cian’s services. 

While  the  several  hundred  commercial 
accident  and  health  insurance  companies, 
in  aggregate,  cover  more  people  and  pay  out 


The  Woman's  Auxiliary 

Now  that  the  election  is  over,  it  is  time 
to  wish  all  of  you  happiness,  peace  on  earth, 
blessings  and  the  joy  untold  that  dwells  be- 
neath the  Christmas  star. 

Mrs.  R.  B.  Rundquist  of  Columbus,  your 
president  elect  and  I attended  the  fall  con- 
ference in  Chicago,  September  30  through 
October  3.  Mrs.  Rundquist  will  make  a 
complete  report  of  this  meeting  in  a com- 
ing issue  of  the  Nebraska  State  Medical 
Journal. 

It  has  been  a real  pleasure  for  Mrs.  Rund- 
quist and  me  to  attend  the  meetings  of  sev- 
eral county  auxiliaries.  We  are  hoping  that 
you  will  invite  us  to  visit  your  auxiliary  so 
that  we  meet  you  and  become  better  ac- 
quainted. 

Please  call  on  me  if  I can  help  you  or  your 
auxiliary. 

Sincerely  yours, 

Mrs.  John  M.  Christlieb, 
President. 
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Books 


Published  in  October,  1962  by  the  C.  V.  Mosby 
Co.  is  a valuable  little  book  entitled  “Synopsis  of 
Neurology.”  This  book  has  been  written  by  F. 
M.  Forster,  M.D.,  Chairman  of  the  Department  of 
Neurology  of  the  University  of  Wisconsin  School 
of  Medicine.  Although  designed  especially  for  med- 
ical students,  it  will  be  of  value  as  a refresher 
to  the  family  physician  and  to  the  physician  who 
is  specializing  in  fields  removed  from  clinical  neu- 
rology. It  is  by  no  means  a reference  book  or  a 
compendium  of  the  total  field,  nor  was  it  meant 
to  be  such.  However,  it  does  present  the  meth- 
ods used  in  making  an  evaluation  of  the  patient 
with  suspected  disease  of  the  nervous  system,  and 
it  describes  the  most  significant  features  of  the 
disease  entities  in  the  field  of  clinical  neurology. 

“SYNOPSIS  OF  NEUROLOGY,”  by  Francis 
M.  Forster,  M.D.  Published  in  October,  1962 
by  the  C.  V.  Mosby  Company  of  St.  Louis.  223 
pages.  $6.75. 

“The  Psychology  of  Strange  Killers,”  is  an- 
other book  written  by  the  University  of  Nebraska’s 
famed  Professor  of  Criminology,  James  M.  Rein- 
hardt. This  book  is  a psycho-social  study  of  mur- 
derers. All  but  two  of  the  murderers  discussed  in 
this  book  killed  more  than  once:  The  two  excep- 

tions are  included  for  the  unique  light  they  throw 
upon  the  entire  study.  Professor  Reinhardt  has 
studied  each  case  individually.  Although  the  au- 
thor espouses  no  popular  theory  of  murder,  it  is 
significant  that  in  the  cases  reported  here  — 
cruel  neglect  and  early  fear  appear  as  strangely 
disguised  ultimates  in  a long  chain  of  baffling  and 
shocking  facts.  One  important  fact  does  seem  to 
emerge  — and  that  is  — a prime  concern  of  society 
should  be  to  understand  the  awful  consequences  of 
prolonged  emotional  abandonment  of  a child  in 
modern  society  — and  to  move  forthrightly  and  with 
common  sense  to  prevent  its  occurrence  in  any 
place. 

“THE  PSYCHOLOGY  OF  STRANGE  KILL- 
ERS” by  James  Melvin  Reinhardt,  Ph.D.  Pub- 
lished in  October,  1962  by  Charles  C.  Thomas, 
Springfield,  Illinois.  196  pages.  Price  not  giv- 
en (but  probably  about  $5.00). 

“Wound  Ballistics”  is  the  nineteenth  volume  in 
the  series  of  books  dealing  with  the  history  of 
the  U.S.  Army  Medical  Department  in  World  War 
2.  This  volume,  published  in  the  Fall  of  1962, 
reveals  for  the  first  time  the  complete  details 
of  the  medical  studies  in  wound  ballistics  and  body 
armor  during  World  War  2 and  the  Korean  War. 
It  can  be  considered  to  contain  the  most  current 
field  experiences  of  the  Army.  It  will  serve  as  an 
excellent  source  book  for  both  military  and  civilian 
medical  educational  purposes  for  data  on  types  and 
incidence  of  battle  casualties  and  war  wounds, 
anatomical  location  of  wounds,  causative  agents, 
and  the  cause  of  death  among  battle  casualties. 
The  results  of  battle  casualty  surveys  are  re- 


ported from  such  widely  separated  campaigns  as 
New  Georgia,  Bouganville,  Italy,  and  Korea.  In 
addition,  the  detailed  studies  of  the  Eighth  Air 
Force  bomber  crew  casualties  and  the  associated 
aircraft  damage  are  presented  in  their  entirety.  It 
covers  the  development  and  use  of  helmets  and 
body  armor.  Included  is  the  result  of  research  on 
wound  ballistics  conducted  at  Princeton  Univer- 
sity. 

This  is  obviously  a book  of  great  historical  and 
medico-military  importance,  and  it  should  prove 
of  interest  and  value  to  those  readers  who  have  a 
special  interest  in  forensic  medicine. 

“WOUND  BALLISTICS.”  Edited  by  Col. 
James  B.  Coates,  Jr.  (MC)  and  Lt.  Col.  James 
C.  Beyer  (MC)  of  the  U.S.  Army.  Published 
in  September  of  1962  by  the  Superintendent 
of  Documents,  L'.S.  Government  Printing  Of- 
fice, Washington  25,  D.C.  883  pages.  $7.50. 

“Fundamentals  of  Voluntary  Health  Care”  is  a 
symposium  whose  contributors  are  outstanding 
economists,  physicians,  insurance  experts,  journal- 
ists, and  teachers.  This  book  is  devoted  exclusively 
to  nongovernmental  means  of  providing  medical 
care  for  the  American  people.  The  selections  in 
this  book  champion  the  voluntary  health  care  view- 
point. Part  One  of  this  symposium  is  devoted  to 
background  information  — moral,  biological,  psy- 
chological, economic  and  political.  Essays  are  pre- 
sented which  deal  with  the  nature  of  the  welfare 
state  from  a moral  point  of  view,  the  importance 
of  individuality,  the  biological  and  psychological 
dangers  of  dependency,  the  increase  in  the  power 
of  the  state,  and  the  nature  of  centralized  planning 
and  bureaucratic  management. 

Part  Two  includes  a systematic  analysis  of  so- 
cial security  and  the  basic  concept  underlying  gov- 
ernmental welfare  activities.  Emphasis  is  placed 
upon  the  issue  of  voluntary  versus  compulsory 
medical  care  primarily  from  the  point  of  view  of 
political  economy.  Then  the  issue  is  examined 
from  the  standpoint  of  the  consequences  of  govern- 
mental intervention.  Also  included  is  a detailed 
survey  of  voluntary  health  insurance  plans,  eco- 
nomic issues,  and  mechanisms. 

Chapter  headings  include  the  following: 

a.  Medicine  — The  Decisive  Decade  written  by 
E.  Vincent  Askey,  M.D. 

b.  Financing  Health  Care  written  by  F.  J.  L. 
Blasingame,  M.D. 

c.  The  Challenge  of  Medical-Care  Insurance 
written  by  C.  Marshall  Lee,  Jr.,  M.D. 

d.  Performance  Measures  of  Voluntary  Health 
Insurance 

e.  Medical  Care  Costs  in  an  Extended  Infla- 
tion 

“FUNDAMENTALS  OF  VOLUNTARY 
HEALTH  CARE.”  Edited  by  George  B.  de 
Huszar.  Published  15  October  1962  by  The 

Caxton  Printers,  Ltd.  of  Caldwell,  Idaho.  457 
pages.  $6.00. 
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Third  District 3 


Gage,  Johnson,  Nemaha,  Pawnee, 

Richardson 

Fourth  District 4 

Knox,  Cedar,  Dixon,  Dakota,  Antelope, 

Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne 

Fifth  District 5 

Burt,  Washington,  Dodge,  Platte, 

Colfax,  Boone,  Nance,  Merrick 

Sixth  District  6 

Saunders,  Butler,  Polk,  Seward,  York, 
Hamilton 

Seventh  District 7 

Saline,  Clay,  Fillmore,  Nuckolls, 

Thayer,  Jefferson 

Eighth  District 8 

Cherry,  Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd 

Ninth  District 9 

Hall,  Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 

Hooker,  Thomas,  Blaine,  Wheeler, 

Loup,  Garfield 

Tenth  District 10 

Gosper,  Phelps,  Adams,  Furnas,  Harlan, 
Webster,  Kearney,  Red  Willow,  Chase, 
Frontier,  Dundy,  Hitchcock 

Eleventh  District  11 

Lincoln,  Perkins,  Keith,  McPherson, 

Garden,  Arthur,  Logan,  Deuel 

Twelfth  District 12 

Scotts  Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyenne,  Sioux,  Dawes 


COUNTY  CODES 

c®untr  Code  No. 

Adams i 

Antelope  2 

Boone  3 

Box  Butte 4 

Buffalo  5 

Burt e 

Butler  7 

Cass  g 

Cedar-Dixon-Dakota-Thurston-Wayne  9 

Cheyenne-Kimball-Deuel  10 

Clay ll 

Colfax  12 

Cuming  13 

Custer  14 

Dawson  ]5 

Dodge  16 

Fillmore  17 

Franklin  18 

Four  County 19 

Gage  20 

Garden-Keith-Perkins  21 

Hall  22 

Hamilton 23 

Harlan  24 

Holt  & Northwest 25 

Howard  26 

Jefferson 27 

Johnson 28 

Knox  29 

Lancaster  30 

Lincoln  31 

Madison  32 

Merrick  33 

Nance  * 

Nemaha 34 

Northwest  Nebraska 35 

Nuckolls  36 

Omaha-Douglas 37 

Otoe  38 

Pawnee  39 

Phelps  40 

Pierce  41 

Platte  42 

Polk  43 

Richardson  44 

Saline  45 

Saunders 46 

Scotts  Bluff  47 

Seward  48 

Southwest  Nebraska  49 

Stanton  * 

Thayer  50 

Washington  51 

York 52 

* — No  county  society. 
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Nebraska  S.  M.  J. 


Dist.  Co. 


Name  Code  Code 

Abts.  A.  W.  1 37 

7906  Dodge,  Omaha 

Adams,  Leo  M.  9 22 

1st  Natl.  Bldg.,  Gr.  Island 

Adams.  Payson  1 37 

415  Doctors  Bldg.,  Omaha 

Adams,  R.  B.  (Life)  2 30 

4720  Randolph,  Lincoln 

Aftonomos,  Lefkos  1 37 

5404  Ames  Ave.,  Omaha 

Ahrens,  Herbert  G. 2 30 

4723  Prescott  Ave.,  Lincoln 

Aita,  John  A. 1 37 

2302  No.  55th.  Omaha 

Albee.  Albert  B.  11  21 

Oshkosh 

Albertson,  L.  C.  1 37 

516  Med.  Arts,  Omaha 

Alcorn,  Floyd  2 30 

2201  So.  11th,  Lincoln 

Alderman,  Allen  12  35 

C hadron 

Allen,  John  F.  (Life)  1 37 

La  Jolla.  Calif. 

Allen,  James  G.  5 6 

Tekamah 

Alliband,  George  T.  1 37 

1020  Med.  Arts  Omaha 

Allison,  George  J.  1 37 

Ralston 

Amick,  C.  G.  (Life)  9 14 

Loup  City 

Andersen,  Alfred  C.  1 37 

4826  So.  24th,  Omaha 

Andersen,  M.  C.  1 37 

1120  Med.  Arts,  Omaha 

Andersen.  R.  R. 2 8 

Nehawka 

Anderson,  A.  B.,  Jr. 3 39 

Pawnee  City 

Anderson,  Albert  W. 4 13 

West  Point 

Anderson,  Arthur  W. 9 15 

Lexington 

Anderson.  C.  L.  6 43 

Stromsburg 

Anderson.  H.  C.  9 22 

Box  801,  Grand  Island 

Anderson,  H.  F.  10  1 

419  N.  Burlington, 

Hastings 

Anderson,  Harley  E.  1 37 

5002  Davenport,  Omaha 

Anderson,  John  S. 9 22 

1704  W.  2nd,  Grand  Island 

Anderson,  Lawrence  L. 1 37 

1336  Med.  Arts,  Omaha 

Anderson,  Leo  E.  6 52 

York 

Anderson.  R.  C. 5 42 

1359  26th  Ave.,  Columbus 

Anderson,  Robert  C.  8 25 

Ainsworth 

Andrews,  C.  F.  (Life)  2 30 

2626  So.  24th,  Lincoln 

Andrews,  H.  S.  (Life)  10  1 

Minden 

Angle,  Carol  R.  1 37 

418  So.  82nd,  Omaha 

Angle,  E.  E.  2 30 

3705  South  St.,  Lincoln 

Angle,  William  D. 1 37 

418  So.  82nd,  Omaha 

Antony,  Arthur  C.  1 37 

5715  Military  Ave.,  Omaha 

Armbrust,  Walter  1 37 

5401  Leavenworth,  Omaha 

Arnholt,  M.  F.  2 30 

3421  “O”  St.,  Lincoln 

Arnold,  C.  H.  (Life)  2 30 

2480  Lake  St.,  Lincoln 

Arrasmith,  W.  J.  9 22 

2020  W.  Charles, 

Grand  Island 

Ashby,  A.  A.  7 17 

Geneva 

Ashby,  Chas.  F.  7 17 

Geneva 

Austria,  G.  O.  1 37 

2321  “M”  St.,  Omaha 

Ayres,  Maurice  J.  9 15 

Gothenburg 

Baca,  D.  E.  1 37 

2580  So.  90th,  Omaha 

Bach,  Stanley  1 37 

625  Doctors  Bldg.,  Omaha 

Baer,  B.  H.  6 46 

Ashland 

Baker,  Ellis  E.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Baker,  John  C.  11  31 

Sutherland 

Baker,  Paul  Q.  12  47 

Arm  “A  " 


Dist.  Co. 

Name  Code  Code 

Baldwin,  John  D.  2 30 

430  Stuart  Bldg.,  Lincoln 

Ballew,  John  W.  2 30 

1701  “K”  St.,  Lincoln 

Bancroft,  B.  R.  9 5 

Kearney  Med.  Arts, 

Kearney 

Bancroft,  Paul  2 30 

1431  So.  33rd  Lincoln 

Bantin,  Clarence  1 37 

6858  Minne  Lusa  Blvd., 

Omaha 


Bantin,  Elmer  W.  (Life) 1 37 

6862  Minne  Lusa  Blvd.,  Omaha 


Barkey,  V.  S. 

6320  Havelock.  Lincoln 

2 

30 

Barmore,  John  L. 
423  Kiewit  Plaza 
Omaha 

1 

37 

Barnwell,  Robt.  B. 

900  11th  St.,  Gering 

12 

47 

Barr,  Carl  C. 
Tilden 

4 

32 

Barr,  Robert  E. 
Tilden 

4 

32 

Barry,  M.  W. 

1416  Med.  Arts,  Omaha 

1 

37 

Barta,  Frank  R. 

303  So.  56th  St.,  Omaha 

1 

37 

Bartek.  Julius  G.  _ 

619  Barker  Bldg.,  Omaha 

1 

37 

Barthell.  John  H. 

1012  Sharp  Bldg.,  Lincoln 

2 

30 

Bartlett,  W.  C.  (Life)  

Alma 

10 

24 

Bass,  Robert  L. 
Genoa 

5 

* 

Batty,  John  L. 

310  W.  7th.  McCook 

10 

49 

Bauer,  Lawrence  W. 

211  W.  33rd,  Kearney 

9 

5 

Baum,  Cletus  J. 

403  Center  Bldg.,  Omaha 

1 

37 

Beber,  Meyer 

301  Doctors  Bldg.,  Omaha 

. 1 

37 

Becker,  Wesley  C. 

1501  So.  52nd,  Lincoln 

2 

30 

Bell.  C.  D.  

918  Sharp  Bldg.,  Lincoln 

. 2 

30 

Bell,  James  D. 
York 

6 

52 

Bell,  J.  S. 
York 

6 

52 

Bence,  Jackson  J. 
Auburn 

3 

34 

Bendorf,  D.  H. 

5434  No.  42nd,  Omaha 

1 

37 

Bengtson,  John  W. 

3145  “O”  St.,  Lincoln 

2 

30 

Bennett.  Wilbur  Keith  

Red  Cloud 

10 

1 

Benthaek,  Robt.  B.  _ . 
Wayne 

. 4 

9 

Benthaek,  Walter 
Wayne 

. 4 

9 

Bentley.  Neil  B. 
Oxford 

10 

49 

Berrick,  Wm.  H.  _ _ __  _ 
Madison 

. 4 

32 

Best,  R.  Russell 

609  Doctors  Bldg.,  Omaha 

. 1 

37 

Best,  Robert 
Holdrege 

.10 

40 

Bierbower,  R.  L.  _ 
Shelby 

. 6 

43 

Billerbeck,  Henry  J. 
Randolph 

. 4 

9 

Bisgard,  J.  Dewey 

422  Doctors  Bldg.,  Omaha 

. 1 

37 

Bishop.  Ben  _ _ 

Crawford 

.12 

35 

Bitner,  Chris  _ _ _ . 

Sidney 

.12 

10 

Bitner,  Mary  S.  _ 

State  Capitol,  Lincoln 

. 5 

42 

Bivens,  Wm.  S. 
Holdrege 

.10 

40 

Black,  Albert  S.,  Jr. 

1414  Med.  Arts,  Omaha 

. 1 

37 

Black,  Paul 

929  Stuart  Bldg.,  Lincoln 

. 2 

30 

Blackstone,  Herbert  _ . 

Bridgeport 

.12 

47 

Blair,  Ralph  L.  _ _ 

Broken  Bow 

. 9 

14 

Blattspieler,  S.  F. 
Mullen 

.11 

31 

Bleicher,  Jerome  E. 
2602  “J”  St.,  Omaha 

. 1 

37 

Block,  D.  M. 
Arlington 

. 5 

16 

Block,  Dean  M.  __ 

Arlington 

. 5 

16 

Dist.  Co. 


Name  Code  Code 

Blum,  Henry  2 30 

Rm.  2,  Nebr.  Theatre, 

Lincoln 

Boelter,  Wm.  C.  1 37 

534  Doctors  Bldg.,  Omaha 

Bogle,  John  H.  9 19 

Loup  City 

Boler,  Thos.  D.  (Life)  1 37 

651  No.  59th,  Omaha 

Bonebrake,  A.  H.  2 38 

Nebraska  City 

Bomiwell,  Chas.  M.  1 37 

8613  No.  30th,  Omaha 

Booth,  Richard  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Borghoff,  Joseph  J.  1 37 

7906  Dodge,  Omaha 

Bosley,  Warren  G.  9 22 

418  W.  Division, 

Grand  Island 

Boykin,  J.  Melvin 2 30 

V.A.  Hospital,  Lincoln 

Boyne,  Harry  1 37 

1302  Med.  Arts,  Omaha 

Bradley,  Warren  Q.  2 30 

924  Sharp  Bldg.,  Lincoln 

Brannen.  Charles  F.  1 37 

1901  Missouri  Ave.,  Omaha 

Brauer,  Russell  C.  2 30 

4150  South  St.,  Lincoln 

Brauer,  S.  H.  4 32 

1112  Verges,  Norfolk 

Bray,  R.  E.  4 9 

Ponca 

Brazer,  John  G.  1 37 

5114  Lafayette,  Omaha 

Brendel,  Richard  F.  2 8 

Plattsmouth 

Brennan,  L.  V. 3 44 

Falls  City 

Bressman,  Charles  M.  1 37 

8613  No.  30th,  Omaha 

Brewster,  Donald  E.  10  40 

Holdrege 

Brewster,  F.  Wayne  10  40 

Holdrege 

Bridges,  James  5 16 

1725  E.  Military,  Fremont 

Brill,  I.  William  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Brillhart,  E.  G.  5 42 

Box  568,  Columbus 

Brinkman,  H.  H.  1 37 

5519  Military  Ave.,  Omaha 

Brodkey,  M.  H.  1 37 

320  Med  Arts,  Omaha 

Brody,  Alfred  W.  1 37 

Creighton  Univ.  School 
Medicine,  Omaha 

Brolsma,  M.  P.  2 30 

435  So.  16th,  Lincoln 

Brooks,  E.  B.  2 30 

939  Stuart  Bldg.  Lincoln 

Brott,  Clarence  R.  3 20 

109*4  So.  6th,  Beatrice 

Brown,  John  A. 2 30 

412  Lincoln  Liberty  Life, 

Lincoln 

Brown,  R.  3 20 

109  So.  6th,  Beatrice 

Brown,  W.  O.  12  47 

1801  Broadway,  Scottsbluff 

Browne,  Kenneth  M. 1 37 

924  Med.  Arts,  Omaha 

Brugh.  E.  A.  9 22 

323  W.  Koenig, 

Grand  Island 

Brush,  John  H.  1 37 

1329  Medical  Arts,  Omaha 

Bucholz,  Donald  1 37 

3610  Dodge,  Omaha 

Bunting,  L.  G.  7 50 

Hebron 

Bunting,  Richard  1 37 

622  Doctors  Bldg.,  Omaha 

Burbridge,  Glen  E. 2 38 

Nebraska  City 

Burney,  Dwight  1 37 

609  Doctors  Bldg.  Omaha 

Burnham,  Arnold  G.  12  4 

524  Box  Butte  Ave., 

Alliance 

Burns,  B.  C.,  Sr.  1 37 

421  Farm  Credit  Bldg., 

Omaha 

Burns,  B.  C.,  Jr.  1 37 

407  So.  86th,  Omaha 

Bums,  Robert  I.  5 42 

135  E.  Parkway,  Columbus 

Butler,  Robert  E. 9 5 

Minden 


December,  1962 


701 


Dist.  Co. 


Name  Code  Code 

Cain.  Jerome  A.  2 30 

1550  So.  17th,  Lincoln 

Calkins,  Robert  C.  12  10 

Kimball 

Callaghan,  A.  J.  11  31 

719  So.  Dewey  St., 

North  Platte 

Calvert,  John  H.  4 41 

Pierce 

Calvert,  Tom  4 41 

Seattle,  Washington 

Cameron,  O.  J.  1 37 

1520  Med.  Arts,  Omaha 

Campbell.  Chas.  (Life) 5 42 

C-2  Gerrard  Ct.,  Columbus 

Campbell,  John  5 33 

Central  City 

Campbell,  John  F.  9 22 

702  W.  Koenig,  Gr.  Island 

Campbell,  Louis  S. 1 37 

609  Doctors  Bldg..  Omaha 

Campbell,  Stuart  D.  12  47 

Box  608,  Scottsbluff 

Campbell.  W.  Allen  2 30 

1321  Sharp  Bldg..  Lincoln 

Carignan,  Chas.,  Jr.  9 5 

Ravenna 

Carlson.  C.  R.  10  49 

Wauneta 

Carlson,  James  4 29 

Verdigre 

Carlson,  Emery  W. 4 32 

Newman  Grove 

Caraazzo.  S.  J.  1 37 

723  Barker  Bldg.,  Omaha 

Carp,  Oscar 1 37 

515  Med.  Arts,  Omaha 

Carr  J.  W.  6 48 

Seward 

Carroll,  R.  P.  4 9 

Laurel 

Carson,  Jim  S. 6 43 

Osceola 

Carstens,  George  J.  8 25 

O’Neill 

Carter,  James  G. 1 37 

423  Kiewit  Plaza 

Carveth.  W.  W. 2 30 

626  Sharp  Bldg.,  Lincoln 

Cassel,  R.  L.  7 27 

Fair  bury 

Cassidy.  W.  A. 1 37 

1020  Med.  Arts,  Omaha 
Catania,  Nancy  1 37 

820  Med.  Arts,  Omaha 

Chadek.  L.  J.  4 13 

West  Point 

Chaloupka,  M.  L. 9 5 

Callaway 

Chapp,  John  D.  3 20 

821  No.  13th,  Beatrice 

Chappell,  E.  R.  9 5 

Minden 

Charlton,  G.  E.  (Life) 4 32 

Colorado  Springs.  Colo. 

Charlton,  George  P.  10  1 

418  N.  Hastings,  Hastings 

Chase,  Robert  C.  11  21 

Ogallala 

Cherry  L.  D.  2 30 

921  Stuart  Bldg.,  Lincoln 

Chick,  Nicholas  11  31 

112  No.  Dewey, 

North  Platte 

Christensen,  J.  B.  1 37 

1329  Med.  Arts,  Omaha 

Christensen,  Robert  6 46 

Scottsdale,  Arizona 

Christlieb,  J.  M.  1 37 

7021  Bellevue  Blvd.,  Omaha 

Clark.  George  L.  5 16 

Lincoln  State  Hospital, 

Lincoln 

Clark,  W.  M.  1 37 

1113  Redick  Tower,  Omaha 

Claussen,  Bruce  F.  11  31 

321  E.  *‘B”  St., 

North  Platte 

Cleaver,  Edgar  M.  1 37 

1218  No.  88th,  Omaha 

Clemens.  Richard  P.  1 37 

4052  Grand  Ave.,  Omaha 

Clothier  John  G.  2 30 

V.A.  Hospital,  Lincoln 

Clyne,  John  C.  2 30 

Plaza  Med.  Bldg., 

339  No.  Cotner,  Lincoln 

Cochran,  Robert  M.  1 37 

452  Aquila  Ct.,  Omaha 

Coe.  C.  M.  4 9 

Wakefield 

Coe,  John  D. 1 37 


409  Doctors  Bldg.,  Omaha 


Dist.  Co. 

Name  Code  Code 


Cole.  Frank 

2430  Lake,  Lincoln 

2 

30 

Coleman.  F.  TV 

925  Stuart  Bldg.,  Lincoln 

2 

30 

Colelazier,  Ernest 
Grant 

11 

21 

Comine.  J.  J.  

412  Med  Arts,  Omaha 

1 

37 

Connolly,  E.  A. 

502  Med  Arts,  Omaha 

1 

37 

Connor.  P.  James 

628  Med.  Arts,  Omaha 

1 

37 

Connors,  E.  K. 

317  Doctors  Bldg.  Omaha 

1 

37 

Conoan,  Eduardo  A. 

407  Dennis  Dr..  Bellevue 

1 

37 

Conwell,  George  D.  4 

509  Norfolk  Ave.,  Norfolk 

32 

Cook.  Hull  A.  _ 
Sidney 

12 

10 

Cook,  Lyman  J.  (Life) 

1612  Med.  Arts,  Omaha 

1 

37 

Core,  Edwin  R. 
Kimball 

12 

10 

Cornelius,  C.  J. 
Sidney 

12 

10 

Cotton,  Walter  T. 

834  Doctors  Bldg..  Omaha 

1 

37 

Courshon,  A.  J. 
Chadron 

12 

35 

Courtney,  J.  E. 

730  City  Natl.  Bank, 
Omaha 

1 

37 

Covey,  George  W. 

2900  Jackson  Dr.,  Lincoln 

2 

30 

Cowan,  S.  D. 
Falls  City 

3 

44 

Cram,  Roy  S. 
Burwell 

9 

19 

Crawford.  Mark  E. 

939  Stuart  Bldg.,  Lincoln 

2 

30 

Crofoot  Michael 

542  Doctors  Bldg.,  Omaha 

1 

37 

Crotty,  Richard  Q. 

615  Med.  Arts,  Omaha 

1 

37 

Crum,  H.  V. 
Rushville 

8 

35 

Curry,  John  R. 

1033  Stuart  Bldg.,  Lincoln 

2 

30 

Curtis,  E.  E.  (Life) 
Neligh 

4 

2 

Curtiss,  Charles  P. 

7 W.  31st,  Kearney 

9 

5 

Dalton,  Kenneth  R. 
Genoa 

5 

* 

David.  Joseph,  Jr.  

Lynch 

8 

25 

Davies,  Dale  H. 

450  E.  23rd,  Fremont 

5 

16 

Davies,  L.  T. 

816  Sharp  Bldg.,  Lincoln 

2 

30 

Davis,  Allan 

401  Doctors  Bldg.,  Omaha 

1 

37 

Davis,  Edwin  G.  (Life) 

800  Doctors  Bldg.  Omaha 

1 

37 

Davis,  Herbert  H. 

734  Doctors  Bldg.,  Omaha 

1 

37 

Davis,  Homer  (Life)  

Genoa 

5 

• 

Davis,  J.  Calvin 

425  Aquila  Ct„  Omaha 

1 

37 

Davis,  John  Byron 

734  Doctors  Bldg.,  Omaha 

1 

37 

Davis,  Neal 

416  So.  93rd,  Omaha 

. 1 

37 

Deakin,  Thos.  W. 
Valentine 

8 

25 

Dean.  Earl  J.  10 

708  Eastside  Blvd.,  Hastings 

1 

Dean  G.  W. 

817  So.  27th,  Lincoln 

2 

30 

DeBacker,  L.  J. 

201  Gaston  Bldg.,  Hastings 

10 

1 

Decker,  R.  F.  _ 
Byron 

7 

50 

DeFlon,  Erie  G. 
Chadron 

. 8 

35 

DeLanney,  L.  A.  ((Life) 

Walnut  Creek,  Calif. 

1 

37 

DeMay,  G.  H. 

721  W.  7th,  Grand  Island 

9 

22 

DeMay,  Richard  F. 

721  W.  7th.  Grand  Island 

9 

22 

Dendinger,  Wm. 

402  Aquila  Ct„  Omaha 

. 1 

37 

Denker,  John  C.  

Valley 

1 

37 

Deppen,  E.  N. 

1500  “P”  St.,  Lincoln 

2 

30 

Devers,  W.  I. 
Pierce 

4 

41 

DeVol,  Russell  A.  

Box  738,  North  Platte 

11 

31 

Dist.  Co. 

Name  Code  Code 


Dewey,  F.  G.  (Life)  4 9 

Coleridge 


Dewey,  John  L. 

104  So.  39th.  Omaha 

, i 

37 

Deyke,  Vem  F.  _ 

Box  568,  Columbus 

. 5 

42 

Dickerson.  William  __  . 

3610  Dodge,  Omaha 

. 1 

37 

Dickinson.  L.  E.r  .Tr. 

114  E.  “C"  St„  McCook 

.10 

49 

Dietz.  Robert  J. 
Plattsmouth 

2 

8 

Doering.  William 
Franklin 

.10 

18 

Donahue.  Francis  D. 

1204  Med.  Arts.  Omaha 

1 

37 

Donaldson,  .T.  H.,  .Tr.  

602-604  Norris  Ave., 
McCook 

.10 

49 

Donelan,  James  P.  _ _ 

Guarantee  Mutual  Life 
Ins.,  Omaha 

. 1 

37 

Doolittle,  H.  H.  

828  Med  Arts,  Omaha 

. 1 

37 

Dorwart,  Clinton  B. 
Sidney 

.12 

10 

Douglas,  R.  R. 
Clarks 

. 5 

33 

Dow,  Andrew  G. 

1202  Med.  Arts,  Omaha 

. 1 

37 

Dowell.  D.  A. 

816  Med.  Arts,  Omaha 

. 1 

37 

Drasky,  Stanley 

.11 

31 

303  So.  Pine.  North  Platte 

Drdla,  Theodore 

460  Aquila  Ct.,  Omaha 

1 

37 

Drozda,  Jos.  P. 

1315  Deer  Park  Rd., 
Omaha 

. 1 

37 

Dunlap,  James 

721  Medical  Arts,  Omaha 

1 

37 

Dunlap,  James  H. 

1112  Verges,  Norfolk 

. 4 

32 

Dunn,  F.  Lowell 

847  Fairacres  Rd.,  Omaha 

1 

37 

Dutch,  Stephen  J..  Jr.  

Nebr.  Psychiatric  Inst., 
Omaha 

. 1 

37 

Dworak,  Henry  L. 

503  Center  Bldg.  Omaha 

. 1 

37 

Dyer,  Jasper  L. 
North  Bend 

. 5 

16 

Eagle,  Frank  L. 

1620  Med.  Arts,  Omaha 

. 1 

37 

Easley,  John  H.  _ . 

. 9 

22 

220  Hedde  Bldg.,  Gr.  Island 

Eaton.  Louise  

Nebr.  Psychiatric  Inst., 
Omaha 

. 1 

37 

Eaton,  Merill  T. 

Nebr.  Psychiatric  Inst., 
Omaha 

. 1 

37 

Eaton,  William  B. 

204  IOOF  Bldg.,  Fremont 

. 5 

16 

Eberle.  Donald 
Ogallala 

.11 

21 

Ebers,  Dale  W. 

800  So.  13th,  Lincoln 

. 2 

30 

Egan,  Richard  L. 

Creighton  Univ.  School 
of  Medicine.  Omaha 

. 1 

37 

Egan,  William  J. 

456  Aquila  Ct..  Omaha 

. 1 

37 

Ehrlich.  Robert  W. 

816  Sharp  Bldg.,  Lincoln 

. 2 

30 

Ekeler,  Louis  J. 
David  City 

. 6 

7 

Eklund,  H.  S.  

Osceola 

. 6 

43 

Elias,  H.  F.  

1200  So.  9th,  Beatrice 

. 3 

20 

Elston,  Harry  R. 

4930  So.  24th,  Omaha 

1 

37 

Emerson,  C. 

1700  So.  24th,  Lincoln 

. 2 

30 

Endres,  Gregory'  L.  

5809  Military  Ave.,  Omaha 

. 1 

37 

Engdahl,  Wallace  E.  _ . 

8613  No.  30th,  Omaha 

. 1 

37 

Epp.  Milford  John 

1108  Sharp  Bldg.,  Lincoln 

. 2 

30 

Ericson.  L.  L. 

West  Point 

. 4 

13 

Ewing,  Ben  F.  

220  Med.  Arts,  Omaha 

. 1 

37 

Ewing,  Eugene 
Madison 

4 

32 

Ewing,  John  D.  

1418  Med.  Arts,  Omaha 

1 

37 

Fahnestock,  C.  L.  (Life) 
1812  So.  26th,  Lincoln 

. 2 

30 
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Dist.  Co. 


Name  Code  Code 

Falloon,  Frank  7 27 

Fairbury 

Fangman,  Richard  J.  1 37 

5002  Dodge,  Omaha 

Farner,  B.  R.  4 32 

900  Norfolk  Ave.,  Norfolk 

Farner,  John  E. 8 25 

Valentine 

Farrell,  Chester  H. 1 37 

721  Med.  Arts,  Omaha 

Farrell.  Robert  F.  (Life) 1 37 

131  So.  39th.  Omaha 

Fellman,  A.  C.  1 37 

309  Doctors  Bldg.,  Omaha 

Fencl,  Howard  5 12 

Schuyler 

Fenstermacher,  R.  C. 2 38 

Nebraska  City 

Ferciot,  C.  Fred 2 30 

1000  So.  13th,  Lincoln 

Fijan.  Kenneth  J.  2 30 

3145  “O'’  St.,  Lincoln 

Filip,  Alexander  J. 9 22 

704  W.  1st,  Grand  Island 

Filkins,  John  C.  1 37 

521  Doctors  Bldg.,  Omaha 

Findley,  Palmer  (Life) 1 37 

3325  Fontenelle  Blvd., 

Omaha 

Finegan,  James  1 37 

415  Med.  Arts,  Omaha 

Finegan.  John  C.  9 15 

Lexington 

Finkner,  John  R. 10  1 

Minden 

Finlayson,  Alister  I.  1 37 

924  Med  Arts,  Omaha 

Finley.  W.  F.  8 25 

O’Neill 

Finney.  Lawrence 2 30 

323  So.  14th,  Lincoln 

Fitch,  Donald  Max  1 37 

U.  of  N..  College 
of  Medicine,  Omaha 

Fitzgerald,  Thomas  D.  12  4 

202  W.  3rd,  Alliance 

Fitzgibbons  Robert  J.  1 37 

1412  Med.  Arts,  Omaha 

Fitzpatrick,  John  E.  1 37 

730  City  Natl.  Bank,  Omaha 

Flanagan,  May  L.  (Life) 2 30 

2045  So.  49th,  Lincoln 

Flansburg,  H.  E. 2 30 

1345  “N”  St.,  Lincoln 

Fleishman,  Max  1 37 

260  Aquila  Ct.,  Omaha 

Fleming,  Edward  F. 1 37 

3650  Burt  St.,  Omaha 

Fletcher,  D.  L.  4 2 

Orchard 

Follman,  J.  C.  1 37 

306  So.  24th,  Omaha 

Foote.  C.  M.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote,  D.  B.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote,  E.  C.  (Life)  10  1 

422  No.  Hastings  Ave., 

Hastings 

Formanack,  C.  J.  2 38 

Syracuse 

Forney,  L.  W.  7 45 

Crete 

Forster,  Karl  M.  10  1 

Soldiers  & Sailors  Home, 

Grand  Island 

Foster,  Miles  E.,  Jr.  1 37 

Sycamore  Farm,  Waterloo 

Fox,  Robert  J.  9 19 

Spalding 

Francis,  Gordon  D. 10  49 

Arapahoe 

Francis,  Marvin  B. 1 37 

Bellevue 

Frank,  Carl  L.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Frank,  Muriel  N.  1 37 

Methodist  Hosp.,  Omaha 

Frans,  James  R.  6 48 

Milford 

Frazer,  M.  D. 2 30 

Bryan  Memorial  Hosp., 

Lincoln 

Freed,  Albert  E.  1 37 

5020  Dodge,  Omaha 

French,  Ivan  M.  6 46 

Wahoo 

Frerichs,  C.  T.  3 20 

114  So.  6th,  Beatrice 
Freymann,  J.  J. 1 37 


1113  Med.  Arts,  Omaha 


Dist. 

Co. 

Name 

Code 

Code 

Friesen  Harold  F. 

Henderson 

. 6 

52 

Fritsch,  John  H. 

3145  “O”  St.,  Lincoln 

- 2 

30 

Frost,  Dwight  W. 

4102  Woolworth,  Omaha 

. 1 

37 

Fuenning,  S.  I.  _ 

317  No.  18th,  Lincoln 

. 2 

30 

Gardiner,  J.  F. 

628  Med.  Arts,  Omaha 

. 1 

37 

Gardner,  Joseph  H.  _ 
Alliance 

-12 

4 

Garlinghouse.  R.  E.  

140  So.  27th,  Lincoln 

. 2 

30 

Garlinghouse,  R.  0. 

921  Stuart  Bldg.,  Lincoln 

. 2 

30 

Gartner,  Lee  D. 

903  Sharp  Bldg.,  Lincoln 

. 2 

30 

Gately,  H.  S. 
Syracuse 

. 2 

38 

Gatewood,  John  W. 

326  Med.  Arts,  Omaha 

- 1 

37 

Gathman,  Leroy  T . 

South  Sioux  City 

. 4 

9 

Gedgoud,  John  L. 

304  So.  42nd,  Omaha 

1 

37 

Geer,  Robert  R. 

105  N.  Eddy,  Gr.  Island 

- 9 

22 

Gelber,  M.  R.  

V.A.  Hospital,  Lincoln 

2 

30 

Gentry,  Harold,  Jr. 
1720  10th,  Geiing 

12 

47 

Gentry,  Richard  D.  

Falls  City 

. 3 

44 

Gentry,  W.  Max 
1720  10th,  Gering 

.12 

47 

Gentry,  William  J. 
1720  10th,  Gering 

12 

47 

George.  John  H.  1 

320  Doctors  Bldg.,  Omaha 

37 

Getscher,  Phillip  E. 

306  Sharp  Bldg.,  Lincoln 

2 

30 

Getty,  Robert  F. 
501  So.  Jeffers, 
North  Platte 

-11 

31 

Gibbs,  Gordon 

U.  of  N.  College  of 
Med.,  Omaha 

_ 1 

37 

Gibson.  L.  V.  _ 2 

915  Terminal  Bldg.,  Lincoln 

30 

Giffen,  Horace  K. 

Immanuel  Hosp.,  Omaha 

. 1 

37 

Gifford,  Harold,  Jr. 

1620  Med.  Arts.  Omaha 

- 1 

37 

Gilbert,  Louis  W. 

903  Sharp  Bldg.,  Lincoln 

- 2 

30 

Giles,  Wm.  F.  _ 

915  Med.  Arts,  Omaha 

1 

37 

Gillespie,  Patrick  C. 

1708  No.  15th,  Beatrice 

. 3 

20 

Gillespie,  Robert  W. 

500  So.  17th  St.,  Lincoln 

2 

30 

Gillies,  R.  O.,  Jr.  _ _ . 

631  Med.  Arts,  Omaha 

. 1 

37 

Gilligan,  J.  P. 
Nebraska  City 

. 2 

38 

Gillispie,  James  _ 
Falls  City 

. 3 

44 

Gilloon,  Allan  G. 
1802  N.  Cleburn, 
Grand  Island 

. 9 

22 

Gleeson.  John  J.  (Life) 

2307  So.  33rd,  Omaha 

. 1 

37 

Glen,  Elmer  E. 

620  N.  Denver  Ave., 
Hastings 

.10 

1 

Glenn,  William  V. 
Falls  City 

. 3 

44 

Glow,  Donald  Thomas 
304  So.  42nd,  Omaha 

. 1 

37 

Goehring,  Walter 
Blair 

. 5 

51 

Goetowski,  Paul 

1000  So.  13th  Lincoln 

. 2 

30 

Gogela,  Louis  J.  - - 

1318  Sharp  Bldg.,  Lincoln 

. 2 

30 

Goodrich,  Guy  W.  

1107  So.  79th,  Omaha 

. 1 

37 

Gordon,  J.  L.  . _ 
Valentine 

. 8 

25 

Gorthey,  Russell  L. 

140  So.  27th,  Lincoln 

. 2 

30 

Gouldman,  Carl 
Box  240,  Hastings 
(Ingleside) 

.10 

1 

Grace,  Leslie  I.  

Blair 

. 5 

51 

Graham,  W.  W.  _ . 

Elgin 

. 4 

2 

Graham,  William  E.  1 

8721  Shamrock  Rd.,  Omaha 

37 

Grant,  Robert  S. 

Medical  Village,  48th 

. 2 

30 

& “A,”  St.,  Lincoln 


Dist.  Co. 


Name  Code  Code 

Graupner,  G.  W. 9 22 

217^4  No.  Pine,  Gr.  Island 

Graves,  Harris  B. 1 37 

434  Doctors  Bldg.,  Omaha 

Gray,  Richard  W.  2 30 

State  Hosp.,  Lincoln 

Green,  Carl  R.  4 29 

Creighton 

Greenberg,  A.  1 37 

320  Med.  Arts,  Omaha 

Greenberg,  Ben  6 52 

York 

Greenberg,  M.  M. 1 37 

1421  Dodge,  Omaha 

Greenberg,  Richard  S. 1 37 

1421  Dodge,  Omaha 

Greene,  Arthur  M.  1 37 

501  Doctors  Bldg.,  Omaha 

Greene.  Earl  G.,  Jr.  1 37 

3703  Mormon,  Omaha 

Gridley,  L.  J.  12  47 

214-16  W.  27th,  Scottsbluff 

Grier,  John  J.  1 37 

1107  Med  Arts,  Omaha 

Grier,  M.  E.  1 37 

828  Med.  Arts,  Omaha 

Griot,  A.  J.  8 35 

C hadron 

Grissom,  Robert  L.  1 37 

U.  of  N.  College 

of  Medicine,  Omaha 

Gross,  Charles  G.  10  49 

Cambridge 

Gross,  Joseph  F.  1 37 

1307  Med.  Arts,  Omaha 

Guildner,  C.  Wayne 10  1 

131  N.  Hastings  Ave.. 

Hastings 

Gunderson,  Shaun  1 37 

622  Doctors  Bldg.,  Omaha 

Gurnett,  Thomas  J.  1 37 

527  Med.  Arts,  Omaha 
Gutch,  C.  F.  3 20 

V. A.  Hospital,  Lincoln 

Gysin.  Walter  4 32 

Box  902.  Norfolk 

Hachiya.  Keay  2 30 

1950  So.  44th,  Lincoln 

Hahn.  W.  N.  (Life)  1 37 

Boca  Raton,  Florida 
Hamilton,  Frank  T.  (Life).  7 45 

Friend 

Hammes,  Donald  Lee 1 37 

Denver,  Colo. 

Hamsa,  W.  R.  1 37 

609  Doctors  Bldg.,  Omaha 

Hanigan,  J.  J.  2 30 

1700  So.  24th,  Lincoln 

Hanisch,  E.  C.  9 26 

St.  Paul 

Hanisch,  Louis  E.  1 37 

739  Doctors  Bldg.,  Omaha 

Hanisch.  R.  W.  9 26 

St.  Paul 

Hankins,  Chas.  R.  1 37 

823  Doctors  Bldg.,  Omaha 

Hanna,  Joe  T.  12  47 

1926  Ave  “A,”  Scottsbluff 

Hansen.  Clifford  H. 1 37 

527  City  Natl.  Bank, 

Omaha 

Hansen,  H.  C.  (Life)  9 5 

2206  12th  Ave.,  Kearney 

Hansen,  Hodson  A. 2 30 

48th  & “A.”  Sts.,  Lincoln 

Hansen.  John  E.  6 46 

Wahoo 

Hansen,  Warren  D.  4 13 

Wisner 

Harb.  Fred  9 22 

Cairo 

Hardy,  C.  C.  (Life)  1 37 

Willoughby,  Ohio 

Harley,  Wilbur  J.  1 37 

Western  Electric  Co.,  Omaha 

Harrington,  A.  E. 2 30 

914  Stuart  Bldg.,  Lincoln 

Harris,  Jack  T.  10  49 

Stratton 

Harris.  T.  T.  (Life)  1 37 

1007  Med.  Arts,  Omaha 

Harry,  R.  E.  6 52 

York 

Hartigan,  John  D.  1 37 

527  Med.  Arts,  Omaha 

Hartmann,  Clarence  M. 1 37 

6603  No.  30th.  Omaha 

Hartsaw,  John  E.  11  10 

Chappell 

Harvey.  Alexander  T. 5 16 

2195  No.  Broad,  Fremont 

Harvey,  Andrew  5 16 

631  N.  Main,  Fremont 
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Dist.  Co. 


Name  Code  Code 

Harvey,  E.  A.  (Life)  11  21 

New  Plymouth.  Idaho 

Harvey.  Harold  E.  2 30 

14C  So.  27th,  Lincoln 

Harvey,  Harry  E.  2 30 

140  So.  27th,  Lincoln 

Harvey.  W.  C.,  Jr.  12  47 

1955  10th,  Gering 

Harvey.  W.  C..  Sr. 12  47 

1955  10th.  Gering 

Hasl.  Robert  F.  1 37 

802  Med.  Arts,  Omaha 

Haslam,  George  A. 5 16 

625  N.  Main,  Fremont 

Haslam.  George  J. 1 37 

618  Doctors  Bldg.,  Omaha 

Hasty,  Robert  C.  2 30 

V.A.  Hospital.  Lincoln 

Hathaway,  Frederick  2 30 

1001  “O”  St.,  Lincoln 

Hawkins,  Robert  E.  1 37 

211  Med.  Arts,  Omaha 

Hayes.  C.  B.  5 6 

Lyons 

Hayes.  O.  R.  9 5 

7 W.  31st,  Kearney 

Hayhurst,  J.  D.  12  47 

218  W.  27th,  Scottsbluff 

Heaney,  Robert  1 37 

Creighton  Univ.,  Omaha 

Heffron,  John  F. 1 37 

215  So.  42nd,  Omaha 

Heider,  Charles  F..  Jr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heider,  Charles  F..  Sr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heidrick,  Paul  J.  2 30 

739  Stuart  Bldg.,  Lincoln 

Heim.  Harlan  S.  3 44 

Humboldt 

Heine,  Clinton  D.  5 42 

13th  St.  & 31st  Ave., 

Columbus 

Heinke.  John  P. 12  47 

1723  Ave.  “A,”  Scottsbluff 

Heins.  Robert  L.  3 44 

Falls  City 

Heiser,  E.  N.  5 42 

Box  568,  Columbus 

Henderson,  Harry  C.  1 37 

105  So.  49th.  Omaha 

Henn,  Mary  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Hepperlen  H.  M.  3 20 

206  Steinmeyer  Bldg., 

Beatrice 

Herhan.  Frank  T.  12  47 

2122  Broadway.  Scottsbluff 

Herpolsheimer,  Robert  W. 6 48 

Seward 

Hervert.  J.  Wm.  2 30 

3145  “O”  St.,  Lincoln 

Heumann,  J.  M.  F.  (Life) 1 37 

6110  Military  Ave..  Omaha 

Hey  wood,  Leo  T. 1 37 

828  Med.  Arts.  Omaha 

Hickey.  C.  W.  (Life)  1 37 

Bennington 

Hieb,  Wilbert  E.  6 52 

Henderson 

Hill.  F.  C.  1 37 

636  Med.  Arts,  Omaha 

Hill.  W.  H.  5 16 

1737  E.  Military’,  Fremont 

Hill,  W.  Ray 6 48 

Seward 

Hille,  C.  F.  4 32 

Box  902.  Norfolk 

Hillyer,  R.  A.  (Service) 2 30 

135  So.  14th,  Lincoln 

Hilton,  Hiram  D.  2 30 

1404-1405  Sharp  Bldg., 

Lincoln 

Hineman,  M.  W.  8 35 

Gordon 

Hinrichs,  E.  J. 6 46 

Wahoo  , 

Hoagland.  Robert  A. 12  47 

Mitchell 

Hobbs,  E.  T. 2 30 

6500  Holdrege,  Lincoln 

Hodgson,  Paul  E.  1 37 

University  Hosp.,  Omaha 

Hoevet,  L.  H.  8 35 

C hadron 

Hoff,  R.  Paul 6 48 

Seward 

Hoffman,  Kenneth  C.  1 37 

Immanuel  Hospital,  Omaha 

Hoffmeister,  Geo.  (Life) 10  49 

Imperial 

Hoffmeister,  Geo.  F.  10  1 


418  N.  Hastings,  Hastings 


Dist.  Co. 


Name  Code  Code 

Hohlen,  K.  S.  J. 2 30 

2961  Sheridan,  Lincoln 

Holcomb.  Gerald  R.  10  1 

1242  N.  Baltimore, 

Hastings 

Holcombe.  Robt.  C. 1 37 

3610  Dodge,  Omaha 

Holden.  W.  J. 1 37 

316  Med.  Arts  Omaha 

Holm.  A.  H.  (Life)  9 26 

Wolbach 

Holmes.  Lee  C.  5 33 

Central  City 

Holmes,  William  E.  12  47 

1926  Ave.  “A,”  Scottsbluff 

Homan,  Richard  W. 7 45 

4403  Pine.  Omaha 

Hood.  L.  Thomas  1 37 

209  So.  42nd,  Omaha 

Hoody.  Steve 1 37 

4801  Center,  Omaha 

Hook.  R.  L.  8 35 

Rushville 

Horn.  Harold  R.  2 30 

3145  “O”  St.,  Lincoln 

Horwich.  Joseph  M.  1 37 

717  Kilpatrick  Bldg., 

Omaha 

Hotz.  Harley  1 37 

1013  Redick  Tower, 

Omaha 

House,  Robert 9 22 

Box  662,  Grand  Island 

Howard,  C.  D. 5 51 

Blair 

Howard,  M.  C.  1 37 

802  Med.  Arts,  Omaha 

Howe,  Robert  L.  2 30 

Nelson 

Howell,  W.  L. 12  4 

Hyannis 

Hoyt,  Melvin  S.  11  31 

1111  W.  4th,  North  Platte 

Hranac,  Chas.  E. 9 15 

Cozad 

Hrnicek,  Leo  A. 12  47 

Bayard 

Hruby,  Allan  J. 1 37 

3169  Leavenworth,  Omaha 

Hubbard.  Theodore  F. 1 37 

1005  Meadow  Rd.,  Omaha 

Hubenbecker,  J.  C.  (Life) 5 16 

North  Bend 

Hughes.  D.  O. 7 27 

Fairbury 

Hughes.  Leo  V. 1 37 

3610  Dodge,  Omaha 

Hughes,  W.  T. 1 37 

Gretna 

Hull,  Wayne  M.  (Life) 1 37 

St.  Petersburg,  Fla. 

Hummell,  R.  O.  (Life) 2 30 

2435  Bradfield  Dr., 

Lincoln 

Hungerford,  Wm.  E.  1 37 

i904  Spencer,  Omaha 

Hunt,  Howard  B.  1 37 

Methodist  Hosp.,  Omaha 

Imes,  Loren  E. 9 22 

820  W\  Division,  Gr.  Island 

Ingham,  Chas.  G.  4 32 

Box  902,  Norfolk 

Inslee,  Donald  O. 9 15 

Gothenburg 

Irvin,  I.  W.  (Life)  3 34 

Auburn 

Iwerson,  Frank  J.  1 37 

1307  Med.  Arts,  Omaha 

Jackson,  Donald  R. 1 37 

5020  Dodge,  Omaha 

Jakeman,  H.  A.  5 16 

2195  N.  Broad,  Fremont 

James,  L.  D. 10  49 

310  W.  7th,  McCook 

James,  Lawrence  R. 1 37 

728  Doctors  Bldg.,  Omaha 

Jardon,  Oscar  9 19 

Loup  City 

Jarvis,  W.  J.  2 30 

3145  "O”  St.,  Lincoln 

Jenkins,  Harry'  J.  (Life) 1 37 

8403  Pacific,  Omaha 

Jensen,  W.  P. 1 37 

1420  Med.  Arts,  Omaha 
Jester,  Royal  F.,  Sr.  (Life)-  9 5 

814  W.  23rd,  Kearney 

Jester,  Royal  F.,  Jr 9 5 

214  W.  25th,  Kearney 

John,  George  L. 4 9 

Wayne 

Johnson,  Geo.  N. 1 37 

3569  Leavenworth,  Omaha 
Johnson,  Gordon  F. 1 37 


728  Doctors  Bldg.,  Omaha 


Dist.  Co. 


Name  Code  Code 

Johnson,  H.  F. 1 37 

209  So.  42nd,  Omaha 

Johnson,  J.  A.  1 37 

602  Omaha  Loan  & Bldg., 

Omaha 

Johnson,  L.  Palmer 2 30 

140  So.  27th  Lincoln 

Johnson,  O.  D. 9 5 

103  W.  22nd,  Kearney 

Johnson,  Richard  D. 9 5 

103  W.  22nd,  Kearney 

Johnson.  Richard  N.  1 37 

3932  So.  24th,  Omaha 

Johnson,  Wilbur  8 25 

Valentine 

Johnson.  Wm.  H.  1 37 

3724  No.  30th,  Omaha 

Johnston.  R.  S. 9 5 

3 W.  27th,  Kearney 

Johnston.  Raymond  F. 9 5 

3 W.  27th.  Kearney 
Jolly-Fritz,  Roletta 10  1 

141  Lakeside  Dr., 

Hastings 

Jones.  Donald  W.  10  1 

Eastside  Blvd.  at  7th, 

Hastings 

Jones.  R.  Lester 1 37 

105  So.  49th,  Omaha 

Jones.  R.  T.  (Life)  10  49 

217%  Norris  Ave.,  McCook 

Jones,  Robert  Dale 1 37 

105  So.  49th,  Omaha 

Joyer,  Robert  M.  1 37 

432  So.  39th,  Omaha 

Judd,  J.  H.  1 37 

1020  Med.  Arts,  Omaha 

Jurgensen,  William  W.  1 37 

617  Med.  Arts.  Omaha 

Kadavy.  G.  J.  (Life)  1 37 

2703  So.  16th,  Omaha 

Kalin.  John  A.  1 37 

1909  No.  81st,  Omaha 

Kamm,  Frank 10  1 

Blue  Hill 

Kammandel,  Henry  1 37 

415  Doctors  Bldg.,  Omaha 

K amp  rath.  Coll  Q.  6 48 

Utica 

Kamprath,  Wilmar  M.  6 48 

Utica 

Karrer.  F.  M. 10  49 

310  W.  7th.  McCook 

Karrer  F.  W.  (Life)  6 52 

York 

Karrer,  F.  Wm.  1 37 

409  Doctors  Bldg.,  Omaha 

Karrer,  R.  W. 12  47 

1810  1st  Ave.,  Scottsbluff 

Karrer,  Robt.  E.  6 52 

York 

Kaufmann,  Jack  E.  6 7 

David  City 

Keegan.  J.  Jay  (Life)  1 37 

669  No.  57th,  Omaha 

Kelley,  J.  Whitney  1 37 

1513  Med.  Arts,  Omaha 

Kelley.  Robert  C.  4 13 

Beemer 

Kelley.  Wm.  E. 1 37 

1319  Med.  Arts,  Omaha 

Kelly,  Gerard  1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.,  Jr. 1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.  ,Sr.  1 37 

816  Med.  Arts,  Omaha 

Kemp.  Daniel  1 37 

2218  “L”  St.,  Omaha 

Kemp,  Wm.  T.  1 37 

3001  No.  16th,  Omaha 

Kennedv,  J.  F. 12  4 

916  W.  10th,  Alliance 

Kennedy,  John  C. 1 37 

1520  Med.  Arts,  Omaha 

Kenner,  W.  C.  2 38 

Nebraska  City 

Kenney,  Kenneth  J. 7 27 

Fairbury 

Keown,  J.  T.,  Jr.  4 9 

Pender 

Kilgore,  W.  S.  6 52 

York 

Kimball,  Kenneth  F. 9 5 

9 W.  31st,  Kearney 

Kingsley,  D.  W. 10  1 

700  Eastside  Blvd., 

Hastings 

Kirk.  E.  J. 1 37 

434  Aquila  Ct.,  Omaha 
Klaas,  R.  E. 4 32 


13th  & Nebraska,  Norfolk 
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Nebraska  S.  M.  J 


Dist.  Co. 

Name  Code  Code 

Klabenes,  Frank  J.  1 37 

1020  Med.  Arts,  Omaha 

Kleager,  Clyde  L.  10  1 

620  N.  Denver,  Hastings 

Kleinchmidt,  G.  W.  2 30 

State  Hosp.,  Lincoln 

Knosp,  Glen  D.  2 9 

Elmwood 

Koefoot,  R.  B. 9 14 

Broken  Bow 

Koefoot,  Robert  R. 9 22 

706  W.  1st,  Grand  Island 

Koefoot.  Theo.,  Jr.  9 14 

Broken  Bow 

Kohtz,  R.  H.  4 29 

Bloomfield 

Kopp,  Robert  E.  4 41 

Plain  view 

Kostal,  O.  A.  10  1 

Box  174,  Hastings 

Koszewski,  Bohdan  J. 1 37 

2602  J St.,  Omaha 

Kovar,  Wm.  R. 1 37 

3610  Dodge,  Qmaha 

Ko varik,  James  R.  1 37 

3568  Dodge,  Omaha 

Kreymborg,  O.  C.  11  31 

Box  739,  North  Platte 

Krieg,  Jacob  12  47 

2122  Broadway,  Scottsbluff 

Kroupa,  W.  E.  1 37 

3568  Dodge,  Omaha 

Krush,  Thaddeus  P. 1 37 

Nebr.  Psychiatric  Inst., 

U.  of  N.,  Omaha 

Kuehn,  Gerald  A.  10  1 

418  N.  Hastings,  Hastings 

Kulesh,  Morton  H.  1 37 

701  Doctors  Bldg.,  Omaha 

Kuncl.  Joseph  (Life)  12  4 

1012  Laramie  Ave.,  Alliance 

Kunkel,  L.  N. 2 8 

Weeping  Water 

Kuper,  Herbert  D. 5 42 

2511  15th,  Columbus 

Kuxhausen,  D.  L.  10  49 

McCook  Clinic,  McCook 

Ladwig,  Harold  A.  1 37 

302  City  Natl.  Bank, 

Omaha 

Lamphere,  Richard  10  40 

Bertrand 

Landers,  Allan  C. 12  47 

Box  608,  Scottsbluff 

Landgraf.  Charles  W. 10  1 

605  N.  Denver,  Hastings 

Lane,  L.  Dean  9 5 

211  W.  33rd.  Kearney 

Langdon,  Edward  1 37 

823  Doctors  Bldg.,  Omaha 

Langdon.  Frederick  J. 1 37 

3610  Dodge.  Omaha 

Langdon,  Robert  1 37 

3568  Dodge.  Omaha 

Lanspa,  Eugene  F. 1 37 

4801  Center,  Omaha 

Larson.  Arthur 1 37 

701  Doctors  Bldg.,  Omaha 

Larson,  D.  L.  11  10 

Chappell 

Larson,  George  2 30 

1301  Sharp  Bldg.,  Lincoln 

Larson,  Sherwood  L.  7 45 

Crete 

La  tenser,  John  F.  1 37 

809  Doctors  Bldg.,  Omaha 

Lathrop,  M.  E.  6 46 

Wahoo 

Leahy,  James  J. 1 37 

3610  Dodge,  Omaha 

Lear,  William  J. 4 32 

900  Norfolk  Ave.,  Norfolk 

Lee,  Leonard  R. 2 30 

307  So.  16th,  Lincoln 

Lee,  Leroy  W. 1 37 

800  Doctors  Bldg.,  Omaha 

Lehnhoff,  Henry  J.  1 37 

720  Doctors  Bldg.,  Omaha 

Leininger,  E.  F.  10  49 

114  W.  “C”  St.,  McCook 

Lemke,  Theodore  J.  5 42 

1454  28th  Ave.,  Columbus 

Lemon,  Henry  M.  1 37 

U.  of  N.  Hosp.,  Omaha 

Lempka,  Arnold  W. 1 37 

502  Med.  Arts,  Omaha 

Lennox,  Geo.  B.  1 37 

2527  Patrick,  Omaha 

Lewis,  George  E.  2 30 

723  Sharp  Bldg.,  Lincoln 

Lewis,  L.  G.  H.  2 30 

1033  Stuart  Bldg.,  Lincoln 

Lewis,  Raymond  G.  1 37 

5015  Dodge,  Omaha 


Dist.  Co. 


Name  Code  Code 

Le Worthy,  G.  W. 2 30 

3145  “O”  St.,  Lincoln 

Lipp,  Frank  E.  (Life)  1 37 

5812  Pierce,  Omaha 

Liston,  O.  E.  (Life)  2 8 

Elmwood 

Loeffel.  E.  J.  12  47 

Mitchell 

Lombardo,  Anthony  J. 1 37 

3929  Harney,  Omaha 

Long,  James  S.  10  24 

Alma 

Long,  Robert  S. 1 37 

8721  Shamrock  Rd.,  Omaha 

Long.  Wm.  B.  9 15 

Lexington 

Longacre,  O.  E.  (Life) 6 7 

Rising  City 

Longo,  Charles  A.  1 37 

Bellevue 

Longo,  Joseph  A.  1 37 

710  Kilpatrick  Bldg., 

Omaha 

Loomis.  George  W.  1 37 

720  Doctors  Bldg.,  Omaha 

Lorincz,  Albert  B.  1 37 

Creighton  Clinic,  Omaha 

Loudon,  John  R.  2 30 

1110  Sharp  Bldg.,  Lincoln 

Love,  Robert  10  49 

Cuba  City,  Wis. 

Loveland,  Grace 2 30 

909  Sharp  Bldg.,  Lincoln 

Lovett,  I van  C.  12  47 

21  E.  19th,  Scottsbluff 

Lovgren,  R.  E.  1 37 

719  Doctors  Bldg.,  Omaha 

Luby,  Robert  J. 1 37 

828  Med.  Arts,  Omaha 

Lucas.  Jos.  F.  1 37 

815  W.O.W.  Bldg.,  Omaha 

Lucas,  Thomas  9 14 

Broken  Bow 

Luce,  Roscoe  P.  7 27 

Fairbury 

Luikart.  Ralph  H.  1 37 

708  Med.  Arts,  Omaha 

Lukens,  Isaiah  5 6 

Tekamah 

Lunde,  F.  10  1 

Box  238,  Hastings 
(Ingleside) 

Lyman,  Edwin  D. 1 37 

1201  So.  42nd,  Omaha 

Lynn,  Vincent  S. 7 17 

Geneva 

MacQuiddy,  E.  L.,  Jr. 1 37 

478  Aquila  Ct.,  Omaha 
MacQuiddy.  E.  L.,  Sr.  (Life)  1 37 

5612  Jones,  Omaha 

MacVean,  M.  M.  (Life) 2 38 

Nebraska  City 

Madsen.  C.  C.  1 37 

6104%  Military,  Omaha 

Maggiore,  Carl  H.  9 22 

702  W.  1st,  Grand  Island 

Magid.  Bernard  1 37 

525  Doctors  Bldg.,  Omaha 

Magiera,  Stephen  L.  1 37 

527  City  Natl.  Bank, 

Omaha 

Magill,  Van 10  49 

Curtis 

Magruder,  Thomas  G.  1 37 

1512  So.  60th,  Omaha 

Maillard,  A.  E.  4 41 

Osmond 

Mailliard,  James  A.  1 37 

527  Med.  Arts,  Omaha 

Malashock,  Edward  M. 1 37 

800  Doctors  Bldg.,  Omaha 

Maly,  James  C.  5 * 

Fullerton 

Maness,  E.  Stewart  2 30 

1006  Sharp  Bldg.,  Lincoln 

Mangimelli,  Samuel  T.  1 37 

723  Barker  Bldg.,  Omaha 

Margolin,  J.  Milton  1 37 

902  Med.  Arts,  Omaha 

Margolin,  Morris  (Life) 1 37 

902  Med.  Arts,  Omaha 

Markley,  M.  E. 9 19 

North  Loup 

Marples,  Donald  R.  11  21 

Grant  , 

Marsh,  P.  Wayne  1 37 

Creighton  Uni.,  Omaha 

Martin,  Benjamin  O.  12  35 

Crawford 

Martin,  Francis  4 32 

1103  Madison,  Norfolk 

Martin,  Paul  J.  1 37 

826  Med.  Arts,  Omaha 


Dist.  Co. 

Name  Code  Code 

Martin,  Paul  R. 9 19 

Ord 

Marx,  Louis  E.  2 30 

901  Fed.  Sec.  Bldg.,  Lincoln 

Marx,  Paul  D.  2 30 

901  Fed.  Sec.  Bldg., 

Lincoln 

Mason,  C.  T. 7 36 

Superior 

Mason,  Roger  D. 10  49 

305  E.  1st,  McCook 

Mastin,  Robert  L.  10  1 

Omaha  (Service) 

Matheny,  Z.  E.  (Life)  6 7 

3740  Baldwin,  Lincoln 

Mathews,  M.  D. 9 26 

St.  Paul 

Matson,  Guy  M.  2 30 

2737  No.  49th,  Lincoln 

Matson,  Roy  M. 4 9 

Wayne 

Matthews,  Donald 2 30 

140  So.  27th,  Lincoln 

Mauer,  R.  T.  1 37 

1520  Med.  Arts,  Omaha 

Maxwell,  Paul  J.  2 30 

800  So.  13th,  Lincoln 

Maynard,  James  H. 1 37 

2505  No.  50th,  Omaha 

McArdle,  G.  Prentiss 1 37 

1216  Med.  Arts,  Omaha 

McAvin,  J.  S.  1 37 

Lutheran  Hosp.,  Omaha 

McCammond,  John  M. 9 5 

(Service) 

Del  Rio,  Texas 

McCarthy,  Harry  H.  1 37 

326  Med.  Arts,  Omaha 

McCarthy,  John  O.  1 37 

401  Center  Bldg.,  Omaha 

McCarthy,  Joseph  D. 1 37 

1036  Med.  Arts,  Omaha 

McCarthy,  T.  F.  (Life) 2 30 

No.  5 Theatre  Bldg., 

Lincoln 

McCaslin,  Joseph 1 37 

6016  Ames  Ave.,  Omaha 

McClanahan,  Frank  C. 4 2 

Neligh 

McCleerry,  D.  P.  3 20 

108  So.  6th,  Beatrice 
McCleneghen.  Sam  (Life)  — 1 37 

Rt.  1,  Valley 

McConahay,  Harold  10  40 

Holdrege 

McCormick,  Keith  M.  1 37 

3610  Dodge,  Omaha 

McCrann,  W.  J.  (Life) 1 37 

301  Courtney  Bldg.,  Omaha 

McDaniel,  V.  S.  10  1 

Box  148,  Hastings 
(Ingleside) 

McDermott,  Arnold  1 37 

712  Medical  Arts.,  Omaha 

McDermott,  K.  F. 9 22 

1704  W.  2nd,  Gr.  Island 

McDonald,  Raymond 1 37 

617  Med.  Arts,  Omaha 

McFadden,  Harry  W. 1 37 

701  Doctors  Bldg.,  Omaha 

McGee,  Dean  9 15 

Lexington 

McGee,  Harry  E.  (Life) 1 37 

515  So.  52nd.  Omaha 

McGinnis.  Kenneth  T.  2 30 

3145  “O”  St.,  Lincoln 

McGoogan,  Leon  S.  1 37 

3568  Dodge,  Omaha 

McGrath,  Chas.  D.  9 22 

1704  W.  2nd,  Gr.  Island 

McGrath,  W.  D. 9 22 

1704  W.  2nd,  Gr.  Island 

McGrath,  William  M.  9 22 

1st  Natl.  Bank,  Gr.  Island 

McGreer,  John  T.  2 30 

924  Sharp  Bldg.,  Lincoln 

McGrew,  K.  C. 10  24 

Orleans 

Mclntire,  Matilda  S. 1 37 

602  So.  44th  Ave.,  Omaha 

Mclntire,  Robt.  10  1 

612  W.  6th,  Hastings 

Mclntire,  Waldean  C.  1 37 

3610  Dodge,  Omaha 

McLaughlin,  C.  W.,  Jr. 1 37 

409  Doctors  Bldg.,  Omaha 

McLean,  Dougald  D.  2 30 

1517  “H”  St.,  Lincoln 

McLeay,  John  F. 1 37 

California  (Service) 

McMahon,  Chas.  G. 7 36 

Superior 
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Dist.  Co. 


Name  Code  Code 

McMartin.  W.  J. 1 37 

603  City  Natl.  Bank. 

Omaha 

McMillan.  Aaron  M.  1 37 

2854  Wirt.  Omaha 

McMillan.  John  A.  10  1 

Box  67,  Hastings 

McMurtrey,  George  B.  1 37 

634  Doctors  Bldg.,  Omaha 

McNamara,  J.  W. 1 37 

334  Doctors  Bldg.,  Omaha 

McNeil.  L.  S.  10  18 

Campbell 

McNulty,  Edward  A. 12  4 

916  W.  10th.  Alliance 

McWhorter,  Clarence  A. 1 37 

10711  Cedar.  Omaha 

Meckel,  Ben  R.  9 19 

Burwell 

Medlar,  Clyde  Avery  5 42 

1454  28th  Ave.,  Columbus 

Melcher,  W.  H.  (Life) 1 37 

4339  WTa'nut,  Omaha 

Melcher,  Wm.  C.  1 37 

10060  Miami.  Omaha 
Mercer,  Nelson  S.  (Life)  — 1 37 

2506  Dodge.  Omaha 

Merrick.  A.  J.  5 16 

1005  E.  23rd.  Fremont 

Meyers,  V.  Wm.  1 37 

326  Med.  Arts,  Omaha 

Miller.  C.  J.  (Life)  9 19 

Ord 

Miller,  Daniel  1 37 

326  Doctors  Bldg.,  Omaha 

Miller,  Harold  B.  2 30 

1403  Sharp  Bldg.,  Lincoln 

Miller,  N.  R. 2 30 

735  Stuart  Bldg.,  Lincoln 

Miller,  Otis  W.  9 19 

Ord 

Miller,  Samuel  D.  2 30 

5532  South,  Lincoln 

Miller,  Warren  R. 5 42 

1454  28th  Ave.,  Columbus 

Millett,  Clinton  1 37 

3610  Dodge,  Omaha 

Millett,  G.  J. 5 16 

2195  N.  Broad,  Fremont 

Minthom,  Murray  F. 1 37 

5620  Ames,  Omaha 

Minnick,  Clarence  10  49 

Cambridge 

Misko,  George  2 30 

1001  “O”  St.,  Lincoln 

Mitchell,  Howard  E — 2 30 

2300  So.  13th,  Lincoln 

Mitchell,  John  R.  1 37 

4815  Dodge,  Omaha 

Mnuk,  F.  J.  1 37 

3374  So.  13th,  Omaha 

Moell,  L.  Dwight 3 20 

109*4  So.  6th,  Beatrice 

Moessner,  Samuel  F.  2 30 

820  Sharp  Bldg.,  Lincoln 

Mongeau,  D.  C.  9 22 

702  W.  Koenig,  Gr.  Island 

Moody,  W.  B.  1 37 

530  Med.  Arts,  Omaha 

Moon,  Chas.  F.  (Life)  1 37 

207  So.  42nd,  Omaha 

Moore.  Clyde  (Life)  1 37 

319  Med.  Arts.  Omaha 

Moore,  Harlan  E.  11  31 

Sutherland 

Moore,  Ralph  C. 1 37 

2017  So.  107th.  Omaha 

Moore,  Robert  F.  2 30 

V.A.  Hospital,  Lincoln 

Moore,  Y.  Scott 2 30 

135  So.  14th,  Lincoln 

Moragues,  Vincent  1 37 

Creighton  Univ.,  Omaha 
Moran.  C.  S. 1 37 


St.  Catherine’s  Hosp., 

Omaha 

Morgan.  D.  H.,  Sr.  (Life)  — 10  49 

Box  491,  McCook 


Morgan,  Donal  H.,  Jr. 10  49 

Box  491.  McCook 

Morgan,  Harold  S. 2 30 

140  So.  27th,  Lincoln 

Morgan,  R.  J. 12  4 

916  W.  10th,  Alliance 

Morgan,  Roland  R. 10  49 

Cambridge 

Morris,  Haskel  1 37 

530  Med.  Arts.  Omaha 

Morrison,  Wm.  H. 1 37 

710  Doctors  Bldg.,  Omaha 

Morrow,  B.  E.  (Life)  6 48 

Seward 

Morrow,  H.  H.  5 16 

423  W.  11th,  Fremont 


Dist.  Co. 


Name  Code  Code 

Morrow,  Lawrence  5 6 

Tekamah 

Morrow.  Paul  N.  1 37 

3610  Dodge,  Omaha 

Morton,  H.  B.  2 30 

48th  & “A”  Sts.,  Lincoln 

Moschel,  Daniel  5 42 

Seattle,  Wash. 

Moss,  N.  H. 9 19 

Minneapolis,  Minn. 

Mountford,  F.  A.  7 50 

Davenport 

Muehlig,  G.  Kenneth  1 37 

636  Med.  Arts,  Omaha 

Muehlig.  Wilbur  A.  1 37 

636  Med.  Arts,  Omaha 

Mueller,  Albert  9 5 

Good  Samaritan  Hosp., 

Kearney 

Mueller,  R.  F. 2 30 

1425  Sharp  Bldg.,  Lincoln 

Muffly,  Charles  G.  4 9 

Pender 

Muffly,  Robert  B.  1 37 

602  So.  44th,  Omaha 

Mullmann,  Arnold  J. 5 6 

Oakland 

Munger,  A.  D.  (Life)  2 30 

Bullhead  City,  Ariz. 

Munger,  Horace  V.  2 30 

140  So.  27th,  Lincoln 

Murphy.  Albert  V.  1 37 

826  Med.  Arts,  Omaha 

Murphy,  Chas.  M.  1 37 

5901  Military,  Omaha 

Murphy,  J.  Harry 1 37 

215  So.  42nd,  Omaha 

Murphy,  Jerome  P.  1 37 

1429  Med.  Arts,  Omaha 

Murphy,  Robert  E. 1 37 

215  So.  42nd,  Omaha 

Murray,  Don  E.  10  1 

604  W.  6th,  Hastings 

Murray,  Robert  G.  1 37 

Benson  Med.  Center,  Omaha 

Muskin,  Nathan  1 37 

2602  “J”  St.,  Omaha 

Musselman,  Merle  M.  1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Myers,  H.  Dey  5 12 

Schuyler 

Mvers,  William 10  1 

Blue  Hill 

Nabitv,  Stanley  N.  9 22 

217*4  N.  Pine,  Gr.  Island 

Nachman.  E.  A. 1 37 

1137  Med.  Arts,  Omaha 

Nagengast.  Delwyn  J. 4 29 

Bloomfield 

Nebe,  Frederick  M.  2 30 

943  Stuart  Bldg.,  Lincoln 

Neely.  J.  Marshall  2 30 

924  Sharp  Bldg.,  Lincoln 

Neely,  Orivs  A.  2 30 

924  Sharp  Bldg.,  Lincoln 

Neil,  Stanley  R.  4 29 

Niobrara 

Neis,  Delbert  D. 1 37 

422  Doctors  Bldg.,  Omaha 

Neligh,  Rosalie  B. 1 37 

Woodmen  Circle,  Omaha 

Nelson.  C.  C. 5 16 

2195  N.  Broad,  Fremont 

Nelson.  F.  C.  1 37 

2734  No.  61st,  Omaha 

Nelson.  J.  C.  3 20 

Wymore 

Nemec,  C.  J.  (Life)  1 37 

302  Doctors  Bldg.,  Omaha 

Neu,  Harold  N.  1 37 

324  City  Natl.  Bank, 

Omaha 

Neumayer,  Francis 2 30 

48th  & “A”  Sts.,  Lincoln 

Nicholson,  Ralph  10  40 

Holdrege 

Niehaus,  Friedrich  W.  1 37 

823  Doctors  Bldg.,  Omaha 

Niehaus,  Karl  F.  1 37 

823  Doctors  Bldg.,  Omaha 

Niehaus,  William  C.  6 7 

David  City 

Niehus,  Wm.  B. 11  31 

402  S.  Jeffers,  No.  Platte 

Nilsson,  Donald  C.  1 37 

4209  Douglas,  Omaha 

Nolan,  James  R.  1 37 

8420  Center,  Omaha 

Norall,  Victor  D.  9 15 

Lexington 

Nordlund,  Harold  M. 6 52 

York 


Dist.  Co. 


Name  Code  Code 

Norman,  Chester  L. 2 30 

3560  So.  48th,  Lincoln 

Novak.  Wm.  F.  1 37 

307  Med.  Arts,  Omaha 

Nuss,  H.  V. 7 11 

Sutton 

Nutzman,  Chas.  L.  7 11 

Denver,  Colo. 

Nutzman,  Wm.  E.  9 5 

State  Hospital,  Kearney 

Nye,  Dan  A.  9 5 

5 W.  31st,  Kearney 

Nye,  Wm.  F.  2 30 

950  Stuart  Bldg.,  Lincoln 

Oba,  Calvin  M.  12  47 

116  W.  17th,  Scottsbluff 

Obert,  Francis  10  1 

Red  Cloud 

Oberst,  Byron  B.  1 37 

304  So.  42nd,  Omaha 

Ochs.  Randal  N. 2 30 

3560  So.  48th,  Lincoln 

O’Donnell.  H.  J. 10  1 

Hastings  (Ingleside) 

Offerman,  A.  J. 1 37 

4805*4  So.  24th,  Omaha 

O’Hearn,  J.  J.  1 37 

481iyo  So.  24th,  Omaha 

Ohme,  K.  A.  12  47 

Mitchell 

O’Holleran,  Lloyd  S.  12  10 

Sidney 

Olney.  R.  C.  2 30 

4740  “F”  St.,  Lincoln 

Olson,  Leland  J.  1 37 

525  Doctors  Bldg.,  Omaha 

Olson,  Raymond  H.  12  4 

524  Box  Butte,  Alliance 

Olsson,  P.  Bryant 9 15 

Lexington 

O’Neil,  John  R.  5 12 

Clarkson 

O’Neil,  Gerald  C. 1 37 

3610  Dodge,  Omaha 

O’Neil,  James  J.  1 37 

612  Med.  Arts.  Omaha 

Organ,  Claude  H.  1 37 

914  Med.  Arts,  Omaha 

Osborn,  Leslie 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Owen,  Bernard  A. 8 35 

Hay  Springs 

Owen,  L.  J. 2 30 

957  Stuart  Bldg.,  Lincoln 

Owens.  C.  A.  (Life)  1 37 

Dana  Point,  Calif. 

Palmer,  Janet  Forbes  2 30 

343  Stuart  Bldg.,  Lincoln 

Pankau,  J.  B. 12  10 

Dalton 

Pantano.  Anthony  R.  1 37 

714  W.O.W.  Bldg.,  Omaha 

Panzer,  H.  J.  8 25 

Bassett 

Papenfuss,  Harlan  L.  2 30 

1403  Sharp  Bldg.,  Lincoln 

Paul,  Ralph  E. 3 28 

Sterling 

Parkison,  Donald  E. 1 37 

€27  Doctors  Bldg.,  Omaha 

Paulson.  H.  O. 2 30 

508  Sharp  Bldg..  Linco’n 

Paustian,  Frederick  F. 1 37 

301  Doctors  Bldg.,  Omaha 

Pavelka,  Donald  J.  1 37 

521  City  Natl.  Bank,  Omaha 

Pep.rse,  Warren  H.  1 37 

Univ.  Hospital,  Omaha 

Peartree.  Sherwood  P. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Pederson,  E.  Stanley 1 37 

622  Doctors  Bldg.,  Omaha 

Peetz,  Dwaine  J. 4 2 

Neligh 

Penner.  Donald 3 20 

212  N.  5th,  Beatrice 

Penner,  Elmer  3 20 

212  N.  5th  Beatrice 

Penner,  H.  G.  (Life)  3 20 

825  W.  Court,  Beatrice 

Penry,  R.  E. 7 50 

Hebron 

Pepper,  Maurice  L. 1 37 

1431  Med.  Arts,  Omaha 

Perrin,  Theodore  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Perry,  S.  H.  9 15 

Gothenburg 

Pestal,  Joe  (Life)  6 46 

Rawlins,  Wyo. 
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Peters.  G.  E.  4 9 

Randolph 

Peterson,  Paul  L.  2 30 

702  Sharp  Bid?.,  Lincoln 

Peterson,  Ronald  1 37 

2415  Fort  St.,  Omaha 

Peterson,  Theo.  A.  10  40 

Holdrege 

Pfeifer,  LaVerne  F. 2 30 

3705  South  St.,  Lincoln 

Pfundt,  T.  R.  1 37 

Creighton  Clinic,  Omaha 

Pinkerton.  Clifford  C. 11  31 

402  S.  Jeffers,  No.  Platte 

Pinne,  Geo.  F.  1 37 

421  Doctors  Bldg.,  Omaha 

Pinney,  Geo.  L.  10  1 

418  N.  Hastings,  Hastings 

Pirotte,  Richard  A.  1 37 

2533  So.  90th,  Omaha 

Pitsch,  Richard  M. 6 48 

Seward 

Place.  Geo.  E. 2 30 

4825  St.  Paul.  Lincoln 

Placek,  Louis  T.  1 37 

211  Med.  Arts,  Omaha 

Pleiss,  Joseph  A.  1 37 

716  Med.  Arts,  Omaha 

Podlesak,  James  I.  2 30 

612-614  Terminal  Bldg., 

Lincoln 

Pogge,  Raymond  2 30 

Dorsey  Labs.,  Lincoln 

Pollack,  John  D.  4 32 

312  Valley  View  Dr., 

Norfolk 

Porter,  John  W.  3 20 

1200  So.  9th.  Beatrice 

Post,  George  P.  12  47 

Bridgeport 

Potter,  Stanley  E.  1 37 

609  Doctors  Bldg.,  Omaha 

Potthoff,  Carl  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Potts,  L.  C.  11  21 

Grant 

Powell,  M.  J.  (Life)  7 27 

Fairbury 

Pratt,  Peyton  T.  1 37 

600  Doctors  Bldg.,  Omaha 

Prems,  Evald  10  40 

Holdrege 

Prentice,  O.  D.  12  47 

Morrill 

Prescher.  Donald  A. 1 37 

5404  Ames.  Omaha 

Prince,  Donald  F. 10  1 

Minden 

Proffitt,  J.  Alfred  9 22 

704  W.  Koenig,  Gr.  Island 

Pruner,  A.  C.  (Life) 1 37 

629  Med.  Arts,  Omaha 

Pulec.  Jack  L.  1 37 

1020  Medical  Arts,  Omaha 

Pullman,  George  R.  1 37 

Lutheran  Hosp.,  Omaha 

Purvis,  Donald  2 30 

800  So.  13th,  Lincoln 

Pyle,  B.  W. 9 15 

Gothenburg 

Quaife,  Merton  A.  9 5 

(Service) 

Rochester,  New  York 

Quigley,  D.  T.  (Life) 1 37 

721  Med.  Arts,  Omaha 

Quinlan,  Maurice  F.  1 37 

6061  Ames,  Omaha 

Quiring,  Henry  J.  1 37 

2734  No.  61st,  Omaha 

Racines.  J.  Y.  9 26 

Soldiers  & Sailors  Home, 

Grand  Island 

Raines,  Max  M.  11  31 

115  E.  “E”  St.,  No.  Platte 

Ramsay,  James  E.  8 25 

Atkinson 

Ranee,  Wm.  T. 1 37 

730  City  Natl.  Bank. 

Omaha 

Rasgor^hek,  R.  H. 1 37 

425  Aquila  Ct..  Omaha 

Rasmussen,  John  A. 1 37 

609  Doctors  Bldg.,  Omaha 

Rath,  Hans 1 37 

739  Doctors  Bldg.,  Omaha 

Rath.  Otto  G. 1 37 

3929  Harney,  Omaha 

Rathbun,  Sanford  M. 3 20 

114  So.  6th,  Beatrice 

Rathbun,  S.  R.  12  10 

Sidney 

Read,  Paul  S. 1 37 

2415  Fort,  Omaha 


Dist.  Co. 


Name  Code  Code 

Redfield,  J.  B.  (Life)  11  31 

50814  N.  Dewey,  No.  Platte 

Redgwich,  J.  P.  1 37 

207  So.  42nd,  Omaha 

Reed.  E.  B.  2 30 

3145  “O'*  St.,  Lincoln 

Reed.  Paul  A.  7 50 

Deshler 

Reeder,  Grant  (Life) 5 16 

212  First  Natl.  Bank, 

Fremont 

Reeder.  Robert  C.  5 16 

212'  First  Natl.  Bank, 

Fremont 

Reeder,  Wm.  J.  5 3 

Cedar  Rapids 

Reedy,  Wm.  J.  1 37 

324  City  Natl.  Bank. 

Omaha 

Rees.  Barney  B.  1 37 

419  Doctors  Bldg.,  Omaha 

Reese,  S.  O.  2 30 

816  Sharp  Bldg.,  Lincoln 

Reeves,  E.  Howard  9 26 

Scotia 

Reichstadt,  Paul  F.  1 37 

3001  No.  16th,  Omaha 

Reid,  John  D.  (Life)  4 * 

Pilger 

Reighter,  Kenneth  M.  1 37 

3665  “Q”  St.,  Omaha 

Reiner,  Walter  M. 10  40 

Holdrege 

Retelsdorf,  C.  Lee 1 37 

3610  Dodge,  Omaha 

Reynolds.  W.  E.  4 9 

South  Sioux  City 

Rice,  C.  E.  3 20 

Odell 

Richard,  Warren  E.  10  1 

715  N.  St.  Joseph,  Hastings 

Richards.  F.  L.  9 5 

214  W.  25th,  Kearney 

Rickman.  James  H.  2 30 

626  Sharp  Bldg.,  Lincoln 

Riddell,  Ted  12  47 

15  E.  18th,  Scotts bluff 

Rider,  E.  E.  (Life) 2 30 

Orleans 

Ring,  Floyd  O.  1 37 

509  Doctors  Bldg.,  Omaha 

Robertson,  Geo.  E.  1 37 

308  So.  39th,  Omaha 

Rogers,  E.  A.  2 30 

St.  Dept.  Health,  Lincoln 

Root,  Charles  M.  1 37 

3610  Dodge,  Omaha 

Rose.  Forrest  I.  2 30 

1203  Sharp  Bldg.,  Lincoln 

Rose,  Kenneth  D.  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Rosenau,  J.  A.  12  47 

102  E.  21st,  Scottsbluff 

Rosenau,  Oliver  P. 9 15 

Cozad 

Rosenlof,  R.  C. 9 5 

5 W.  31st,  Kearney 

Rouse,  James  W.  1 37 

918  Med.  Arts,  Omaha 

Rowe,  E.  W.  (Life)  2 30 

434  So.  Cotner,  Lincoln 

Rubnitz,  A.  S.  1 37 

732  Med.  Arts,  Omaha 

Ruch,  Ralph  O.  1 37 

1118  Med.  Arts,  Omaha 

Rumbolz,  Wm.  L.  I 37 

207  So.  42nd,  Omaha 

Runco,  Vincent  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Rundquist,  R.  B.  5 42 

2360  Pershing  Rd.,  Columbus 

Runty,  H.  D. 3 20 

DeWitt 

Russell,  Harry  6 52 

2171/2  N.  Pine,  Gr.  Island 

Rutt,  Fred  J.  10  1 

704  Eastside  Blvd., 

Hastings 

Rydberg,  C.  A.  9 14 

Litchfield 

Ryder,  Frank  D.  9 22 

1902  W.  Charles,  Gr.  Island 

Ryder,  James  E.  1 37 

1901  Missouri,  Omaha 

Sallenbach,  Donald  H.  9 5 

Gibbon 

Salter,  George  B.  4 32 

900  Norfolk  Ave.,  Norfolk 

Samuelson,  Myron  E.  3 20 

Wymore 

Sanders,  Edward  J.  1 37 

326  Med.  Arts,  Omaha 


Dist.  Co. 

Name  Code  Code 

Sanderson,  D.  D. 2 30 

914  Stuart  Bldg.  Lincoln 

Sauer,  L.  E.  5 6 

Tekamah 

Saults,  Chas.  F.  12  4 

Mullen 

Sawyers,  Gordon  E.  11  31 

715  S.  Jeffers,  No.  Platte 

Schack.  Colin  B.  1 37 

207  So.  42nd,  Omaha 

Schenken,  John  R.  1 37 

Methodist  Hosp.,  Omaha 

Scherer,  Robert  H.  4 13 

West  Point 

Schmitz.  Gerhardt 12  47 

118  W.  18th,  Scottsbluff 

Schmitz,  Wm.  H.,  Jr. 1 37 

611  City  Natl.  Bank, 

Omaha 

Schmitz,  W.  H.,  Sr. 1 37 

611  City  Natl.  Bank, 

Omaha 

Scholz,  Jack  V.  9 15 

Cozad 

Schreiner,  Gilbert  C.  1 37 

125  No.  38th,  Omaha 

Schutz,  John  C.  3 28 

Tecumseh 

Schwedhelm,  A.  J.  4 32 

13th  & Nebraska,  Norfolk 
Schwertley,  F.  J.  (Life) 1 37 

614  Barker  Bldg.,  Omaha 

Scott,  Nathaniel  C. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

'Scott,  Paul  M.  3 34 

Auburn 

Sehnert,  Keith  W.  2 30 

Dorsey  Labs.,  Lincoln 

Seiver,  C.  P.  5 16 

507  E.  6th,  Fremont 

Seng,  O.  L.  12  4 

Box  150,  Alliance 

Seng,  Willard  G.  11  21 

Oshkosh 

Serbousek,  Richard  8 25 

Atkinson 

Serbousek,  Stanley  A.  12  4 

(Service) 

Ft.  Lewis,  Wash. 

Shaffer.  Harry  D. 2 30 

724  Sharp  Bldg.,  Lincoln 

Shamberg,  Alfred  H.  12  10 

Kimball 

Shank,  F.  W.  10  49 

310  W.  7th,  McCook 

Shannon,  D.  D.  12  4 

916  W.  10th,  Alliance 

Shapiro,  Irving  1 37 

2010  No.  66th,  Omaha 

Sharrar,  Lynn  2 30 

719  Sharp  Bldg.,  Lincoln 

Shaughnessy,  E.  J. 11  31 

1111  W.  4th,  No.  Platte 

Shaw,  W.  L.  (Life)  10  1 

Reseda,  Calif. 

Shearer,  W.  L. 1 37 

1218  Med.  Arts,  Omaha 

Shepherd.  Wm.  3 44 

Falls  City 

Sher,  Philip  (Life)  1 37 

4801  No.  52nd,  Omaha 

Shiffermiller,  Floyd  H. 8 25 

Ainsworth 

Shopp,  Bryce  G.  10  49 

Imperial 

Shramek,  C.  J.  1 37 

511  Redick  Tower,  Omaha 

Shreck,  H.  W.  10  1 

422  No.  Hastings,  Hastings 

Siedenburg  R.  H. 12  10 

Kimball 

Sievers,  Rudolph 5 51 

Blair 

Simanek,  Geo.  F.  (Life) 1 37 

Colorado  Springs,  Colo. 

Simmons,  Cecil 5 6 

3006  So.  87th,  Omaha 
Simmons,  Eugene  E.  (Life)_  1 37 

6238  Glenwood  Rd.,  Omaha 

Simon,  Nathan  2 30 

1701  “K”  St.,  Lincoln 
Simonds,  Francis  (Life) 1 37 

615  So.  38th,  Omaha 

Simons.  Milton  1 37 

701  Doctors  Bldg.,  Omaha 

Simpson,  John  E.  (Life) 1 37 

1229  First  Natl.  Bank, 

Omaha 

Simunds,  Phyllis  1 37 

8420  Center,  Omaha 

Sitorius,  Rodney  A.  9 15 

Cozad 
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Dist.  Co. 


Name  Code  Code 

Sjogren.  Merle  1 37 

105  So.  49th  St.,  Omaha 

Skoog-Smith.  Anton  W. 1 37 

622  Doctors  Bldg.  Omaha 

Slabaugh.  Robert  A.  1 37 

5020  Dodge,  Omaha 

Slaughter.  Pauline  K.  4 32 

417  Madison  Ave.,  Norfolk 

Slavik,  Edward  R.  1 37 

8422  Center,  Omaha 

Sloss,  Pierce  T.  9 22 

1310  W.  Charles. 

Grand  Island 

Slunicko.  Jules  A.  1 37 

10806  Prairie  Hills  Dr., 

Omaha 

Slutzky.  Ben  1 37 

5009  Nicholas  St.,  Omaha 

Smith,  Arthur  L..  Jr.  2 30 

510  Anderson  Bldg.. 

Lincoln 

Smith,  Arthur  L.  Sr. 2 30 

510  Anderson  Bldg., 

Lincoln 

Smith.  Clifford  L.  1 37 

506  Center  Bldg.,  Omaha 

Smith.  Dorothy  I.  1 37 

U.  of  N.  Hosp.  Omaha 

Smith.  Edward  J.  1 37 

403  Center  Bldg.,  Omaha 

Smith,  Fay  10  49 

Imperial 

Smith,  Francis  D.  1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Smith.  Harold  V.  9 5 

211  W.  33rd,  Kearney 

Smith,  L.  R.  9 5 

211  W.  33rd.  Kearney 

Smith,  Richard  D. 1 37 

111  Doctors  Bldg.,  Omaha 

Smith,  Robert  C. 10  1 

Box  276,  Hastings 

Smith.  Roy  J.  5 3 

Albion 

Smith,  Thomas  T. 1 37 

211  Med.  Arts,  Omaha 

Sobota,  Joseph  E.  1 37 

3019  Ames.  Omaha 

Sojka,  Louis  A.  5 43 

2413  23rd,  Columbus 

Solomon.  W.  W. 1 37 

3024  No.  24th,  Omaha 

Sorensen.  C.  N.  12  47 

1801  Broadway.  ScotUbluff 

Sorenson.  Robert  5 16 

1135  N.  Oak  St.,  Fremont 

Sorrell.  Michael  3 28 

Tecumseh 

Soule,  Mary  A.  1 37 

442  Doctors  Bldg..  Omaha 

Spencer,  Berl  11  21 

Ogallala 

Spethman,  Gerald 5 3 

Albion 

Spivey,  C.  D. 9 14 

Anselmo 

Srb,  A.  F.  1 37 

1719  So.  16th,  Omaha 

Srb.  G.  J.  5 16 

Dodge 

Stafford.  G.  E.  2 30 

800  So.  13th,  Lincoln 

Staley,  Sanford  O.  9 5 

11  W.  31st,  Kearney 

Stanard,  J.  T.  (Life)  6 48 

Seward 

Stappenbeck,  Alfred  P.  3 44 

Humboldt 

Starr.  Philip  H.  1 37 

509  Doctors  Bldg.,  Omaha 

Statton,  R.  F.  2 30 

702  Sharp  Bldg.,  Lincoln 

Steams,  R.  J.  (Life)  1 37 

2301  Ellison.  Omaha 

Steenburg,  Donald  B. 6 23 

Aurora 

Steenburg,  E.  A.  6 23 

Aurora 

Steenburg,  E.  K.  6 23 

Washington.  D.C. 

Steenburg,  Houtz  G. 6 23 

Aurora 

Steffens,  L.  C. 9 5 

211  W.  33rd,  Kearney 

Stehl.  C.  H.  L.  5 16 

Scribner 

Stein.  Robert  J.  2 30 

430  Stuart  Bldg.,  Lincoln 

Steinberg.  A.  A.  1 37 

617  Kilpatrick  Bldg. 

Omaha 

Steinberg,  M.  M.  1 37 


307  Med.  Arts,  Omaha 


Dist.  Co. 


Name  Code  Code 

Stemper,  Jack  M.  2 30 

4740  "A”  St,  Lincoln 

Stevenson,  B.  M.  9 5 

211  W.  33rd,  Kearney 

Stevenson.  Edward  11  31 

108  S.  Vine.  North  Platte 

Stewart,  Frank  A.  2 30 

2133  Winthrop  Rd., 

Lincoln 

Stewart,  Geo.  J. 4 32 

Box  408,  Norfolk 

Stewart.  H.  C.  3 39 

Pawnee  City 

Stivrins.  Kazimirs  2 30 

3145  “O”  St,  Lincoln 

Stivrins,  Patrcia  Cole  2 30 

3145  “O”  St,  Lincoln 

Stone.  F.  P.  2 30 

2300  So.  13th,  Lincoln 

Stonecypher,  D.  D.,  Jr. 2 28 

Nebraska  City 

Stonecypher,  D.  D.,  Sr. 2 28 

Nebraska  City 

Stoner,  Maurice  E.  1 37 

628  Med.  Arts,  Omaha 

Stout,  Kenneth  C.  10  49 

Benkelman 

Stover,  Lee  2 30 

800  So.  13th,  Lincoln 

Strader,  R.  M.  2 30 

430  Stuart  Bldg.,  Lincoln 
Strickland.  W.  R.  (Life)  — 1 37 

1912  So.  48th.  Omaha 

Strough,  LaVem  C.  1 37 

Nebr..  Psychiatric  Inst, 

Omaha 

Stryker.  Robert  M.  1 37 

8284  Hascall,  Omaha 

Sucgang.  F.  P.  12  4 

515  Niobrara  Ave.,  Alliance 

Sucha,  Eugene  L.  4 13 

West  Point 

Sucha,  Merlin  L.  5 12 

Schuyler 

Sucha.  W.  L.  (Life)  1 37 

4017  Page.  Omaha 

Sullivan,  H.  T. 1 37 

1036  Red'-''  Tower 
Omaha 

Sullivan,  M.  M.  (Life)  9 19 

Spalding 

Surber,  E.  G.  4 32 

Box  225,  Norfolk 

Svehla.  Richard  B.  1 37 

528  Med.  Arts,  Omaha 

Swab,  Chas.  M.  1 37 

1316  Med.  Arts,  Omaha 

Swab,  Elizabeth  M.  1 37 

1316  Med.  Arts,  Omaha 

Swenson,  Samuel  A.,  Jr. 1 37 

110  Doctors  Bldg.,  Omaha 
Taborsky,  A.  F.  2 30 

629  Stuart  Bldg.,  Lincoln 

Takenaga,  R.  T. 11  31 

112  E.  6th,  No.  Platte 

Tamisiea,  Jerry  X.  1 37 

Methodist  Hosp.,  Omaha 

Tanner,  Frank  H.  2 30 

1835  S.  Pershing  Rd., 

Lincoln  , 

Tanner,  John  W. 1 37 

8712  Pacific,  Omaha 

Taylor,  Bernie  D.  11  31 

2703  So.  41st,  Omaha 

Taylor,  Bowen  E.  2 30 

3145  “O”  St,  Lincoln 

Taylor,  H.  A.  (Life)  2 30 

4728  St  Paul,  Lincoln 

Taylor,  Robert.  W.  3 20 

108  So.  6th.  Beatrice 

Taylor.  Willis  H..  Jr.  1 37 

3807  Cuming,  Omaha 

Teal,  F.  F.  (Life)  2 30 

2815  So.  37th,  Lincoln 

Teal.  Fritz  2 30 

2300  So.  13th,  Lincoln 

Tennant,  H.  S. 4 

Stanton 

Tenney.  Lloyd  E. 2 30 

820  Sharp  Bldg.,  Lincoln 

Thayer,  James  E.  12  10 

Sidney 

Therien.  R.  C. 1 37 

701  Doctors  Bldg.,  Omaha 

Thierstein,  S.  T.  2 30 

1108  Sharp  Bldg.,  Lincoln 

Thomas,  Chas.  W.  3 20 

Wymore 

Thomas,  Conrad  F.  10  18 

Franklin 

Thomas.  John  M. 1 37 

3929  Harney,  Omaha 
Thomas,  R.  L.  2 30 


Medical  Village,  Lincoln 


Dist.  Co. 


Name  Code  Code 

Thompson,  Chester  Q.  1 37 

(Life) 

671  No.  56th,  Omaha 

Thompson,  Dorothy  1 37 

Methodist  Hosp..  Omaha 

Thompson.  I.  L.  (Life) 4 13 

West  Point 

Thompson,  John  C.  2 30 

307  So.  16th,  Lincoln 

Thompson,  John  R. 3 34 

U.  of  N.  Student  Health 
Center,  Lincoln 

Thompson,  John  S. 2 30 

307  So.  16th,  Lincoln 

Thompson.  Lynn  W. 1 37 

526  Doctors  Bldg.,  Omaha 

Thorough,  Paul  H.  2 30 

1325  Sharp  Bldg.,  Lincoln 

Tibbels.  R.  H.  5 6 

Oakland 

Tollefson,  Richard  L. 4 29 

Wausa 

Tollman,  J.  P. 1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Toren,  Richard  C.  2 30 

135  So.  14th.  Lincoln 

Townley,  Robert  1 37 

3610  Dodge.  Omaha 

Tranisi.  Carl  P. 1 37 

8420  Center,  Omaha 

Travnicek,  F.  G.  7 45 

Wilbur 

Treptow.  Kenneth  R. 5 33 

Central  City 

Tribulato,  Louis  F.  1 37 

519  So.  51st.  Omaha 

T roes  ter.  O.  M . 6 23 

Hampton 

Trowbridge,  J.  A.  (Life)  — 7 36 

Superior 

Truhlsen,  Stanley  M.  1 37 

710  Doctors  Bldg.,  Omaha 

Tucker,  J.  Guy 7 50 

Alexandria 

Tunakan,  Bulent  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Tyson,  R.  W.  2 8 

Murray 

Underwood,  Geo.  R.  2 30 

5826  “J”  St..  Lincoln 

Va  Verka.  James  W.  1 37 

219  Med.  Arts.  Omaha 

Verges.  C.  J.  (Life)  4 32 

Box  117,  Norfolk 

Verges.  Val  C.  4 32 

Box  279,  Norfolk 

Vetter,  J.  G.  1 37 

721  W.O.W.  Bldg.,  Omaha 

Vickery,  Robert  D.  1 37 

815  Doctors  Bldg..  Omaha 

Vnuk.  Wallace  J.  5 16 

517  1st  Natl.  Bank, 

F remont 

Waddell,  J.  C.  3 20 

114  So.  6th,  Beatrice 

Waddell,  W.  W.  3 20 

114  So.  6th,  Beatrice 

Waggener.  J.  R.  (Life) 3 20 

Adams 

Waggener,  Ronald  E. 1 37 

Methodist  Hosp.,  Omaha 

Wagner.  Loyd 10  1 

Mary  Lanning  Hosp., 

Hastings 

Waldbaum,  Milton  G. 1 37 

1512  So.  60th,  Omaha 

Walker.  H.  H. 11  31 

Box  676.  North  Platte 

Walker.  Hiram  R.  10  24 

Alma 

Wallace.  Hobart  E.  2 30 

5145  ‘‘O’’  St.,  Lincoln 

Wallace,  Stephen  E.  6 46 

Wahoo 

Walsh.  E.  M. 1 37 

5002  Dodge.  Omaha 

Waltemath,  Glenn  11  31 

1214  W.  “A”  St., 

North  Platte 

Walvoord,  Carl  A.  1 37 

4052  Grand,  Omaha 

Wanek,  Frank  W.  8 35 

Gordon 

Ware,  Frederick  1 37 

720  Doctors  Bldg.,  Omaha 

Waring.  F.  Thomas  5 16 

203  IOOF  Bldg.,  Fremont 
Warner,  Ruth  2 30 


909  Stuart  Bldg.,  Lincoln 
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Dist.  Co. 


Name  Code  Code 

Waters,  Chester  H.,  Jr. 1 37 

209  So.  42nd,  Omaha 

Waters,  Chester  H.,  Sr. 1 37 

(Life) 

843  Fairacres.  Omaha 

Waters,  Robert  W. 8 25 

O’Neill 

Watke,  Fred  M.  (Life)  1 37 

4624  Davenport,  Omaha 

Watland,  Dean  C.  1 37 

728  Doctors  Bldg.,  Omaha 

Watson,  Don  P.  9 22 

704  W.  Koenig.  Gr.  Island 

Watson,  E.  A.  9 22 

710  W.  Koenig,  Gr.  Island 

Watson,  E.  A.  9 15 

Lexington 

Watson  Victor  R.  6 48 

Seward 

Way,  Charles  W. 6 46 

Wahoo 

Webb.  Adin  H. 2 30 

2600  Washington.  Lincoln 

Webb.  Roscoe  C..  Jr.  1 37 

Creighton  Univ.,  Omaha 

Weber,  C.  R.  10  1 

612  W.  6th,  Hastings 

Webman,  Arnold  I. 7 36 

Superior 

Webster.  F.  S.  2 30 

1000  So.  13th,  Lincoln 

Weeke^,  Thomas  L.  2 38 

Nebraska  City 

Weeks.  David  S.  1 37 

8284  Hascall.  Omaha 

Wegner.  E.  S.  2 30 

724  Sharp  Bldg.,  Lincoln 

Weiler,  Leo  F.  7 36 

Lawrence 

Weingaiten,  William  H. 1 37 

111  Doctors  Bldg.,  Omaha 

Welch,  J.  S.  (Life)  2 30 

New  York  City,  N.Y. 

CVeldon.  R.  C.  2 38 

Nebraska  City 

Wendt,  Bernard  F.  2 30 

735  So.  56th,  Lincoln 

Wengert,  D.  B.  5 16 

640  N.  “H”  St..  Fremont 

Weston.  Irving  E.  2 30 

735  So.  56th.  Lincoln 

Weyhrauch,  William  2 30 

3145  “O”  St.,  Lincoln 

Whit  la.  Fay  E.  2 30 

2737  No.  49th,  Lincoln 

Whitlock,  H.  H.  2 30 

805  Sharp  Bldg.,  Lincoln 

Wiedman.  J.  G.  2 30 

1404  Sharp  Bldg.,  Lincoln 

Wiedman,  Wilbur  G.  2 30 

135  So.  14th,  Lincoln 

Wieland,  Clark  D.  1 37 

(Service).  New  York,  N.Y. 

Wigton.  Robert  S.  1 37 

105  So.  49th,  Omaha 

Wilcox.  C.  W.  9 14 

Ansley 

Wilcox,  Malcolm  B.  9 5 

214  W.  25th,  Kearney 

Wildhaber,  W.  T.  3 20 

710  E.  Court,  Beatrice 

Wiley,  Stuart  P.  12  47 

Gering 

Wilkie.  Louis  J. 1 37 

816  Med.  Arts,  Omaha 

Wilkinson,  Donald  E. 12  4 

524  Box  Butte  Ave., 

Alliance 


Dist.  Co. 


Name  Code  Code 

Williams,  A.  Ruth  1 37 

612  Omaha  Loan,  Omaha 

Williams,  C.  D.  (Life)  5 * 

Genoa 

Williams.  C.  R.  2 38 

Syracuse 

Williams,  J.  B.  (Life)  2 30 

Glendale,  Calif. 

Williams,  Jon  T. 2 30 

435  So.  16th,  Lincoln 

Williams,  Martin  P.  6 46 

Ashland 

Williams,  Perry  T. 1 37 

1325  N.  Saddle  Creek  Rd., 

Omaha 

Williams,  Russell  R.  1 37 

1412  Med.  Arts,  Omaha 

Wilson,  Carlyle  E.  1 37 

540  Doctors  Bldg.,  Omaha 

Wilson,  D.  J.  1 37 

1113  Med.  Arts,  Omaha 

Wilson,  Nat  J.  2 30 

V.A.  Hospital,  Lincoln 

Wilson,  Rex  W.  8 25 

O’Neill 

Wilson,  Richard  B.  1 37 

Univ.  Hosp.,  Omaha 

Wisman,  Jack 11  31 

614  W.  5th,  North  Platte 

Wittson,  Cecil  L. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Wolf.  W.  K.  8 35 

Cheyenne,  Wyo. 

Wood.  Maynard  A.  2 30 

3145  “O”  St.,  Lincoln 

Woodard,  J.  M.  6 23 

Aurora 

Woodin,  J.  G. 9 22 

1823  N.  Park,  Gr.  Island 

Woodruff,  Bradley  9 22 

1310  W.  Charles 
Grand  Island 

Woodward,  James,  Jr.  2 30 

(Service) 

Denver,  Colo. 

Woodward,  James,  Sr.  2 30 

910  Sharp  Bldg.,  Lincoln 

Worthman,  H.  W.  2 8 

Louisville 

Wright,  W.  D.  1 37 

652  No.  66th,  Omaha 

Wright,  Wm.  E.  4 29 

Creighton 

Wurl,  Otto  A.  1 37 

3610  Dodge,  Omaha 

Wycoff,  Ray  S. 9 15 

Lexington 

Wyrens.  Raymond  J.  1 37 

5015  Dodge,  Omaha 

Yaw,  El  wood  E. 10  49 

Imperial 

Yoachim,  Wm.  P. 7 27 

Fairbury 

Yost,  J.  G.  10  1 

608  W.  6th,  Hastings 

Young,  Geo.  A.  1 37 

1317  Ridgewood,  Omaha 

Youngman,  Robert  A. 2 30 

Ceresco 

Zahller,  F.  Marshall,  Jr.  — 1 37 

5519  Military,  Omaha 

Zarbano,  Sebastian  1 37 

3374  So.  13th,  Omaha 

Zastera,  J.  R.  1 37 

816  Med.  Arts,  Omaha 

Zeman,  E.  D.  2 30 

1145  South,  Lincoln 


Dist. 

Co. 

Name 

Code 

Code 

Ziegler,  R.  G. 

1111  W.  4th.  No.  Platte 

.11 

31 

Zikmund,  E.  T.  

Central  City 

- 5 

33 

Zimmer,  Clarence 
Friend 

. 7 

45 

Zlomke,  Wayne  

Ord 

. 9 

19 

Zoucha,  Adam  E. 

4320  So.  24th,  Omaha 

. 1 

37 

Zukaitis,  Raymond  R. 
7631  Main,  Ralston 

. 1 

37 

1962  DECEASED  MEMBERS 

Arnold,  M.  O.  9 22 

Grand  Island 
September  7,  1962 

Byers,  Robert  : 5 16 

Fremont 
June  22,  1962 

Carey,  B.  P.  4 32 

Norfolk 

October  20,  1962 

Cline,  Edgar  (Life)  3 34 

Auburn 
April  8,  1962 

Elliott,  Clarence  2 30 

Lincoln 

March  19,  1962 

Everitt,  N.  J.  1 37 

Omaha 
July  5,  1962 

Fouts,  J.  (Life)  5 33 

Central  City 
March  20,  1962 

Isacson,  Sven  (Life)  1 37 

Omaha 
May  9,  1962 

Lynch.  J.  H.  7 27 

Fairbury 
July  28,  1962 

Marvel,  P.  O.  6 23 

Giltner 

October  26,  1962 

McGirr,  J.  I.  (Life)  3 20 

Los  Angeles,  Calif. 

October  8,  1962 

McGowan,  P.  H.  5 42 

Grand  Island 
April  13,  1962 

McLeay,  H.  L.  (Life) 2 30 

Omaha 

April  29,  1962 

Nemec,  E.  C.  1 37 

Omaha 

August  10.  1962 

Nolan,  W.  J.  (Life)  1 37 

Omaha 

February  6,  1962 

Render,  N.  D.  4 32 

Norfolk 
June  25,  1962 

Ryerson,  Edwin  R.  (Life) 2 30 

Lincoln 

February  15,  1962 

Slaughter,  Earl  4 32 

Norfolk 
July  4,  1962 

Thompson,  Warren  (Life) — 1 37 

Omaha 

July  12,  1962 

Thomson,  J.  E.  M.  (Life) — 2 30 

Rancho  Santa  Fe,  Calif. 

May  24,  1962 

Whitehead,  E.  I.  (Life)  —12  4 

Alliance 

September  7,  1962 


December,  1962 
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1962  Membership  Roster  Nebraska  State  Medical  Association 

FIRST  DISTRICT 


DOUGLAS 

OMAHA— 

Abts,  A.  W. 

7906  Dodge  St. 

Adams,  Payson 
415  Doctors  Bldg. 
Aftonomos,  Lefkos  T. 

5404  Ames  Ave. 

Aita,  John  A. 

2302  North  55th  St. 
Albertson.  L.  C. 

516  Medical  Arts  Bldg. 
Allen,  John  F.  (Life) 

La  Jolla,  Calif. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Allison.  George  J. 

Ralston,  Nebr. 

Andersen.  Alfred  C. 

4826  South  24th  St. 
Andersen.  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

5002  Davenport 
Anderson.  Lawrence  L. 

1336  Medical  Arts  Bldg. 
Angle,  Carol  R. 

418  South  82nd  St. 

Angle.  Wm.  D. 

418  So.  82nd  St. 

Antony.  Arthur  C. 

5715  Military  Ave. 
Armbrust,  Walter 
5401  Leavenworth 
Austria,  G.  O. 

2321  M St. 

Baca,  D.  E. 

2580  So.  90th  St. 

Bach.  Stanley  M. 

625  Doctors  Bldg. 

Bantin,  C.  F. 

6858  Minne  Lusa  Blvd. 
Bantin  , E.  W.  (Life) 

6862  Minne  Lusa  Blvd. 
Barmore.  John  L. 

423  Kiewit  Plaza 
Barry.  M.  W. 

1416  Medical  Arts  Bldg. 
Barta.  Frank  R. 

303  So.  56th  St. 

Bartek.  Julius  G. 

619  Barker  Bldg. 

Baum.  Cletus  J. 

403  Center  Bldg. 

Beber,  Meyer 

301  Doctors  Bldg. 
Bendorf.  D.  H. 

5434  No.  42nd 
Best.  R.  Russell 
609  Doctors  Bldg. 
Bisgard.  J.  Dewey 
422  Doctors  Bldg. 

Black,  Albert  S.,  Jr. 

1414  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2602  J Street 
Boelter,  Wm.  C. 

634  Doctors  Bldg. 

Boler,  Thomas  D.  (Life) 
651  North  59th  St. 
Bonniwell.  Chas.  M. 

8613  North  30th  St. 
Booth.  Richard 

St.  Joseph’s  Hospital 
Borghoff,  Joseph  J. 

7906  Dodge  St. 

Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Brannen.  Chas.  F. 

1901  Missouri  Ave. 
Brazer,  J.  G. 

5114  Lafayette 
Bressman,  Chas.  M. 

8613  North  30th  St. 
Brinkman.  H.  H. 

5519  Military  Ave. 
Brodkey,  M.  H. 

320  Medical  Arts  Bldg. 
Brody,  Alfred  W. 

Creighton  Univ., 

School  of  Medicine 
Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 
Brush,  John  H. 

1329  Medical  Arts  Bldg. 
Bucholz.  Donald  J. 

3610  Dodge  St. 

Buntling,  Richard 
622  Doctors  Bldg. 


HAROLD  N. 

Burney.  Dwight  W.,  Jr. 

609  Doctors  Bldg. 

Burns,  B.  C.,  Sr. 

421  Farm  Credit  Bldg. 
Burns,  B.  C..  Jr. 

407  So.  86th  St. 

Cameron.  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

609  Doctors  Bldg. 

Camazzo,  S.  J. 

723  Barker  Bldg. 

Carp.  Oscar 

515  Medical  Arts  Bldg. 
Carter.  James  G. 

423  Kiewit  Plaza 
Cassidy.  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

820  Medical  Arts  Bldg. 
Christensen.  J.  B. 

1329  Medical  Arts  Bldg. 
Christlieb.  J.  M. 

7021  Bellevue  Blvd. 

Clark,  W.  M. 

1113  Redick  Tower 
Cleaver.  Edgar  M. 

1218  No.  88th  St. 

Clemens.  Richard  P. 

4052  Grand  Ave. 

Cochran.  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

409  Doctors  Bldg. 

Comine,  J.  J. 

412  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Med.  Arts  Bldg. 

Connor.  P.  James 

628  Medical  Arts  Bldg. 
Connors,  E.  K. 

317  Doctors  Bldg. 

Conoan.  E.  A. 

407  Dennis  Dr.,  Bellevue 
Cook,  Lyman  J.  (Life) 

1612  Medical  Arts  Bldg. 
Cotton.  Walter  T. 

834  Doctors  Bldg. 

Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot,  Michael 
542  Doctors  Bldg. 

Crotty.  Richard  Q. 

615  Medical  Arts  Bldg. 
Davis.  Allan 

401  Doctors  Bldg. 

Davis,  Edwin  (Life) 

800  Doctors  Bldg. 

Davis.  Herbert  H. 

734  Doctors  Bldg. 

Davis,  John  B. 

734  Doctors  Bldg. 

Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  Neal 

416  South  93rd  St. 
DeLanney,  L.  A.  (Life) 
Walnut  Creek.  Calif. 
Dendinger,  W.  M. 

402  Aquila  Court 
Denker,  John  C. 

Valley 

Dewey.  John  L. 

104  So.  39th  St. 

Dickerson,  Wm.  J. 

3610  Dodge  St. 

Donahue.  Francis  D. 

1204  Medical  Arts  Bldg. 
Donelan.  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

828  Medical  Arts  Bldg. 

Dow.  A.  G. 

1202  Med.  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P. 

1315  Deer  Park  Rd. 

Dunlap,  James 

721  Med.  Arts  Bldg. 

Dunn.  F.  Lowell 
847  Fairacres  Road 
Dutch.  Stephen  J. 

Nebr.  Psychiatric  Inst. 
Dworak,  Henry  L. 

503  Center  Bldg. 


NEU,  Councilor 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Eaton,  Louise 

Nebr.  Psychiatric  Institute 
Eaton,  Merrill  T. 

Nebr.  Psychiatric  Institute 
Egan,  Richarl  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston.  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5809  Military  Ave. 
Engdahl.  Wallace  E. 

8613  North  30th  St. 
Everitt,  N.  J. 

(Deacased  7-5-62) 

Ewing.  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

1418  Medical  Arts  Bldg. 
Fangman.  Richard  J. 

5002  Dodge  St. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F.  (Life) 

131  So.  39th  St. 

Fellman,  A.  C. 

309  Doctors  Bldg. 

Filkins,  John  C. 

521  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3325  Fontenelle  Blvd. 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson.  Alister  I. 

924  Medical  Arts  Bldg. 
Fitch,  Donald  Max 
Univ.  of  Nebr.  Hosp. 
Fitzgibbons,  Robert  J. 

1412  Medical  Arts  Bldg. 
Fitzpatrick.  John  E. 

730  City  Natl.  Bank 
Fleishman.  Max 
260  Aquila  Court 
Fleming.  E.  F. 

3650  Burt  St. 

Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster.  Miles  E..  Jr. 
Sycamore  Farm 
Waterloo.  Nebr. 

Francis.  Marvin  B. 

201  E.  20th  Ave.,  Bellevue 
Frank,  Muriel  N. 

Methodist  Hospital 
Freed,  Albert  E. 

5020  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Frost.  Dwight  M. 

4102  Woolworth 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud.  John  L. 

304  South  42nd  St. 

George.  John  H. 

320  Doctors  Bldg. 

Gibbs,  Gorden  E. 

Univ.  of  Nebr.  College 
of  Medicine 
Giffen.  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Giles.  Wm.  F. 

915  Med.  Arts  Bldg. 
Gillies,  Ray  O.,  Jr. 

631  Medical  Arts  Bldg. 
Gleeson.  John  J.  (Life) 

2307  South  33rd  St. 

Glow,  Donald  Thomas 
304  South  42nd  St. 
Goodrich.  Guy  W. 

1107  South  79th  St. 
Graham.  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

434  Doctors  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg,  M.  M. 

1421  Dodge  St. 

Greenberg,  Richard  S. 

1421  Dodge  St. 


Greene,  Arthur  M. 

501  Doctors  Bldg. 

Greene.  Earl  G..  Jr. 

3703  Mormon 
Grier.  John  J. 

1107  Medical  Arts  Bldg. 
Grier.  M.  E. 

828  Medical  Arts  Bldg. 
Grissom.  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross.  Joseph  F. 

1307  Medical  Arts  Bldg. 
Gunderson,  Shaun  D. 

622  Doctors  Bldg. 

Gurnett.  Thos.  J. 

527  Medical  Arts  Bldg. 
Hahn.  W.  N.  (Life) 

Boca  Raton,  Florida 
Hammes.  Donald  L. 

Denver,  Colo. 

Hamsa.  W.  R. 

609  Doctors  Bldg. 

Hanisch.  Louis  E. 

739  Doctors  Bldg. 

Hankins.  Chas.  R. 

823  Doctors  Bldg. 

Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy,  C.  C.  (Life) 
Willoughby,  Ohio 
Harley,  Wilbur  J. 

Western  Electric  Co. 
Harris,  T.  T.  (Life) 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

527  Medical  Arts  Bldg. 
Hartmann,  Clarence 
6603  North  30th  St. 

Hasl,  Robert  F. 

802  Medical  Arts  Bldg. 
Haslam,  George  J. 

618  Doctors  Bldg. 

Hawkins.  Robert  E. 

211  Medical  Arts  Bldg. 
Heaney.  Robert 
Creighton  Univ. 

Heffron,  John  F. 

215  South  42nd  St. 
Henderson,  Harry  C. 

105  So.  49th  St. 

Henn.  Mary  J. 

U.  of  N.  College  of  Medicine 
Heumann.  J.  M.  F.  (Life) 
6110  Military  Ave. 
Heywood,  Leo  T. 

828  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

636  Medical  Arts  Bldg. 
Hodgson,  Paul  E. 

University  Hospital 
Hoffman,  Kenneth  C. 

Immanuel  Hospital 
Holcombe.  Robt.  C. 

3610  Dodge 
Holden,  W.  J. 

316  Medical  Arts  Bldg. 
Homan,  Richard  W. 

4403  Pine 
(Saline  Co.) 

Hood.  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
4801  Center  St. 

Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

3169  Leavenworth 
Hubbard.  Theodore  F. 

1005  Meadow  Road 
Hughes.  Leo  V. 

3610  Dodge  St. 

Hughes.  W.  T. 

Gretna 

Hull,  Wayne  M.  (Life) 

St.  Petersburg,  Florida 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt.  H.  B. 

Methodist  Hospital 
Isaeson,  Sven  (Life) 
(Deceased  6-9-62) 
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Iwerson,  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson,  Donald  H. 

5020  Dodge  St. 

James,  Lawrence  R. 

728  Doctors  Bldg. 

Jenkins,  Harry  J.  (Life) 

8403  Pacific 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson.  George  N. 

3569  Leavenworth 
Johnson.  Gordon  F. 

728  Doctors  Bldg. 

Johnson,  Herman  F. 

209  South  42nd  St. 
Johnson,  J.  A. 

602  Omaha  L.&.B.  Assn. 
Johnson,  Richard  N. 

3932  South  24th  St. 
Johnson,  Wm.  H. 

3724  No.  30th 
Jones,  R.  Lester 
105  South  49th  St. 

Jones,  Robert  Dale 
105  South  49th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Jurgensen,  Wm.  W. 

617  Medical  Arts  Bldg. 
Kadavy,  G.  J.  (Life) 

2703  South  16th  St. 

Kalin,  John  A. 

1909  No.  81st 
Kammandel,  Henry 
415  Doctors  Bldg. 

Karrer,  F.  William 
409  Doctors  Bldg. 

Keegan,  J.  Jay  (Life) 

669  No.  57th  St. 

Kelley,  J.  Whitney 

1513  Medical  Arts  Bldg. 
Kelley.  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly,  Gerard 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Jr. 

816  Med.  Arts  Bldg. 

Kelly,  James  F.,  Sr. 

816  Medical  Arts  Bldg. 
Kemp,  Daniel 
2218  “L”  St. 

Kemp,  Wm.  T. 

3001  North  16th  St. 
Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Koszewski,  Bohdan  J. 

2602  “J”  Street 
Kovar,  W.  R. 

3610  Dodge  St. 

Kovarik,  James  R. 

3568  Dodge  St. 

Kroupa,  W.  E. 

3568  Dodge  St. 

Krush,  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
Kulesh,  Morton  H. 

701  Doctors  Bldg. 

Ladwig,  Harold  A . 

302  City  Natl.  Bank  Bldg. 
Langdon,  Edward 
823  Doctors  Bldg. 
Langdon,  Frederick  J. 

3610  Dodge  St. 

Langdon,  Robert  M. 

3568  Dodge  St. 

Lanspa,  Eugene  F. 

4801  Center  St. 

Larson,  Arthur  L. 

701  Doctors  Bldg. 
Latenser,  John 
809  Doctors  Bldg. 

Leahy,  James  J. 

3610  Dodge  St. 

Lee,  Leroy  W. 

800  Doctors  Bldg. 
Lehnhoff,  Henry  J. 

720  Doctors  Bldg. 

Lemon,  Henry  M. 

U.  of  N.  Hospital 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E.  (Life) 

6812  Pierce  St. 

Lombardo,  Anthony  J. 

3929  Harney 


Long,  Robert  S. 

8721  Shamrock  Road 
Longo,  Charles  A. 

2225  Jefferson 
Bellevue,  Nebr. 

Longo,  Joseph  A. 

710  Kilpatrick  Bldg. 

Loomis,  George  W. 

720  Doctors  Bldg. 

Lorincz,  Albert  B. 

Creighton  University 
Lovgren,  Robert  E. 

719  Doctors  Bldg. 

Luby,  Robert  J. 

828  Medical  Arts  Bldg. 
Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacQuiddy,  E.  L.,  Sr.  (Life) 
5612  Jones  St. 

MacQuiddy,  E.  L.,  Jr. 

478  Aquila  Court 
Madsen,  C.  C. 

6104Vo  Military  Ave. 

Magid,  Bernard 
525  Doctors  Bldg. 

Magiera,  Stephen  L. 

527  City  Natl.  Bank  Bldg 
Magruder,  Thomas  G. 

1512  South  60th  St. 
Mailliard,  James  A. 

527  Medical  Arts  Bldg. 
Malashock,  Edward  M. 

800  Doctors  Bldg. 
Mangimelli,  Samuel  T. 

723  Barker  Bldg. 

Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh,  P.  Wayne 
Creighton  University 
Martin,  Paul  J. 

826  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James  H. 

2505  North  50th  St. 
McArdle.  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCarthy,  John  O. 

401  Center  Bldg. 

McCaslin,  Joseph 
6016  Ames  Ave. 
McCleneghan,  Sam  (Life) 
Route  1 
Valley,  Nebr. 

McCormick,  Keith  M. 

3610  Dodge  St. 

McCrann,  W.  J.  (Life) 

301  Courtney  Bldg. 
McDermott,  Arnold 
712  Medical  Arts 
McDonald,  Raymond 
617  Medical  Arts  Bldg. 
McFadden,  Harry  W.,  Jr. 

701  Doctors  Bldg. 

McGee,  Harry  E.  (Life) 

515  South  52nd  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Mclntire,  Matilda  S. 

602  So.  44th  Ave. 

Mclntire,  W.  C. 

3610  Dodge  St. 

McLaughlin,  C.  W.,  Jr. 

409  Doctors  Bldg. 

McLeay,  H.  L.  (Life) 
(Deceased  4-29-62) 
(Lancaster  Co.) 

McLeay,  John  F.  (Service) 
California 
McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan,  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

634  Doctors  Bldg. 
McNamara,  J.  W. 

334  Doctors  Bldg. 
McWhorter,  Clarence 
10711  Cedar 
Melcher,  Wm.  C. 

10060  Miami 
Melcher,  Wm.  H.  (Life) 

4339  Walnut 


Mercer,  Nelson  S.  (Life) 

2506  Dodge  St. 

Meyers,  V.  Wm. 

326  Med.  Arts  Bldg. 

Miller,  Daniel  M. 

326  Doctors  Bldg. 

Millett,  Clinton  C. 

3610  Dodge  St. 

Minthorn,  Murray  F. 

5620  Ames 
Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 

Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F.  (Life) 

207  South  42nd  St. 

Moore,  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

2017  South  107th  Street 
Moragues,  Vincent 
Creighton  University 
Moran,  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
710  Doctors  Bldg. 

Morrow.  Paul  N. 

3610  Dodge  St. 

Muehlig,  G.  Kenneth 
636  Med.  Arts  Bldg. 
Muehlig,  W.  A. 

636  Medical  Arts  Bldg. 
Muffly,  Robert  Benton 
Nebr.  Psychiatric  Inst. 
Murphy,  Albert  V. 

826  Medical  Arts  Bldg. 
Murphy,  Charles  M. 

5901  Military  Avenue 
Murphy,  J.  Harry 
215  South  42nd  St. 

Murphy,  Jerome  P. 

1429  Medical  Arts  Bldg. 
Murphy,  Robert  E. 

215  South  42nd  St. 

Murray,  Robert  G. 

Benson  Medical  Center 
Muskin,  Nathan 
2602  “J”  St. 

Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Nachman,  E.  A. 

1137  Medical  Arts  Bldg. 
Neis,  Delbert  D. 

422  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle 
33rd  and  Faraam 
Nelson,  Floyd  C. 

2734  North  61st  St. 

Nemec.  C.  J.  (Life) 

302  Doctors  Bldg. 

Nemec.  Edward  C. 

(Deceased  8-10-62) 

Neu.  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Niehaus,  Friedrich  W. 

823  Doctors  Bldg. 

Niehaus.  Karl 

823  Doctors  Bldg. 

Nilsson.  Donald  C. 

4209  Douglas 
Nolan,  James  R. 

8420  Center 
Novak,  W.  F. 

307  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 
Offerman.  A.  J. 

4805V2  South  24th  St. 
O’Heam,  J.  J. 

481  iy2  So.  24th  St. 

Olson,  Leland  J. 

525  Doctors  Bldg. 

O’Neil,  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

612  Medical  Arts  Bldg. 
Organ,  Claude  H. 

914  Medical  Arts  Bldg. 
Osborn,  Leslie  A. 

Nebr.  Psychiatric  Institute 
Owens,  C.  A.,  Jr.  (Life) 
Dana  Point,  California 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Parkison,  Donald 
627  Doctors  Bldg. 

Paustian,  Frederick  F. 

301  Doctors  Bldg. 

Pavelka.  Donald  J. 

521  City  Natl.  Bank 


Pearse,  Warren  H. 

University  Hospital 
Peartree,  Sherwood  P. 

U.  of  N.  College  of  Medicine 
Pederson,  E.  Stanley 
622  Doctors  Bldg. 

Pepper,  M.  L. 

1431  Medical  Arts  Bldg. 
Perrin,  Theodore 
St.  Joseph’s  Hosp. 

Peterson,  Ronald  I. 

2415  Fort  St. 

Pfundt,  T.  R. 

Creighton  Clinic 
Pinne,  George  F. 

421  Doctors  Bldg. 

Pirotte,  Richard  A. 

2533  South  90th  St. 

Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter.  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  College  of  Med. 
Pratt.  Peyton  T. 

600  Doctors  Bldg. 

Prescher,  Donald  A. 

5404  Ames 
Pruner,  A.  C.  (Life) 

629  Medical  Arts  Bldg. 
Pulec,  Jack  L. 

1020  Med.  Arts  Bldg. 
Pullman,  George  R. 

Lutheran  Hospital 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quinlan,  Maurice  F. 

6061  Ames 
Quiring,  Henry  J. 

2734  No.  61st  St. 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek.  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

609  Doctors  Bldg. 

Rath,  Hans 

739  Doctors  Bldg. 

Rath,  Otto  G. 

3929  Harney 
Read.  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy,  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

419  Doctors  Bldg. 

Reichstadt,  Paul  F. 

3001  North  16th  St. 
Reighter,  Kenneth  M. 

3665  Q St. 

Retelsdorf,  C.  Lee 
3610  Dodge  St. 

Ring,  Floyd  O. 

509  Doctors  Bldg. 

Robertson,  G.  E. 

308  South  39th  St. 

Root.  Charles  M. 

3610  Dodge  St. 

Rouse,  James  W. 

918  Medical  Arts  Bldg. 
Rubnitz.  A.  S. 

732  Medical  Arts  Bldg. 

Ruch,  R.  O. 

1118  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

207  South  42nd  St. 

Runco,  Vincent 

St.  Joseph’s  Hospital 
Ryder,  James  E. 

1901  Missouri  Ave. 

Sanders,  Edw.  J. 

326  Medical  Arts  Bldg. 
Schack,  Colin  B. 

207  South  42nd  St. 

Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H.,  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz,  Wm.,  Jr. 

611  City  Natl.  Bank  Bldg. 
Schreiner,  Gilbert  C. 

3929  Harney 
Schwertley,  F.  J.  (Life) 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

U.  of  N.  College  of  Med. 
Shapiro.  Irving 

2010  North  66th  St. 

Shearer,  W.  L. 

1218  Medical  Arts  Bldg. 
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Sher,  Philip  (Life) 

4801  North  52nd  St. 
Shramek,  C.  J. 

511  Redick  Tower 
Simanek,  George  F.  (Life) 
Colorado  Springs,  Colo. 
Simmons.  Cecil  F. 

3006  South  87th  St. 

(Burt  Co.) 

Simmons.  E.  E.  (Life) 

6238  Glenwood  Road 
Simonds,  Francis  L.  (Life) 
615  So.  38th  St. 

Simons,  Milton 
701  Doctors  Bldg. 

Simpson,  J.  E.  (Life) 

1229  First  Natl.  Bank  Bldg. 
Simunds.  Phyllis  S. 

8420  Center  Rd. 

Sjogren.  Merle 
105  So.  49th  St. 
Skoog-Smith,  Anton 
622  Doctors  Bldg. 

Slabaugh.  Robert  A. 

5020  Dodge  St. 

Slavik.  Edward  R. 

8422  Center 
Slunicko.  Jules  A. 

10806  Prairie  Hills  Dr. 
Slutzky.  Ben 

5009  Nicholas  St. 

Smith.  Clifford  L. 

506  Center  Bldg. 

Smith,  Dorothy  I. 

Uni.  of  Nebr.  Hosp. 

Smith,  Edward  J. 

403  Center  Bldg. 

Smith.  Francis  D. 

U.  of  N.  College  of  Med. 
Smith.  Richard  Dale 
111  Doctors  Bldg. 

Smith.  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames  Ave. 

Solomon,  W.  W. 

3024  North  24th  St. 


LANCASTER 

LINCOLN— 

Adams,  R.  B.  (Life) 

4720  Randolph 
Ahrens,  H.  G. 

4723  Prescott  Ave. 

Alcorn,  F.  A. 

2201  South  11th  St. 
Andrews.  Clayton  F.  (Life) 
2626  South  24th  St. 
Angle.  E.  E. 

3705  South  St. 

Arnholt.  M.  F. 

3421  ‘ O"  St. 

Arnold.  C.  H.  (Life) 

2480  Lake  St. 

Baldwin,  John  D. 

430  Stuart  Bldg. 

Ball-w,  J W. 

1701  "K”  St. 

Bancroft,  Paul  M. 

1431  South  33rd  St. 
Barkey,  V.  S. 

6320  Havelock  Ave. 
Barthell.  John  H. 

1012  Sharp  Bldg. 

Becker,  W.  C. 

1501  So.  52nd 
Bell.  C.  D. 

918  Sharp  Bldg. 
Bengtscn.  John  W. 

3145  “O”  St. 

Bitner,  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 
Room  2. 

Nebr.  Theatre  Bldg. 
Boykin.  J.  Melvin 
Veterans  Hospital 
Bradley,  Warren  Q. 

924  Sharp  Bldg. 

Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Center. 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  So.  16th  St. 


Soule,  Mary  A. 

442  Doctors  Bldg. 

Srb.  Adolph  F. 

1719  South  16th  St. 
Starr,  Philip  H. 

509  Doctors  Bldg. 
Stearns.  R.  J.  (Life) 

2301  Ellison 
Steinberg,  A.  A. 

617  Kilpatrick  Bldg. 
Steinberg.  M.  M. 

307  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland.  W.  R.  (Life) 
1912  South  48th  St. 
Strough,  L.  C. 

Nebr.  Psychiatric  Inst. 
Strvker,  Robert  M. 

8284  Hascall  St. 

Sucha,  WT.  L.  (Life) 

4017  Page  St. 

Sullivan.  H.  T. 

1036  Redick  Tower 
Svehla.  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A.,  Jr. 

110  Doctors  Bldg. 
Tamisiea,  Jerry  X. 

Methodist  Hospital 
Tanner.  John  W. 

8712  Pacific 
Tavlor,  Bernie  D. 

2703  So.  41st  St. 
(Lincoln  Co.) 

Taylor,  Willis  H..  Jr. 

3807  Cuming  St. 
Therien,  R.  C. 

701  Doctors  Bldg. 
Thomas.  John  Martin 
3929  Harney 


Thompson,  C.  Q.  (Life) 

671  No.  56th  St. 

Thompson.  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

526  Doctors  Bldg. 
Thompson,  Warren  Y.  (Life) 
(Deceased  7-12-62) 

Tollman,  J.  P. 

Univ.  of  Nebraska 
College  of  Medicine 
Townley,  Robert 
3610  Dodge  St. 

Tranisi,  Carl  P. 

8420  Center 
Tribulato,  Louis  F. 

519  South  51st  St. 
Truhlsen.  Stanley  M. 

710  Doctors  Bldg. 

Tunakan,  Bulent 

Nebr.  Psychiatric  Inst. 
VaVerka.  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 

Vickery,  Robert  D. 

815  Doctors  Bldg. 
Waggener.  Ronald  E. 

(Methodist  Hospital) 
Waldbaum.  Milton  G. 

1512  South  60th  St. 

Walsh.  E.  M. 

5002  Dodge  St. 

Walvoord,  Carl  A. 

4052  Grand  Ave. 

Ware.  Frederick 
720  Doctors  Bldg. 

W'aters,  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H.,  Jr. 

209  South  42nd  St. 

Watke,  F.  M.  (Life) 

4624  Davenport 
Watland,  Dean  C. 

728  Doctors  Bldg. 


SECOND  DISTRICT 
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Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Cain.  Jerome  A. 

1550  South  17th  St. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth.  W.  W. 

626  Sharp  Bldg. 

Cherry,  L.  D. 

921  Stuart  Bldg. 

Clark.  George  L. 

Lincoln  State  Hosp. 
i Dodge  Co.) 

Clothier,  John  G. 

Veterans  Hospital 
Clvne.  John  C. 

Plaza  Med.  Bldg.. 

339  No.  Cotner 
Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey.  George  W. 

2900  Jackson  Dr. 

Crawford.  Mark  E. 

939  Stuart  Bldg. 

Curry,  John  R. 

1033  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 

Dean.  G.  W. 

817  South  27th  St. 

Deppen.  E.  N. 

1500  “P”  St- 
Ebers.  Dale  W. 

800  South  13th  St. 

Ehrlich.  Robert  W. 

816  Sharp  Bldg. 

Elliott,  C.  K. 

(Deceased  3-19-62) 

Emerson,  Clarence 
1700  South  24th  St. 

Epp.  Milford  J. 

1108  Sharp  Bldg. 
Fahnestock.  C.  L.  (Life) 

1812  South  26th  St. 

Ferciot,  C.  F. 

1000  South  13th  St. 

Fijan.  Kenneth  J. 

3145  "O”  St. 


Finney.  L.  E. 

323  South  14th  St. 
Flanagan,  M.  L.  (Life) 
2045  South  49th  St. 
Flansburg,  H.  E. 

1345  “N”  St. 

Frazer,  M.  D. 

Bryan  Memorial  Hospital 
Fritsch,  John  H. 

3145  ‘'CP’  St. 

Fuenning,  S.  I. 

317  North  18th  St. 
Garlinghouse.  R.  E. 

140  South  27th  St. 
Garlinghouse.  R.  O. 

921  Stuart  Bldg. 

Gartner.  Lee  D. 

903  Sharp  Bldg. 

Gelber,  M.  R. 

Veterans  Hospital 
Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson.  L.  V. 

915  Terminal  Bldg. 
Gilbert.  Louis  W. 

903  Sharp  Bldg. 

Gillesp'e.  Robert  W. 

500  So.  17th 
Goetowski,  Paul 

1000  South  13th  St. 
Gogela.  Louis  J. 

1318  Sharp  Bldg. 
Gorthev,  Russell  L. 

140  South  27th  St. 
Grant,  Robert  S. 

Medical  Village 
48th  and  “A”  Sts. 

Gray,  Richard  W. 

State  Hospital 
Gutch,  Charles  F. 

Veterans  Hospital 
(Gage  County) 

Hachiya,  Keay 

1950  South  44th  St. 
Hanigan,  J.  J. 

1700  South  24th  St. 
Hansen.  Hodson.  A. 

Medical  Village. 

48th  and  "A”  Sts. 
Harrington.  A.  E. 

914  Stuart  Bldg. 


Webb,  Roscoe  C.,  Jr. 

Creighton  University 
Weeks,  David  S. 

8284  Hascall  St. 

Weingarten,  Wm.  H. 

Ill  Doctors  Bldg. 

Wieland.  Clark  D.  (Service) 
New  York,  N.Y. 

Wigton.  Robert  S. 

105  South  49th  St. 

Wilkie,  Louis  J. 

816  Medical  Arts  Bldg. 
Williams,  A.  Ruth 

612  Omaha  Loan  Bldg. 
Williams,  Perrv  T. 

1325  No.  Saddle  Creek  Rd. 
Williams,  Russell  R..  Jr. 

1412  Medical  Arts  Bldg. 
Wilson,  Carlyle  E.,  Jr. 

540  Doctors  Bldg. 

Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wilson,  Richard  B. 

University  Hospital 
Wittson,  Cecil  L. 

Nebr.  Psychiatric  Institute 
Wright.  W.  D. 

652  North  66th  St. 

Wurl.  Otto  A. 

3610  Dodge  St. 

Wvrens.  Raymond  J. 

5015  Dodge  St. 

Young,  George  A.,  Jr. 

1317  Ridgewood  Ave. 

Zahller,  F.  Marshall,  Jr. 

5519  Military 
Zarbano.  Sebastian 
3374  South  13th  St. 

Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

4320  South  24th  St. 

Zukaitis,  R.  R. 

7631  Main  St. 

Ralston.  Nebr. 


Harvey,  Harold  E. 

140  South  27th  St. 
Harvey,  Harry  E. 

140  South  27th  St. 
Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway.  F.  H. 

1001  “O"  St. 

Heidrick,  Paul  J. 

739  Stuart  Bldg. 
Hervert,  J.  Wm. 

3145  ‘0”  St. 

Hillyer,  R.  A.  (Service) 
135  South  14th 
Hilton.  Hiram  D. 

1404-1405  Sharp  Bldg. 
Hobbs.  E.  T. 

6500  Holdrege  St. 
Hohlen,  K.  S.  J. 

2961  Sheridan  Blvd. 
Horn.  Harold  R. 

3145  “O”  St. 

Hummel,  R.  O.  (Life) 
2435  Bradfield  Drive 
Jarvis,  W.  J. 

3145  "O"  St. 

Johnson.  L.  Palmer 
140  So.  27th  St. 
Kleinschmidt,  G.  W. 

Lincoln  State  Hospital 
Larson,  George 
1301  Sharp  Bldg. 

Lee.  Leonard  R. 

307  South  16th  St. 
Lewis,  George  E.,  Jr. 

723  Sharp  Bldg. 

Lewis.  L.  G.  H. 

1033  Stuart  Bldg. 
LeWorthy.  G.  Wm. 

3145  • O”  St. 

Loudon.  John  R. 

1110  Sharp  Bldg. 
Loveland.  Grace 
909  Sharp  Bldg. 

Maness,  E.  Stewart 
1006  Sharp  Bldg. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx,  Paul  D. 

901  Federal  Sec.  Bldg. 
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Matheny,  Z.  E.  (Life) 
3740  Baldwin 
(Butler  Co.) 

Matson,  Guy  M. 

2737  North  49th  St. 
Matthews,  Donald  E. 

140  South  27th  St. 
Maxwell,  Paul  J. 

800  So.  13th  St. 
McCarthy,  T.  F.  (Life) 
5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

3145  ••()•'  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 
McLean,  Dougald  D. 

1517  "H”  Street 
Miller.  Harold  B. 

1403  Sharp  Bldg. 
Miller,  N.  R. 

735  Stuart  Bldg. 
Miller,  S.  D. 

5532  South  St. 

Misko.  G.  H. 

1001  "O”  St. 

Mitchell,  Howard  E. 

2300  South  13th  St. 
Moessner,  S.  F. 

820  Sharp  Bldg. 

Moore.  Robt. 

Veterans  Hospital 
Moore,  Y.  Scott 
135  So.  14th  St. 
Morgan.  Harold  S. 

140  South  27th  St. 
Morton,  H.  B. 

Medical  Village 
48th  and  “A”  Sts. 
Mueller,  R.  F. 

1425  Sharp  Bldg. 
Munger,  A.  D.  (Life) 
Bullhead  City,  Ariz. 
Munger,  Horace  V. 

140  South  27th  St. 
Nebe,  F.  M. 

943  Stuart  Bldg. 

Neely,  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 
Neumayer,  Francis 
Medical  Village 
48th  and  “A”  Sts. 
Norman.  Chester  L. 

3560  South  48th  St. 
Nye.  William  F. 

950  Stuart  Bldg. 

Ochs.  Randal  N. 

3560  South  48th  St. 
OIney,  R.  C. 

4740  “F”  St. 

Owen.  L.  J. 

957  Stuart  Bldg. 


Palmer,  Janet  Forbes 
343  Stuart  Bldg. 
Papenfuss,  Harlan  L. 

1403  Sharp  Bldg. 
Paulson,  H.  O. 

508  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer,  LaVem  F. 

3705  South  St. 

Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  I. 

612-614  Terminal  Bldg. 
Pogge,  Raymond  C. 

Dorsey  Laboratories 
Purvis.  Donald  F. 

800  South  13th  St. 

Reed.  E.  B. 

3145  "O”  St. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Rickman,  James  H. 

626  Sharp  Bldg. 

Rogers,  E.  A. 

State  Dept.  Health 
State  Capitol 
Rose,  Forrest  I. 

1203  Sharp  Bldg. 

Rose.  Kenneth  D. 

Uni.  of  Nebr.  Student 
Health  Center 
Rowe,  E.  W.  (Life) 

434  South  Cotner 
Ryerson,  Edwin  R.  (Life) 
(Deceased  2-15-62) 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Sehnert,  Keith  W. 

Dorsey  Laboratories 
Shaffer.  Harry  D. 

724  Sharp  Bldg. 
Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Simon,  Nathan 
1701  ‘K”  St. 

Smith,  A.  L.,  Jr. 

510  Anderson  Bldg. 
Smith,  A.  L.,  Sr. 

510  Anderson  Bldg. 
Stafford,  G.  E. 

800  South  13th  St. 
Statton,  Roy  F. 

702  Sharp  Bldg. 

Stein.  Robert  J. 

430  Stuart  Bldg. 
Stemper,  Jack  M. 

4740  "A"  St. 

Stewart,  Frank  A. 

2133  Winthrop  Rd. 
Stivrins,  Kazimirs 
3145  O St. 


Stivrins,  Patricia  Cole 
3145  O St. 

Stone,  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 
Strader,  R.  M. 

430  Stuart  Bldg. 
Taborsky,  A.  F. 

629  Stuart  Bldg. 

Tanner,  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor,  Bowen  E. 

3145  “O”  St. 

Taylor,  H.  A.  (Life) 

4728  St.  Paul  Ave. 

Teal.  F.  F.  (Life) 

2815  So.  37th  St. 

Teal.  Fritz 

2300  South  13th  St. 
Tenney,  Lloyd  E. 

820  Sharp  Bldg. 
Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 
Thomas,  R.  L. 

Medical  Village 
48th  and  “A”  Sts. 
Thompson,  J.  C. 

307  South  16th  St. 
Thompson,  John  R. 
(Nemaha  Co.) 

Studenth  Health  Center, 
University  of  Nebraska 
Thompson,  John  S. 

307  So.  16th  St. 
Thomson,  J.  E.  M.  (Life) 
(Deceased  5-24-62) 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 

Toren.  Richard  C. 

135  So.  14th 
Underwood.  G.  R. 

5826  “J"  St. 

Wallace,  Hobart  E. 

5145  • O'  St. 

Warner,  Ruth  A. 

909  Stuart  Bldg. 

Webb.  A.  H. 

2600  Washington 
Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S.  (Life) 

New  York  City.  N.Y. 
Wendt.  Bernard  F. 

735  South  56th  St. 
Weston.  Irving  E. 

735  So.  56th 
Weyhrauch,  Wm. 

3145  ‘O”  St. 

Whitla,  Fay  E. 

2737  No.  49th 


THIRD  DISTRICT 

W.  W.  WADDELL,  Councilor 


GAGE 

ADAMS— 

Waggener,  J.  T.  (Life) 


BEATRICE— 

Brott,  Clarence  R. 

109%  So.  6th 
Brown,  R. 

109  So.  6th 
Chapp,  John 
821  No.  13th 
Elias,  H.  F. 

1200  So.  9th 
Frerichs,  C.  T. 

114  So.  6 th 
Gillespie,  Patrick  C. 

1708  No.  15th 
Hepperlen,  H.  M.,  Jr. 

206  Steinmeyer  Bldg. 
McCleery,  D.  P. 

108  So.  6th 


McGirr,  J.  I.  (Life) 
(Dec.  10-8-62) 

Los  Angeles,  Calif. 
Moell,  L.  Dwight 
109%  So.  6th 
Penner,  Donald  H. 

212  No.  5th 
Penner,  Elmer  L. 

212  No.  5th 
Penner,  H.  G.  (Life) 
825  West  Court  St. 
Porter,  John  W. 

1200  So.  9th 
Rathbun.  Sanford  M. 

114  So.  6 th 
Taylor,  R.  W. 

108  So.  6th 
Waddell.  J.  C. 

114  So.  6th 
Waddell.  W.  W. 

114  So.  6th 
Wildhaber,  Wm.  T. 
710  East  Court  St. 


ODELL- 

Rice,  C.  E. 

WYMORE— 

Nelson,  J.  C. 

Samuelson.  Myron  Earle 
Thomas,  C.  W. 


PAWNEE 

PAWNEE  CITY— 

Anderson,  A.  B..  Jr. 
Stewart,  H.  C. 


NEMAHA 

AUBURN— 

Bence,  Jackson 
Cline,  Edgar  (Life) 
(Deceased  4-8-62) 
Irvin,  I.  W.  (Life) 
Scott,  Paul  M, 


FOURTH  DISTRICT 

GEORGE  B.  SALTER,  Councilor 


MADISON 

MADISON— 

Berrick,  Wm.  H. 

Ewing,  Eugene  G. 

NEWMAN  GROVE— 
Carlson,  Emery  W. 


NORFOLK— 

Brauer,  S.  H. 

1112  Verges 
Carey,  Blaine  P. 

Box  902.  Norf.  St.  Hosp. 
(Deceased  10-20-62) 
Charlton,  George  E.  (Life) 
Colorado  Springs,  Colo. 


Conwell,  G.  D. 

509  Norfolk  Ave. 

Dunlap,  James 
1112  Verges 
Famer,  B.  R. 

900  Norfolk  Ave. 

Gysin,  Walter 

Box  902,  Norfolk  St.  Hosp. 


Whitlock,  H.  H. 

805  Sharp  Bldg. 
Wiedman.  J.  G. 

1404-1405  Sharp  Bldg. 
Wiedman,  Wilbur  G. 

135  So.  14th  St. 
Williams,  J.  B.  (Life) 
Glendale,  Calif. 
Williams,  Jon  T. 

435  South  16th  St. 
Wilson,  Nat  J. 

V.A.  Hospital 
Wood,  Maynard  A. 

3145  “O”  St. 
Woodward,  J.  M.,  Sr. 

910  Sharp  Bldg. 
Woodward,  James  M.,  Jr. 
(Service) 

Denver,  Colo. 

Zeman,  E.  D. 

1145  South  St. 


CASS 

ELMWOOD— 

Knosp,  Glen  D. 

Liston,  O.  E.  (Life) 

LOUISVILLE— 
Worthman,  H.  W. 

MURRAY— 

Tyson,  R.  W. 

NEHAWKA — 

Andersen,  R.  R. 

PLATTSMOUTH— 

Brendel,  R.  F. 

Dietz,  Robert  J. 

WEEPING  WATER— 

Kunkel,  L.  N. 


OTOE 

NEBRASKA  CITY— 

Bonebrake,  A.  H. 
Burbridge,  Glen  E. 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean,  M.  M.  (Life) 
Stonecypher,  D.  D.,  Sr. 
Stonecypher,  D.  D.,  Jr. 
Weekes,  T.  L. 

Weldon,  R.  C. 

SYRACUSE— 
Formanack,  C.  J. 

Gately,  H.  S. 

Williams,  C.  R. 


RICHARDSON 

FALLS  CITY— 

Brennan,  Louis  V. 

Cowan,  S.  D. 

Gentry,  Richard  D. 
Gillispie,  J.  C. 

Glenn,  W.  V. 

Heins,  Robert  L. 
Shepherd,  Wm. 

HUMBOLDT— 

Heim,  H.  S. 

Stappenbeck,  A.  P. 


JOHNSON 

STERLING— 

Paul,  Ralph  E. 

TECUMSEH — 
Schutz,  John  C. 

Sorrell.  Michael 


Hille,  C.  F. 

Box  902 

Ingham,  Chas.  G. 

Box  902,  Norfolk  St.  Hosp. 
Klaas,  R E. 

13th  & Nebraska 
Lear,  W.  J. 

900  Norfolk  Ave. 
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Martin,  Francis 
1103  Madison 
Pollack.  John  D. 

Rt.  3,  312  Valley  View  Dr. 
Render,  N.  D. 

Norfolk  State  Hosp. 
(Deceased  6-25-62) 

Salter,  George  B. 

900  Norfolk  Ave. 
Schwedhelm,  A.  J. 

13th  & Nebraska 
Slaughter,  Earl  C. 

126  South  5th 
(Deceased  7-4-62) 

Slaughter,  Pauline  K. 

417  Madison  Ave. 

Stewart,  George  J. 

Box  408,  719  Norfolk  Ave. 
Surber.  E.  G. 

Box  225 

Verges.  C.  J.  (Life) 

Box  117 
Verges,  Val  C. 

Box  279,  105  So.  8th 

T1LDEN — 

Barr,  Carl  C. 

Barr,  Robert  E. 


CUMING 

BEEMER— 

Kelley,  Robert  C. 


DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Bridges,  James 

1725  E .Military 
Byers,  Robert  C. 

(Deceased  6-22-62) 
Davies,  Dale  H. 

450  E.  23rd 
Eaton,  William  Bryon 

204  I.O.O.F.  Bldg. 
Harvey,  Alexander  T. 

2195  N.  Broad 
Harvey,  Andrew 

631  N.  Main 
Haslam,  G.  A. 

625  N.  Main 
Hill.  W.  H. 

1737  E.  Military 
Jakeman,  Harry  A. 

2195  N.  Broad 
Merrick.  A.  J. 

1005  E.  23rd 
Millett,  Geo.  J. 

2195  N.  Broad 
Morrow'.  H.  H. 

423  W.  11th 
Nelson,  Carrol  C. 

2195  N.  Broad 
Reeder,  Grant  (Life) 

212  First  Natl.  Bank 
Reeder.  Robert  C. 

212  First  Natl.  Bank 
Seiver.  Charlotte 

507  E.  6th 


BUTLER 

DAVID  CITY— 

Ekeler,  Louis  J. 
Kaufman.  Jack 
Niehaus,  Wm.  C. 

RISING  CITY— 
Longacre,  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans,  James  R. 

SEWARD— 

Carr,  J.  W. 
Herpolsheimer,  R.  W. 
Hill,  W.  Ray 
Hoff,  R.  Paul 
Morrow,  B.  E.  (Life) 
Pitsch.  Richard  M. 
Stanard,  John  T.  (Life) 
Watson.  V.  Robert 


WEST  POINT— 

Anderson,  A.  W. 
Chadek,  L.  J. 

Erickson,  L.  L. 

Scherer,  Robert  H. 
Sucha,  Eugene 
Thompson,  I.  L.  (Life) 
WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Maillard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 
Calvert,  Tom 
Seattle.  Wash. 

Kopp,  Robert  E. 

KNOX 

BLOOMFIELD— 

Kohtz,  R.  H. 

Nagengast,  Delwyn  J. 

CREIGHTON— 

Green,  Carl  R. 

W right.  W.  E. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 


VERDIGRE— 

Carlson,  James  C. 


STANTON 

PILGER— 

Reid,  J.  D.  (Life) 
STANTON— 
Tennant,  H.  S. 


ANTELOPE 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E.  (Life) 
McClanahan,  Frank  C.,  Jr. 
Peetz,  Dwaine  J. 

ORCHARD— 

Fletcher,  D.  L. 


CEDAR 

(Five  County) 
COLERIDGE— 

Dewey,  F.  G.  (Life) 

LAUREL — 

Carroll,  R.  P. 

RANDOLPH— 
Billerbeck,  Henry  J. 
Peters,  G.  E. 


FIFTH  DISTRICT 

R.  C.  REEDER,  Councilor 


BOONE 


Sorenson,  Robert  M. 

1135  N.  Oak 
Vnuk.  Wallace  J. 

517  First  Natl.  Bank 
Waring.  F.  Thomas 
203  IOOF  Bldg. 
Wengert.  D.  B. 

640  N.  “H"  St. 

NORTH  BEND— 

Dyer,  J.  L. 

Hubenbecker,  J.  C.  (Life) 

SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch.  D.  M. 

(Dodge  Co.) 

Bloch,  Dean  M. 

(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Grace,  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 


COLFAX 

CLARKSON— 
O'Neal,  John  R. 

SCHUYLER— 
Fencl.  Howard  S. 
Myers,  H.  Dey.  Jr. 
Sucha.  Merlin  L. 


ALBION— 

Smith,  Roy  J. 

Spethman,  Gerald 

CEDAR  RAPIDS— 

Reeder,  W.  J. 

BURT 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 

Mullmann,  Arnold  J. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens.  I. 

Morrow,  L. 

Sauer,  L.  E. 

PLATTE 

COLUMBUS— 
Anderson.  R.  C. 

1359  26th  Ave. 
Brillhart,  E.  G. 

13th  St.  and  31st  Ave. 
Burns,  Robert  I. 

135  E.  Parkway 
Campbell,  C.  H.  (Life) 
C-2  Gerrard  Court 
Deyke,  Vera  F. 

13th  St.  and  31st  Ave. 
Heine,  Clinton  D. 

13th  St.  & 31st  Ave. 


SIXTH  DISTRICT 

C.  L.  ANDERSON,  Councilor 


UTICA— 

Kamprath,  Coll  Q. 
Kamprath,  Wilmar  M. 


SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Williams,  Martin  P. 

CERESCO— 
Youngman.  R.  A. 
(Lancaster  Co.) 

YUTAN — 

Christensen,  Robert  H. 
Scottsdale.  Ariz. 

WAHOO— 

French,  Ivan  M. 
Hansen.  John  E. 
Hinrichs,  E.  J. 


Lathrop.  M.  E. 
Pestal.  Joe  (Life) 
Rawlins.  Wyo. 
Wallace.  Stephen  E. 
Way,  Charles 


YORK 

YORK— 

Anderson,  Leo 
Bell,  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore.  W.  S. 
Nordlund,  Harold  M. 

HENDERSON— 
Friesen,  H.  F. 

Hieb,  Wilbert  E. 


DIXON 

(Five  County) 

PONCA— 

Bray,  R.  E. 

WAKEFIELD— 

Coe,  C.  M. 


THURSTON 

(Five  County) 
PENDER— 

Keown.  J.  T.,  Jr. 

Muffly,  Chas.  G. 

DAKOTA 

(Five  County) 
SOUTH  SIOUX  CITY— 

Gathman,  L.  T. 

Reynolds,  Wm.  E. 

WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
John,  George  L. 

Matson,  Roy  M 


Heiser,  E.  N. 

13th  St.  and  31st  Ave. 
Kuper,  H.  D 
2511  15th 

Lemke.  The:).  J.,  Jr. 

1454  28th  Ave. 

Medlar,  Clyde  A. 

1454  28th  Ave. 

Miller,  W.  R. 

1454  28th  Ave. 
Mosehel,  Daniel  M. 

Seattle,  Wash. 
Rundquist.  R.  B. 

2360  Pershing  Road 
Sojka,  Louis  A. 

2413  23rd 

NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Bass,  R.  L. 

Dalton,  Kenneth  R. 

Davis,  Homer  (Life) 
Williams,  C.  D.  (Life) 

MERRICK 

CENTRAL  CITY— 

Campbell,  John 
Fouts,  F.  (Life) 
(Deceased  3-20-62) 
Holmes,  Lee  C. 

Treptow,  Kenneth  R. 
Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 


HAMILTON 

AURORA— 

Steenburg,  D .B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 

Washington,  D.C. 
Steenburg,  Houtz  G. 
Woodard,  J.  M. 

GILTNER— 

Marvel.  P.  O. 

Deceased  10-26-62) 
HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 

Carson.  Jim  S. 

Eklund,  H.  S. 

SHELBY— 

Bierbower.  R.  L. 

STROMSBURG— 
Anderson,  C.  L. 
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SEVENTH  DISTRICT 

H.  V.  NUSS,  Councilor 


SALINE 

CRETE— 

Forney,  L.  W. 

Larson,  S.  L. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 

FRIEND— 

Hamilton,  F.  T.  (Life) 
Zimmer,  Clarence 
WILBUR— 

Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 

Tucker,  J.  Guy 


BYRON— 

Decker,  Rudolph  F. 

DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 

Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Penry,  R.  E. 

NUCKOLLS 

LAWRENCE— 
Weiler,  Leo  F. 


NELSON— 

Howe,  Robert 
(Lancaster  Co.) 

SUPERIOR— 

Mason,  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J.  A.  (Life) 
Webeman,  A.  E. 


FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Falloon,  Frank 
Hughes,  D.  O. 

Kenney,  K.  J. 

Luce,  R.  P. 

Lynch,  J.  H. 

(Deceased  7-28-62) 
Powell.  M.  J.  (Life) 
Yoachim,  W.  P. 


CLAY 

SUTTON— 

Nuss,  H.  V. 

DENVER,  COLO.— 
Nutzman,  C.  L. 

1042  Locust 


EIGHTH  DISTRICT 

REX  WILSON,  Councilor 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Hineman,  Marquis 
Wanek,  Frank 
Wolf,  W.  K. 

Cheyenne,  Wyo. 

RUSHVILLE— 

Crum.  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen,  Bernard  A. 


BOYD 

(Holt  and  Northwest) 
LYNCH— 

David,  Joseph  J.,  Jr. 


ROCK 

(Holt  and  Northwest) 
BASSETT— 

Panzer,  H.  J. 


HOLT 

(Holt  and  Northwest) 

ATKINSON— 

Ramsay,  James  E. 
Serbousek,  Richard 

O’NEILL — 

Cars  tens.  Geo.  J. 

Finley,  W.  F. 

Waters,  Robert  W. 

Wilson,  Rex  W. 


NINTH  DISTRICT 

DAN  NYE,  Councilor 


HALL 

CAIRO— 

Harb,  Fred 


GRAND  ISLAND— 

Adams,  Leo  M. 

First  Natl.  Bank  Bldg. 
Anderson,  H.  C. 

217i/>  N.  Pine,  Box  801 
Anderson,  John  S. 

1704  W.  2nd 
Arnold,  M O. 

(Deceased  9-7-62) 
Arrasmith,  W.  J 

2020  W.  Charles 
Bosley,  Warren  G. 

418  W.  Division 
Brugh,  E.  A. 

323  W.  Koenig 
Campbell,  John  F. 

702  W.  Koenig 
DeMay,  G.  H. 

721  W.  7th 
DeMay,  Richard  F. 

721  W.  7th 
Easley,  John  H. 

220  Hedde  Bldg. 

Filip,  Alexander  J. 

704  W.  1st 
Forester,  Karl 

(Adams  Co.) 

Soldiers  & Sailors  Home 
Geer,  Robert  R. 

105  N.  Eddy 
Gilloon,  A.  G. 

1802  N.  Clebura 
Graupner,  G W. 

2171/2  N.  Pine 
House,  Robert  M. 

Box  662 
Imes,  Loren  E. 

820  W.  Division 
Koefoot,  Robert  R. 

706  W.  1st 
Maggiore,  Carl  H. 

702  W.  1st 
McDermott,  K.  F. 

1704  W.  2nd 
McGowan,  P.  H. 

(Deceased  4-13-62) 
McGrath,  Chas.  Dean 

1704  W.  2nd 
McGrath.  Wilmar  D. 

1704  W.  2nd 


McGrath.  W.  M. 

First  Natl.  Bank  Bldg. 
Mongeau,  D.  C. 

702  W.  Koenig 
Nabity,  Stanley  F. 

217i/>  N.  Pine 
Profitt,  J.  Alfred 

704  W.  Koenig 
Racines,  J.  Y. 

(Howard  Co.) 

Soldiers  & Sailors  Home 
Russell,  Harry 

(York  Co.) 

217i/o  No.  Pine 
Ryder,  Frank  D. 

1902  W.  Charles 
Sloss,  Pierce  T. 

1310  W.  Charles 
Watson,  Donald  P. 

704  W.  Koenig 
Watson,  E.  A. 

710  W.  Koenig 
Woodin.  J.  G. 

1823  N.  Park 
Woodruff,  Bradley  B. 

1310  W.  Charles 


BUFFALO 

GIBBON— 

Sallenbaeh,  Donald  H. 

KEARNEY— 

Bancroft,  B.  R. 

Kearney  Medical  Arts  Bldg. 
Bauer,  Lawrence  Wm. 

211  W.  33rd 
Curtiss,  Chas.  P. 

7 W'.  31st 

Hansen,  H.  C.  (Life) 

2206  12th  Ave. 

Hayes,  O.  R. 

7 W.  31st 

Jester,  R.  F.  Sr.  (Life) 

814  W.  23rd 
Jester.  Royal  F..  Jr. 

214  W.  25th 
Johnson,  O.  D. 

103  W.  22nd 
Johnson,  Richard  D. 

103  W.  22nd 
Johnston.  Raymond  F. 

No.  3 W.  27th 


Johnston,  R.  S. 

No.  3 W.  27th 
Kimball,  Kenneth  F. 

9 West  31st 
Lane,  L.  D. 

211  W.  33rd 
McCammonds,  John 
(Service) 

Del  Rio,  Texas 
Mueller.  Albert 

Good  Samaritan  Hosp. 
Nutzman,  Wm. 

State  Hospital 
Nye,  Dan  A. 

5 W.  31st 

Quaife,  Merton  (Service) 
Rochester,  New  York 
Richards,  F.  L. 

214  W.  25th 
Rosenlof,  R.  C. 

5 W.  31st 
Smith,  Harold  V. 

211  W.  33rd 
Smith,  L.  R. 

211  W.  33rd 
Staley,  Sanford  O. 

11  W.  31st 
Steffens,  L.  C. 

211  W.  33rd 
Stevenson,  B.  M. 

211  W.  33rd 
Wilcox,  M.  B. 

214  W.  25th 


RAVENNA— 

Carignan,  Chas.  B.,  Jr. 


CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ANSLEY— 

Wilcox,  C.  W. 

BROKEN  BOW— 

Blair,  R.  L. 

Koefoot,  R.  B. 
Koefoot.  Theo.,  Jr. 
Lucas,  Thomas 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 

Anderson,  R.  C. 
Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos.  W. 

Farner,  John  E. 

Gordon,  J.  L. 

Johnson,  Wilbur  E. 


CALLAWAY— 

Chaloupka,  M.  L. 
(Buffalo  Co.) 


DAWSON 

COZAD — 

Hranac,  Chas.  Eugene 
Rosenau,  O.  P. 

Scholz,  Jack  Victor 
Sitorius,  Rodney  A. 

GOTHENBURG— 

Ayres,  M.  J. 

Inslee,  Donald  O. 
Perry,  S.  H. 

Pyle,  B.  W. 

LEXINGTON— 

Anderson.  A.  W. 
Finegan.  John  C. 
Long,  Wm.  B. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Watson,  E.  A. 

Wycoff,  Ray  S. 


HOOKER 

MULLEN— 

Blattspieler,  S.  F. 

(Lincoln  Co.) 

Saults,  Chas.  F. 

(Box  Butte  Co.) 


HOWARD 

ST.  PAUL — 

Hanisch,  E.  C. 
Hanisch,  Robert 
Mathews,  M.  D. 
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GREELEY 

(Four  County) 

SCOTIA— 

Reeves,  E.  Howard 
(Howard  Co.) 

SPALDING— 

Fox,  Robert  J. 
Sullivan,  M.  M.  (Life) 

WOLBACH— 

Holm,  A.  H.  (Life) 
(Howard  Co.) 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 

419  N.  Burlington  Ave. 
Charlton,  George  Paul 
418  N.  Hastings  Ave. 
Dean,  Earl  J. 

708  Eastside  Blvd. 
DeBacker,  L.  J. 

201  Gaston  Bldg. 

Foote,  C.  M. 

422  N.  Hastings  Ave. 
Foote,  D.  B. 

422  N.  Hastings  Ave. 
Foote.  E.  C.  (Life) 

422  N.  Hastings  Ave. 
Glenn,  Elmer  E. 

620  N.  Denver  Ave. 
Guildner,  C.  W. 

131  N.  Hastings  Ave. 
Hoffmeister,  George  F. 

418  N.  Hastings  Ave. 
Holcomb,  Gerald  R. 

1242  N.  Baltimore 
Jolly-Fritz,  Roletta 
141  Lakeside  Drive 
Jones,  Donald  W. 

Eastside  Blvd.  at  7th 
Kingsley,  D.  W. 

700  Eastside  Blvd. 
Kleager,  Clyde  L. 

620  N.  Denver 
Kostal,  O.  A. 

618  N.  Denver,  Box  174 
Kuehn,  Gerald  A. 

418  N.  Hastings  Ave. 
Landgraf,  Chas.  W.,  Jr. 

605  N.  Denver  Ave. 
Mastin,  Robert  L. 

( Service) 

Omaha,  Nebr. 

Mclntire,  Robert  H. 

612  W.  6th 
McMillan,  John  A. 

Box  67 

Murray,  Don  E. 

604  W.  6th 
Pinney,  George  L. 

418  N.  Hastings 
Richard,  Warren  E. 

715  N.  St.  Joseph 


LINCOLN 

NORTH  PLATTE— 

Callaghan,  A.  J. 

719  S.  Dewey 
Chick,  Nicholas 
112  N.  Dewey 
Claussen.  Bruce  F. 

321  E.  “B"  St. 

DeVol,  R.  A. 

300  S.  Dewey,  Box  738 
Drasky,  Stanley 
303  S.  Pine 
Getty,  Robert  F. 

501  S.  Jeffers 
Heider,  C.  F.,  Sr. 

501  S.  Jeffers 
Heider.  C.  F.,  Jr. 

501  S.  Jeffers 
Hoyt,  Melvin  S. 

1111  W.  4th 
Kreymborg.  O.  C. 

110  S.  Sherman  Box  739 
Niehus,  Wm.  B. 

402  S.  Jeffers 


VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 
Minneapolis,  Minn. 

NORTH  LOUP— 

Markley,  M.  E. 

ORD— 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
Miller,  Otis  W. 

Zlomke,  Wayne 


GARFIELD 

(Four  County) 
BURWELL— 

Cram.  Roy  S. 

Meckel,  Ben  R. 


SHERMAN 

LITCHFIELD— 

Rydberg.  C.  A. 

(Custer  Co.) 


TENTH  DISTRICT 

L.  S.  McNEILL,  Councilor 


Rutt,  Fred  J. 

704  Eastside  Blvd. 
Shaw,  W.  L.  (Life) 
Reseda.  Calif. 

Shreck,  H.  W. 

422  N.  Hastings  Ave. 
Smith,  Robert  C. 

Box  276 
Wagner,  Loyd 

Mary  Lanning  Hospital 
Weber.  C.  R. 

612  W.  6th 
Yost,  John  G. 

608  W.  6th 

INGLESIDE— 

Gouldman,  Carl 
Box  240 
Lunde,  F. 

Box  238 
McDaniel.  V.  S. 

Box  148 
O'Donnel,  H.  J. 


FRANKLIN 

CAMPBELL — 

McNeill,  L.  S. 

FRANKLIN— 
Doering,  William 
Thomas,  Conrad 


HARLAN 

ALMA— 

Bartlett,  W.  C.  (Life) 
Long,  James  S. 
Walker,  Hiram  R. 

ORLEANS— 

McGrew,  K.  C. 

Rider,  E.  E.  { Life) 
(Lancaster  Co.) 


WEBSTER 

BLUE  HILL — 

Kamm,  Frank 
(Adams  Co.) 

Myers,  William  O. 
(Adams  Co.) 


RED  CLOUD— 

Bennett,  Wilbur  Keith 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 

RED  WILLOW 

(Southwest  Nebraska) 
McCOOK— 

Batty,  John  L. 

310  W.  7th 
Dickinson,  L.  E.,  Jr. 

114  E.  “C”  St. 
Donaldson,  J.  H.,  Jr. 

602-604  Norris  Ave. 
James,  L.  D. 

310  W.  7th 
Jones,  R.  T.  (Life) 

217)4  Norris  Ave. 

Karrer,  F.  M. 

310  W.  7th 
Kuxhausen,  Donald 
McCook  Clinic 
Leininger,  E.  F. 

114  W.  “C”  St. 

Mason,  Roger  Dale 
305  E.  1st 

Morgon,  D.  H.,  Sr.  (Life) 
305  E.  1st.  Box  491 
Morgan,  Donal  H.,  Jr. 

305  E.  1st.  Box  491 
Shank.  F.  W. 

310  W.  7th 

DUNDY 

(Southwest  Nebraska) 
BENKLEMAN— 

Stout,  Kenneth  C. 

CHASE 

(Southwest  Nebraska) 
IMPERIAL — 

Hoffmeister,  George  (Life) 
Shopp,  Bryce  G. 

Smith,  Fay 
Yaw,  El  wood 

WAUNETA- 
Carlson,  C.  R. 


ELEVENTH  DISTRICT 

MAX  M.  RAINES,  Councilor 


Pinkerton,  Clifford  C. 

402  S.  Jeffers 
Raines,  Max  M. 

115  E.  “E”  St. 
Redfield,  J.  B.  (Life) 
508)4  N.  Dewey 

Sawyers,  Gordon 
715  S.  Jeffers 
Shaughnessy,  E.  J. 

1111  W.  4th 
Stevenson.  Edward 
108  S.  Vine 
Taken  aga.  R.  T. 

112  E.  6th 
Walker.  H.  H. 

305  W.  4th,  Box  676 
Waltemath.  G.  F. 

1214  W.  "A”  St. 
Wisman,  Jack 
614  W.  5th 
Ziegler,  Robert  G. 

1111  W.  4th 


SUTHERLAND— 

Baker,  John  C. 
Moore,  Harlan  E. 


DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 

CHAPPELL— 

Hartsaw,  John  E. 

Larson,  D.  L. 


GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee,  A.  B. 

Seng,  W.  G. 


LOUP  CITY— 

Amick.  Carl  G.  (Life) 
(Custer  Co.) 

Bogle,  John  H. 

(Four  County) 
Jardon.  O.  Max 
(Four  County) 


HYANNIS— 

Howell,  W.  L. 
(Box  Butte  Co.) 


HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Harris,  Jack  T. 

Love,  Robert 
Cuba  City,  Wis. 

FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill,  Van  H. 

FURNAS 

(Southwest  Nebraska) 
ARAPAHOE— 

Francis,  Gordon 
CAMBRIDGE— 

Gross,  Chas.  Gene 
Minnick,  Clarence 
Morgan,  Roland  R. 

OXFORD— 

Bentley,  Neil  B. 

KEARNEY 

MINDEN— 

Andrews,  H.  S.  (Life) 
(Adams  Co.) 

Butler.  Robert  E. 

(Buffalo  Co.) 

Chappel,  E.  R. 

(Buffalo  Co.) 

Finkner,  John  R. 

(Adams  Co.) 

Prince,  Donald  F. 

(Adams  Co.) 

PHELPS 

BERTRAND— 

Lamphere,  Richard 
HOLDREGE— 

Best,  Robert 
Bivens,  Wm.  S. 

Brewster,  Donald  E. 
Brewster,  F.  W. 
McConahay.  H.  A. 
Nicholson,  Ralph 
Peterson,  Theo.  A. 

Prems,  Evald 
Reiner,  Walter  M 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Chase,  Robert  C. 

Eberle.  Donald 
Harvey,  E.  A.  (Life) 

New  Plymouth,  Idaho 
Spencer,  Berl 


PERKINS 

(Garden-Keith-Perkins  i 

GRANT— 

Colglazier,  E.  E. 

Potts,  L.  C. 

Marples,  Donald 
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TWELFTH  DISTRICT 

C.  J.  CORNELIUS,  Councilor 


SCOTTS  BLUFF 

GERING— 

Barnwell,  Robert  B. 

900  11th 

Gentry,  Harold  E.,  Jr. 

1720  10th 
Gentry,  W.  J. 

1720  10th 
Gentry,  W.  Max 
1720  10th 
Harvey,  W.  C.,  Sr. 

1955  10th 

Harvey,  W.  C.,  Jr. 

1955  10th 

Wiley,  Stuart  Paul 


MITCHELL— 

Hoagland.  Robert  A. 
Loeffel,  Edwin  J. 

Ohme,  Kenneth 

MORRILL— 

Prentice,  O.  D. 

SCOTTSBLUFF — 

Baker,  Ellis  E. 

1624  Ave.  "A” 

Baker,  Paul  Q. 

1624  Ave.  "A" 

Brown,  W.  O. 

1801  Broadway 
Campbell,  Stuart  D. 

3639  Ave.  ‘'B,”  Box  608 
Frank,  Carl  L. 

1624  Ave.  “A” 

Gridley,  L.  J. 

214-16  W.  27th 
Hanna,  Joe  T. 

1926  Ave.  “A” 


Hayhurst,  J.  D. 

218  W.  27th 
Heinke,  John  P. 

1723  Ave.  "A” 

Herhahn,  Frank  T. 

2122  Broadway 
Holmes,  Wm.  E. 

1926  Ave.  ‘‘A" 

Karrer,  R.  W. 

1810  1st  Ave. 

Kreig,  Jacob,  Jr. 

2122  Broadway 
Landers,  Allan  C. 

3639  Ave.  "B,”  Box  608 
Lovett,  Ivan  C. 

21  E.  19th 
Oba,  Calvin  M. 

116  W.  17th 
Riddell,  Ted  E. 

15  E.  18th 
Rosenau,  John  A. 

102  E.  21st 
Schmitz,  Gerhardt 

118  W.  18th 
Sorensen,  C.  N. 

1801  Broadway 


BOX  BUTTE 

ALLIANCE — 
Burnham,  A.  G. 

524  Box  Butte  Ave. 
Fitzgerald,  Thos.  D. 

202  W.  3rd 
Gardner,  Joseph  H. 

202  W.  3rd 
Kennedy,  J.  F. 

916  W.  10th 


Kuncl,  Joseph  (Life) 

1012  Laramie  Ave. 
McNulty,  Edward 
916  W.  10th 
Morgan,  R.  J. 

916  W.  10th 
Olson,  Raymond  H. 

524  Box  Butte  Ave. 
Seng,  O.  L. 

619  Box  Butte.  Box  150 
Serbousek,  Stanley  A. 
(Service) 

Ft.  Lewis,  Wash. 
Shannon,  Dewitt  D. 

916  W.  10th 
Sucgang,  F.  P. 

515  Niobrara  Ave. 
Whitehead.  E.  I.  (Life) 
(Deceased  9-7-62) 
Wilkinson,  Donald  E. 

524  Box  Butte  Ave. 


DAWES 

(Northwest  Nebraska) 
CHADRON— 

Alderman,  Allen  J. 
Courshon.  A.  J. 

DeFlon,  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

CRAWFORD— 

Bishop,  Ben 
Martin,  Benjamin  O. 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Bitner,  C.  U. 

Cook,  Hull  A. 

Cornelius,  C.  J.,  Jr. 
Dorwart,  Clinton  B. 
O'Holleran,  Lloyd  S. 
Rathbun,  S.  R. 

Thayer,  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 

KIMBALL— 

Calkins,  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 
Siedenburg,  Richard  H. 


MORRILL 

BAYARD— 

Hrnicek.  Leo  A. 
(Scotts  Bluff  Co.) 

BRIDGEPORT— 

Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 
Post.  George  Peter 
(Scotts  Bluff  Co.) 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
Secretariat 

1516  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 

S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 

Robert  S.  Long,  M.D.,  President 
Lincoln  Clinic 
Lincoln,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 

W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-Wrest  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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AN  AMES  CLINIQUiCK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine<sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.2  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  xk%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%. 3 Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  a I . : Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE-SUGAR  QUANTITATION 

Standardized  urine-sugar  test. ..with 

COLOR-CALIBRATED  graphic  analysis  record 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  ,re- 
brano  Reagent  Tablets  fill  contains  this  physician-patient  aid.  o.ssi 
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THESE  28,000 
PEOPLE  IN 
NEBRASKA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness -everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Nebraska  there  are  at  least  28,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  ANO 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient's  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LI BRI DM®  Hydrochloride  — 7-chloro • 2 • methylamino - 
5-phenyl-3H-1.4-benzodiazepine  4-ox.de  hydrochloride 


laboratorils  Division  of  Hoffmann-La  Roche  Inc. 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge... 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent. . .often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1-2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  cierogenes.3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4*6 


Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  F.  J.,  Jr. : Mil.  Med.  125  :836.  1960.  (2)  Martin.  W.  J. ; Nichols.  D.  R.,  & Cook.  E.  N. : Proc.  Staff  Meet.  Mayo  Cli~ 
34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. ; 

Curtin,  J.  A.,  & Grossberg,  S.  E.:  Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (5)  Jolliff,  C.  R. : 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  P.  J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11:392,  1960.  tesei 
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NEW! 


..JDECHOLIN-BB 


® 


COUNTERACTS  3 COMMON  CAUSES 
in  functional  G.l.  disturbances 
related  to  hepatobiliary  dysfunction 

TENSION  SPASM  STASIS 

butabarbital  sodium  belladonna  extract  dehydrocholic  acid,  Ames 

(Warning:  may  be  habit-forming)  10  mg.  (Ve  gr.)  250  mg.  (3%  gr.) 

15  mg.  (V4  gr.) 

Available:  Bottles  of  100  tablets. 


for  spasm  and  stasis 

DECHOLIN®  WITH  BELLADONNA 

belladonna  extract,  10  mg.  (Vfe  gr.) 
dehydrocholic  acid,  Ames,  250  mg.  (3%  gr.) 

for  stasis  alone 

DECHOLir 

dehydrocholic  acid,  Ames,  250  mg.  (3%  gr.) 
Available:  Bottles  of  100  and  500  tablets. 


Average  Adult  Dose-DECHOUN-BB,  Decholin  with  Belladonna,  and  Decholin— 
1 or,  if  necessary,  2 tablets  three  times  daily. 

Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (Decholin 
with  Belladonna  and  Decholin-BB)  glaucoma  or  prostatic  hypertrophy.  ,956J 


AMES 

COMPANY.  INC 
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Toronto  • Conodo 
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specinc 
for  anxiety 
& tension 

Librium 


The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  effectiveness  isan  outstandingrecordof  safety. 
Librium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  available  on  request,  before  prescribing. 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7-chloro-2-methylamino-5-phenyl-3H-l , 4-benzodiazepine  ^ 4-oxide  hydrochloride 
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A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


